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| Antidepressants — 


(But if whatis requiredis a preparation whi ch, 
ininducing nana кшн ттн Кєр : 





avoids suppression of REM sleep 
avoids increasing intra-sleep restlessness 


and 
simplifies the outpatient regimen by virtue of a 
single night-time dosage 


and 
minimizes daytime side-effects re 95 еу 
and also S s 4 
exerts a potent antidepressive effect 


then the name to remember is А 
| 


SURMONTIL . name „ов 


significance in the treatment ofanxiety/depression . 


Full information is available on request Е 4 ` 


Ф 





'Surmontil' is a trade mark of May & Baker Ltd Dagenham Essex RM10 7XS for its preparations of 
trimipramine (as maleate) 
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HEMINEVRIN 

is an anoxiolytic which 
reverses the vicious 
circle of increasing 
confusion, lifting 

the quality of life 

in the elderly. 


m 


Confusion resulting from vascular 
degeneration is due to incomplete 
metabolism by cerebral cells, 
caused by the reduced availability 
or reduced utilisation of oxygen. 


Sedation alone is not enough, it 
often exacerbates the condition, 
precipitating or increasing 
confusion 





Take your patient 
out of the dark 
with 


Heminevrin 





HEMINEVRIN 

is indicated in all 
confusional states 
associated with 
arteriosclerosis 
stroke 

cerebral ischaemia. 


By contrast it has been shown that 
Heminevrin improves confusional 
states in the elderly by increasing 
oxygen uptake at cellular level.’ *? * 


HEMINEVRIN is available as 

capsules, tablets and HEMINEVRIN 
SYRUP. Packs. Capsules, 1 x 100 
£2.67. Tablets. 1 x 100 £2.67. 

Syrup. 1 x 100 mi £0.60. and 

1 x 500 mi £2.50. 

PL Nos: 0017/0063: 0017/5009: 0017/5008 


1. Personal communication L/pool Univ. 2. Chareton.J.Y.Acta psychiat.scand. 1966, 42, Supp. 192, 23-25 3. Charonnat et al Thérapie 13: 1-16 (1958). 
4. Bergman et al. Comb.rend.Séanc.Soc.Biol. 1967, 161, 83-89 


Further information on request 


FY Wi 4 Astra Chemicals Limited. Watford. 


Heminevrin 
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at the start of the day: at night time: 
‘Cogentin’ Tablets ‘Cogentin’ Tablets 


In drug-induced parkinsonism 
CD Cogentin' helps the patient 
when he most needs it 





in emergencies: 
‘Cogentin’ Injection 


BRITISH JOURNAL OF PSYCHIATRY, JULY 1972 














i INSTRUCTIONS TO AUTHORS 


* 
1, Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies. 
2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others, The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 


accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. і 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached ta conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review clsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6. A summary should be provided at the end of every article. 


+, Acknowledgements: Always indicate clearly where the work has been done and what postis) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 
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when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
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given in full. Book titles are to be given with initial capitals for important words, and with place of 
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Nydrane 


(beclamide) 
for 


BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 


Further information and samples from 


Rona Laboratories Ltd 
CADWELL LANE : HITCHIN : HERTS 
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D.P.M. 


Our postal course for this diploma has helped many students. 


Failure is expensive. Our course is not. 


Write for further details and instalment plan: 


MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, London W.1 
Telephone: 01-935 8626 


Accredited by Tug COUNCIL. FOR THE ACCREDITATION ОЕ CORRESPONDENCE COLLEGES 


ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


St. Andrew’s Hospital is a private psychiatric hospital situated in 130 acres of parkland 
in the county town of Northampton. In general, patients are admitted to Wantage 
House, a reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. In addition, there is accommodation 
mainly in private rooms, both in the main hospital and in various villas, for longer 
stay patients and geriatric patients. 

The hospital’s amenities include Gloucester House, which comprises an occupa- 
tional therapy department, a swimming pool, a squash court, and library, while in 
the grounds there are tennis courts, a g-hole golf course, &c. 

Fees range from £31.50 per week, and subscribers to private medical insurance 
schemes, such as British United Provident Association and Private Patients Plan, 
may claim benefit in respect of these charges, 

Further particulars may be obtained from the Medical Director, St. Andrew's 
Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment, either at the hospital or at 55 Harley Street, 
London М.т. 
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Manic- depression and suicide — 












































you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.! 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients. 








The majority of depressive and manic-depressive patients experience 
& anincrease in frequency and intensity of relapse with 
advancing age. After three or more episodes patients treated by 
conventional methods can expect to spend nearly half their 
lives incapacitated by their iliness.2 The risk of suicide also increases 
and more than 15 per cent.will kill themselves. There is clear 
evidence that PRIADEL significantly controls the course of 
recurrent depressive and manic-depressive illness 
-the underlying disorder in nearly half of all suicides., 







PRIADEL tablets contain 400 mg. LizCOs B.P. ina 
controlled release formulation: a single daily dose of up 
to 4 tablets provides effective prophylaxis in manic-depression. 


Active supervision of serum levels to ensure values in the 
range 0.6 — 1.5 mEq/L is essential initially: less frequent estimations 
should be performed during long term treatment? 


A guide giving full details of the treatment method recommended is available from: 
Delandale Laboratories Limited, 
37, Old Dover Road, 


Canterbury, Kent. 
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Under ECT 


-Back with the game in 15 minutes 


“Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
is fit to leave." 

In ECT rapid recovery is not the only 
advantage of Brietal Sodium’. ECG studies 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater.” 
Duration of anaesthesia is adequate. 
The solution is aqueous, non-irritant and 
relatively stable. 

1. 1960 Anaesth, 15: 411 

1968 Arch Gen Psychiat,18: 605 
3.1964 Brit J Anaesth, 36: 307 


‘Brietal Sodium’ 


methohexitone sodium 


Eli Lilly and Company Limited, Basingstoke 
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the 
spectrum 
of psychotic 
symptoms 
responds to 
Serenace 











ox ol “Haloperidol was effective in treating 
a spectrum of psychotic symptoms, 


but seemed especially effective in 


`» Ё É $ К 
CI | | \ C controlling excitement, hallucinations, 
~ / ideas of reference and delusions.” 
HALOPERIOOL 
: ө 
ОГ SCOIZ . 
| | епа 
Serenace is à Registered Prade Mark р : € 


SEARLE Further information acailable ou request 


G. D. Searle & Co. Ltd., High Wycombe, Bucks. 


J New Drugs, 6, 243-246 (1966) 


Не is never alone with depression 


“A depression never occurs alone. It is 
always accompanied by anxiety." 


(Psychosomatics, 1967, 8, 1.) 


c 
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That is why TRIPTAFEN-DA is 
superior to amitriptyline alone 


"The combination of amitriptyline and perphenazine (Triptafen-DA) is superior to 
amitriptyline alone in the treatment of depression." 

(Brit. J. Psychiat., 1967, 113 
Presentation: Triptafen-DA Tablets each contain amitriptyline hydrochloride BP 
perphenazine BP 2mg. In containers of 50 and 500 tablets 
Triptafen- DA Suspension contains amitriptyline embonate 37.5mg (equivalent to 25mg amitrit 
tyline hydrochloride BP) and perphenazine BP 2mg in each 10ml. In bottles of 150ml and ! 


e Further information is available on request 
b TRIPTAFEN-DA is a Trade Mark of ALLEN & HANBURYS LTD LONDON E2 6LA 
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The Schizophrenias as Nervous Types 


By GORDON CLARIDGE 


INTRODUCTION 


Despite over half a century of intensive 
research the essential nature of the schizo- 
phrenias still remains an enigma. Attempts to 
account for the disordered behaviour of the 
schizophrenic have ranged over the full spec- 
trum of the biosocial sciences, explanations being 
sought both in the biochemistry of the organism 
and in the interpersonal relationships of the 
whole individual. Sitting somewhere between 
these two extremes is the psychophysiological 
view. As a conceptual and methodological 
approach to behaviour in general, psycho- 
physiology concerns itself with the problem of 
integrating neurophysiological and psycho- 
logical data, attempting to bridge the gap be- 
tween these two disciplines. Of course, the 
potential value of describing behaviour at a 
different level of explanation, either more 
molecular or more molar, is not denied. How- 
ever, the peculiar contribution of psycho- 
physiology is its concentration on data gathered 
at the interface between the brain and be- 
haviour. As such its techniques are chosen so 
as to allow guesses to be made about the 
functional systems in the brain that underly 
behaviour. They naturally include the study of 
E.E.G. and autonomic response but also extend 
to the measurement of various phenomena 
derived from conventional experimental psy- 
chology, such as perceptual thresholds and 
vigilance (Claridge, 1970b). The theoretical 
concepts of psychophysiology reflect its mongrel 
background and include such terms as ‘arousal’, 
a notion originating in academic psychology, 
but made respectable by neurophysiologists. 

For the psychophysiologist the problem of 
understanding the psychiatric disorders can be 
formulated as the special problem of under- 
standing individual differences in the activity 
of those neural mechanisms that underly be- 
haviour in general. Thus, individual differences 


in anxiety-pronenes may be viewed and 
measured as variations in central nervous activa- 
tion or arousability (Duffy, 1962; Malmo, 1957). 
Furthermore, it is usually assumed that the 
pathological states found among psychiatric 
patients are simple extensions of those processes 
responsible for the biological basis of normal 
personality. The latter view owes a great deal 
to the dimensional theory of personality deve- 
loped by Eysenck (1947; 1957b), particularly 
his attempt to anchor the major personality 
dimensions to their physiological substrate. 
Eysenck’s theory was, in its turn, originally 
derived from the Russian notion of ‘nervous 
typology’, an approach to temperamental varia- 
tion pioneered by Pavlov, and in recent Soviet 
research applied to human personality differ- 
ences by Teplov and his followers (Gray, 1964). 
The Russian version of nervous type theory has 
traditionally been couched in language un- 
familiar to the Western reader, using such terms 
as ‘strength of nervous system’ and ‘stimulus in 
dynamism’. However, Gray (op. cit., 1967) has 
argued convincingly for the equivalence of 
Russian and Western ideas, an integration of the 
two also being evident in recent translations of 
Eysenck’s original excitation-inhibition theory 
into the terminology of an arousal model of 
individual differences (Claridge, 1967; Eysenck, 
1967). 

Whether or not particular research has been 
carried out within the Eysenckian framework, 
the most successful application of psycho- 
physiology to abnormal personality has occurred 
with respect to the neurotic disorders. Thus, a 
number of writers have provided evidence of 
greater autonomic arousal in neurotic patients 
with anxiety (Lader and Wing, 1964; Kelly, 
1966), a finding according well with the predic- 
tions of early activation theorists like Duffy 
(1934). Similarly, the present author, working 
more from a neo-Eysenckian viewpoint, has 
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shown clear differences between defined groups 
of dysthymics and hysterico-psychopaths on a 
variety of measures, both physiological and 
experimental psychological (Claridge, 1967). 

To date less progress has been made in 
attempts to understand the functional psychoses 
as psychophysiological disorders having a di- 
mensional basis comparable to the neuroses. 
There are perhaps two main reasons. The first 
is that ‘disease’ views of these conditions still 
prevail, despite the continued failure to estab- 
lish a discrete organic basis for their aetiology. 
The second is that even those adopting a 
dimensional position have found it difficult to 
devise adequate theoretical models to account 
for psychotic disorders, which, compared with 
the neuroses, must be psychophysiologically 
much more complex. Nevertheless, despite the 
immature nature of existing theorizing in the 
field, a psychophysiological/dimensional ex- 
planation of the functional psychoses seems to 
hold promise. In any event, it is the main 
purpose of this paper to argue for the value of 
such an approach. 

In doing so some reference will be made to the 
contribution of work on drug-induced model 
psychoses. This is partly because of its obvious, 
relevance to the problem under discussion, but 
mainly to illustrate, in a climate of disillusion- 
ment about psychotomimetic drug research, how 
it may still further our understanding of the 
natural psychoses if carried out from a well- 
defined theoretical viewpoint. _ 

Drug techniques have an important place in 
psychophysiological research because they allow 
the experimenter to test out hypotheses about 
the neural mechanisms underlying behaviour 
by manipulating them  pharmacologically 
(Claridge, 1970a). As far as individual varia- 
tions are concerned, Russian workers have 
traditionally used drugs to establish nervous 
typological differences in animals and men; a 
research strategy formally recognized in the 
West by Eysenck, whose original theory con- 
tained an explicit postulate linking personality 
to psychotropic drug effects (Eysenck, 19572). 
In the abnormal field, it is again the neuroses 
that have yielded the most promising results so 
far. Indeed, arousal models of neurotic per- 
sonality differences have rested very heavily on 


the psychopharmacological approach; as wit- 
nessed, for example, by work on the ‘sedation 
threshold’ and similar drug techniques (Shagass 
and Jones, 1958; Claridge and Herrington, 
1960). Comparable research on the psychoses 
has been less successful. The main reason is 
similar to that which explains the general lack 
of progress in understanding the psychoses: 
namely a greater difficulty in conceptualizing 
the psychophysiological effects of those drugs— 
the psychotomimetics—which come closest to 
simulating the natural state. Thus, it is rela- 
tively easy in the case of, say, ordinary sedative/ 
hypnotics to provide a conceptual model which 
can explain both their general effects on be- 
haviour and the nervous typological differences 
observed in response to such drugs. The psycho- 
tomimetics, on the other hand, clearly have a 
much more intricate action on the central 
nervous system, making them complicated 
psychopharmacological tools with which to 
work. It is therefore particularly difficult to 
think of a theoretical model in which the drug- 
induced and naturally occurring states can be 
matched together. 

Past attempts to do so have, like studies of the 
schizophrenias themselves, been concentrated 
at two extremes. On the one hand, drugs like 
LSD-25 were investigated, at the peak of 
interest in them, from a purely chemical 
viewpoint in the hope, so far unsubstantiated, 
that the ‘cause’ of schizophrenia could be 
chased down to the biochemistry of the brain. 
On the other hand, attention was focussed on the 
subjective, experiential effects of the psyche- 
delics, a fascinating exercise but one limited in 
the scientific data it can yield. Few systematic 
studies have been carried out within the kind of 
psychophysiological framework argued for here. 
In the meantime the hallucinogens have become 
a social problem, and behavioural scientists 
have become wary of giving them experi- 
mentally to human subjects. It is hoped that 
this paper will help the reader to re-evaluate 
their place in research on the nature of the 
schizophrenias. 

As implied earlier, the approach to schizo- 
phrenic behaviour adopted here contains two 
assumptions. One is that the functional psy- 
choses are not qualitatively distinct illnesses but 
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represent the end-points of personality charac- 
teristics running through the general popula- 
tion. In this respect they are considered to be 
entirely similar to the neuroses. The second 
assumption is that, like other personality 
characteristics, the tendency to schizophrenic 
breakdown has, underlying it, certain definable 
psychophysiological processes; or, put another 
way, it represents a particular kind of nervous 
typological organization. Each of these two 
points will be considered further in more detail. 


ILLNESS OR DIMENSION? 


While it is not difficult to understand how, in 
the early days of their description, the schizo- 
phrenias came to be regarded as qualitatively 
distinct diseases, what is surprising is that such a 
view continues to be so widely held. Indeed, to 
some not schooled to think in terms of the 
medical model, the most striking fact is the 
intellectual contortion required to maintain the 
disease position in the fact of mounting evidence 
to the contrary. The evidence itself comes from 
various sources. The first is of a clinical, diag- 
nostic kind. For example, the major British 
textbook of psychiatry (Slater and Roth, 1969) 
opens its long account of the schizophrenias by 
pointing to the difficulties of actually defining 
the boundaries of these disorders. The problem 
was recognized by early observers, such as 
Bleuler (1911) and Kretschmer (1927) and is a 
still familiar one to most clinicians. Depending 
on the criteria adopted in a particular clinic, a 
proportion of patients can always be found 
whose symptoms are either not numerous or 
severe enough for them to be placed in anything 
other than an indeterminate category. In other 
words, they show all the signs of falling on a 
continuum somewhere between ‘normality’ 
and severe disorder. Such patients have been 
variously described as ‘atypical’, ‘schizophreni- 
form’, ‘latent’, ‘schizoaffective’, ‘pre-psychotic’, 
‘schizoid’, ‘pseudoneurotic schizophrenic’, *bor- 
derline’ . . . The list is endless, and while 
presumably aimed at preserving the disease 
model actually does much to undermine it. 

The problem of defining the schizophrenias is 
not one that is solely confined to the appraisal 
of patients referred for psychiatric diagnosis, It 
may actually be difficult, if not impossible, to 


decide where the normal merges into the 
pathological. Individually, all of the behaviours 
found in the psychotic patient may occur in the 
so-called ‘normal’ person—and can do so to a 
varying degree. Thinking and language perhaps 
provide the best examples. Weird ideas that 
may be regarded as schizophrenic delusions in 
one context may be considered mere irrational 
beliefs in another, even though both may be 
equally bizarre and be held with equal tenacity. 
By the same token, the styles of expression said 
to characterize schizophrenic communication, 
both written and spoken, are frequently and 
increasingly found in socially acceptable art 
forms. Furthermore, the borders between the 
eccentric and the psychotic become harder to 
define as society adopts more flexible standards 
of conventional behaviour. Indeed, in some 
subcultures the previously conventional has 
already become the eccentric. 

This view of the schizophrenias is also firmly 
supported by a wide range of evidence from 
scientific studies of these conditions. Over the 
years many hundreds of measurements of 
different kinds—biochemical, physiological, and 
psychological—have been taken on schizo- 
phrenic patients. To the writer’s knowledge in 
no case has the distribution of scores indicated 
a clear qualitative difference between schizo- 
phrenics and other groups. Instead, schizo- 
phrenics fall on a graded continuum with 
normals, occupying an extreme position, either 
at one pole of the continuum or spanning a 
general population average. The latter finding, 
of greater heterogeneity or variance, is, as Kety 
(1960) has pointed out, one of the few consistent 
facts about schizophrenia. 

Eysenck (1960) in particular has argued 
forcibly in favour of the dimensional hypo- 
thesis, and in a series of studies with his 
colleagues has made a direct statistical attack 
on the problem. The earliest studies, based on 
the factor analysis of psychiatric ratings (Trou- 
ton and Maxwell, 1956) and the canonical 
variate analysis of objective test data (Eysenck, 
1955; S. B. G. Eysenck, 1956) provided evidence 
for the existence of a personality dimension of 
psychoticism. More recent work has been 
aimed at developing a questionnaire, the PEN 
inventory, for measuring psychoticism in addi- 
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tion to the well-established dimensions of extra- 
' version and neuroticism (Eysenck and Eysenck, 
1968). 

Another important source of evidence comes 
from the field of genetics, an area well-trodden 
by those searching for a biological solution to 
the psychoses. Although many genetic models 
have been proposed these have required con- 
siderable straining of classical Mendelian 
principles in order to maintain the assumption 
that what is to be explained is the transmission 
of a qualitatively distinct disease or group of 
diseases. In fact, it is becoming increasingly 
obvious that a limited gene hypothesis is 
inadequate to explain all of the facts about the 
schizophrenias, A much more plausible one is a 
polygenic theory which assumes that individuals 
inherit varying degrees of predisposition to 
schizophrenic breakdown, in much the same 
way as they inherit the tendency to neurotic 
reactions. Two eminent workers in the field, 
Gottesman and Shields (1968), have put forward 
convincing arguments, based on schizophrenic 
twin research, in favour of this point of view. 
They quote two kinds of evidence. One is the 
tendency for the concordance rates of schizo- 
phrenia in monozygotic twins to increase 
significantly as a function of severity of the 
psychotic reaction, a finding predictable from 
the polygenic model since the greater the 
genetic loading the less environmental factors 
would lead to discordance and vice versa. The 
second kind of evidence is derived from psycho- 
metric studies of twins concordant and dis- 
cordant for the diagnosis of schizophrenia. 
Using the MMPI, Gottesman and Shields 
demonstrated similarities in the personality 
profiles of MZ probands and their co-twins. 
Where the latter were not themselves psychi- 
atrically ill the individual scale scores were less 
abnormal, but the similarity in profile shape 
was retained, with a high point on Schizo- 
phrenia (Sc). The authors concluded, some- 
what optimistically it is felt, that scores derived 
from the MMPI might be used to delineate 
the personality structure of individuals with a 
strong genetic predisposition to react to stress 
with a schizophrenic breakdown. 

A further line of reasoning, also from the field 
of genetics, is contained in arguments that 


have been put forward to account for certain 
paradoxical facts about the manifestation rate 
of schizophrenia in the population. Given the 
reduced fertility of the schizophrenic patient, 
and without accepting an excessively high 
mutation rate, which is extremely unlikely, it 
is difficult to explain why the condition remains 
so common. One explanation is that proposed 
by Huxley et al. (1964), who suggested that 
the schizophrenic genotype may carry with it 
certain biological advantages, perhaps reflected 
in an increased immunity among schizophrenics 
and their relatives. Support for this theory has 
recently been obtained by Carter and Watts 
(1971), who demonstrated a significantly re- 
duced incidence of accidents and viral infections 
in schizophrenics’ relatives. 

The picture that begins to emerge, therefore, 
is of schizophrenic predisposition as a con- 
tinuously variable personality dimension in- 
herited as a set of polygenically determined 
characteristics which are maintained at an 
adequate level in the population through 
selective genetic control. This notion is not 
incompatible with the fact that extreme loading 
on such a dimension may lead to the severely 
disturbed behaviour that is currently identified 
as schizophrenic ‘illness’. A similar situation 
exists in the case of other psychiatric disorders. 
Neurotic anxiety is a good example. Very high 
(or very low) degrees of anxiety can result in 
grossly maladaptive behaviour, sometimes as 
mentally crippling or socially undesirable as 
that found among psychotic patients. Yet 
variations in anxiety-proneness are an accepted 
part of normal personality differences. Further- 
more, despite its ability to disrupt behaviour, 
anxiety serves a useful biological purpose; for 
as the Yerkes-Dodson principle illustrates, it is 
only at optimally moderate levels of anxiety 
that efficient psychological раушан сап 

occur (Yerkes and Dodson, 1908). 

Given that schizophrenic predisposition can 
be viewed in a similar way, the question that 
remains is: What psychological characteristics 
have the biological utility to form a major 
parameter of personality yet show continuity 
between normal adaptive behaviour and dis- 
ruptive mental disorder? The most commonly 
held opinion, and the one for which the strongest 
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arguments can be advanced, is that the charac- 
teristics in question have something to do with 
the cognitive and selective attentional aspects 
of behaviour, seen at the psychological level as 
styles of thinking in the normal individual and 
as thought disorder in the schizophrenic patient. 
Like anxiety, such behaviour clearly had im- 
portant survival value during the evolution of 
man, though, again like anxiety, perhaps only 
at certain optimum levels. 

The notion of an alliance between great wits 
and madness, to paraphrase Dryden, is not a 
new one, and observations of schizophrenic 
thinking and life styles in the writings and 
personalities of famous creators in the arts and 
sciences are too familiar and well-documented 
for the point to be laboured further here. More 
recent formal studies of the problem are of 
interest, however. For present purposes these 
can be considered as falling into two main 
groups. 

The first kind of study has been concerned 
with the relationship between creativity and 
personality traits in psychiatrically normal 
individuals. Before considering this evidence, it 
is first necessary to comment briefly on the 
status of creativity as a topic in general psy- 
chology. The psychometric analysis of creativity 
has given rise to a vast literature, and, while 
opinions differ on whether it can be considered 
entirely independent of general intelligence as 
normally defined, a valid distinction can be 
made between the divergent modes of thinking 
required to solve problems of an ‘open-ended’ 
kind and the convergent thinking style tapped 
by conventional intelligence tests (Butcher, 
1968). As a recognizable feature of cognitive 
functioning, creativity can be variously de- 
scribed as the ability to take conceptual leaps 
in the face of minimal information, the ability 
to see remote connections between apparently 
unrelated items, and the ability to retain a 
flexible approach to problem-solving in order 
to seek a solution whether one is possible or not. 
A number of studies have examined the per- 
sonality profiles of individuals judged to be 
high in creative talent, both in the arts and 
sciences. Most of these investigations agree 
that such people do differ in certain important 
respects from the general population. McKinnon 


(1962), using the MMPI with a group of 
architects, found that scores on all of the scales’ 
of that test were elevated to a varying degree, 
with a small but positive correlation between 
rated creativity and Schizophrenia (Sc). He 
concluded that the results were indicative of 
greater unusualness of thought processes and 
a freer expression of impulse and imagery in 
his subjects. Several other similar studies have 
made use of the Cattell 16 Personality Factor 
questionnaire. Cattell and Butcher (1968), and 
Cattell and Drevdahl (1955), reporting on a 
group of eminent research scientists, described 
them as significantly sizothymic (withdrawn), 
emotionally unstable, self-sufficient, and bo- 
hemian, Some of these traits were also found by 
Drevdahl (1956) to differentiate creative and 
non-creative students. In a more recent investi- 
gation, Cross et al. (1967), also using the 16PF, 
clearly differentiated artists from a matched 
control group on a number of traits. Artists were 
found to be low in emotional stability and 
super-ego strength and especially high in 
autistic or bohemian tendency. 

In some respects the personality traits found 
by 16PF users to characterize the creative 
thinker are very similar to those shown to be 
abnormal in psychotic patients. Thus, McAllister 
(1968), using Foulds’ system of classifying 
psychiatric illness, reported that non-integrated 
psychotics, and to a lesser degree integrated 
psychotics, deviated markedly from average in 
sizothymia and autistic tendency. In other 
respects, however, the profiles of creative 
thinkers and diagnosed schizophrenics differ 
noticeably from each other. That is particularly 
true of Cattell’s second factor, Intelligence, on 
which schizophrenics score very poorly but on 
which creative thinkers are universally high. 
This finding accords well with the conclusion 
reached by most workers who have examined 
the trait characteristics of creative thinkers; 
namely, that while such people emerge as 
unusual individuals they almost always show 
the strong intellectual and emotional controls 
indicative of the integrated personality. Never- 
theless, it is of interest that the traits on which 
the creative thinker does appear to deviate from 
average are precisely those which, within the 
range of normal variation, may reflect an 
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increased loading on an underlying personality 
factor associated with schizophrenia. 

The second group of studies providing evi- 
dence for a continuity between normal and 
pathological thinking has focussed on thought 
disorder itself. The rationale for their inclusion 
here is the apparent resemblance between the 
cognitive style that characterizes the creative 
process and schizophrenic loosening ofideational 
boundaries, a disorder most commonly investi- 
gated recently under the heading of ‘over- 
inclusion’ (Payne and Hewlett, 1960), but a 
classically described feature of schizophrenia 
(Bleuler, op. cit.). It scarcely requires a con- 
ceptual leap to see the schizophrenic’s tendency 
to follow irrelevant themes in his stream of 
thought as an extreme example of divergent 
thinking, the main difference being that in 
one case it is an uncontrolled activity and in the 
other a rationally directed one. 

Experimental support for this hypothesis 
comes from a series of studies that have examined 
psychiatrically well individuals for evidence of 
deviant performance on tests specifically de- 
signed to measure thought disorder in psychotic 
patients. Most studies in this area have used the 
research strategy of looking at thought disorder 
test performance in individuals who are con- 
sidered genetically predisposed to schizophrenia. 
Thus, in an early investigation Rapaport (1945) 
demonstrated that loosened thinking, as mea- 
sured by an object sorting test, was characteristic 
of pre-schizophrenic patients and non-psychiatric 
subjects judged to be of schizoid personality. 
Subsequent investigators have narrowed down 
on those individuals whose predisposition to 
psychosis can be presumed from the fact that 
they have a schizophrenic relative. The first 
study of this type was carried out by McConaghy 
(1959), who instead of ‘overinclusion’ has 
preferred the term ‘allusive thinking’ as a 
description of the same characteristic of con- 
ceptual loosening (McConaghy, 1960). Using 
Lovibond’s (1954) version of the Goldstein- 
Scheerer Object Sorting Test, McConaghy 
demonstrated a significant degree of allusive 
thinking in the parents of schizophrenics, a 
finding later replicated by Lidz and his 
colleagues (Lidz et al., 1963; Rosman et al., 1964). 
Phillips et al. (1965) reported that the siblings 


as well as the parents of schizophrenics scored 
abnormally on tests of thought disorder, 
Romney (1969) obtaining similar results, which 
while not quite statistically significant on a 
small sample were in the predicted direction. 
Some further confirmatory evidence comes from 
Mednick's ongoing follow-up study in Denmark 
of children of schizophrenic mothers (Mednick 
and Schulsinger, 1968). Compared with matched 
control subjects these ‘high-risk’ children have 
already proved to have loosened thinking and a 
high frequency of idiosyncratic responses on 
continuous association tests. 

Other work of a slightly different kind has 
shown that it is not necessary deliberately to 
select individuals according to their genetic 
predisposition in order to demonstrate unusual 
thinking styles on thought disorder tests. Thus, 
a colleague of the present author, using the 
Object Classification Test (Payne, 1962), showed 
that creative artists tended to produce a high 
number of unusual sortings, indicative of over- 
inclusion, and as a group fell midway between 
schizophrenic patients and unselected control 
subjects (Canter, unpublished study). Finally, 
McConaghy and Clancy (1968) examined 
allusive thinking with the Object Sorting Test 
in a group of normal university students and 
their parents. They found a significant tendency 
for students with high scores on the test to have 
a high-scoring parent. In their paper 
McConaghy and his colleagues made similar 
points to those being argued here, namely that 
modes of abstraction seen in psychosis are also 
found generally in the population, that these 
may be characteristic of creative thinking, and 
that, as such, they may reflect part of the 
biological advantage of the schizophrenic 
genotype. 

In arguing here for a dimensional view of the 
schizophrenias many gaps have clearly been left 
unfilled. Lack of space, of available evidence, 
and of creativity on the part of the writer 
preclude detailed analysis of the questions that 
remain. However, some of the main points 
arising from the above discussion merit brief 
comment. The most important questions con- 
cern the heterogeneity observed within the 
clinically diagnosable schizophrenias. Thus, in 
arguing for a similarity between overinclusion 


BY GORDON CLARIDGE 7 


and certain aspects of the creative process, no 
account has been taken of the fact that not all 
schizophrenics show thought disorder of an 
overinclusive kind. Some demonstrate the 
opposite—overexclusion. In fact, if a dimen- 
sional view of the problem is taken some of 
these difficulties can be resolved, at least in 
principle. Thus, simultaneous variations along 
other personality and cognitive dimensions 
could adequately account for differences in the 
way schizophrenic reactions manifest themselves. 
In this respect there is already some evidence 
(Claridge, 1967) that introversion-extraversion 
may be an important dimension differentiating 
individuals prone to particular kinds of schizo- 
phrenic reaction. At a cognitive level it is feasible 
that the predisposition to schizophrenia actually 
reflects a dimension ranging from overexclusion 
to overinclusion, its biological advantage lying 
in genetic selection for some optimal inter- 
mediate value. 

Other more difficult problems arise from the 
possibility that the dimensions making up the 
personality may have an interacting effect on 
behaviour. One consequence of such an inter- 
action is that it may itself determine an indi- 
vidual’s predisposition to schizophrenic break- 
down. Quite apart from exogenous factors, such 
as environmental stress or upbringing, it seems 
likely that, even given a high predisposition to 
schizophrenia, actual breakdown may occur 
only if the loading on some other dimension, 
or dimensions, has a critical value. The point is 
well-illustrated by the evidence already reviewed 
on the differences in intelligence that are 
found when schizophrenic patients and creative 
individuals are compared. Thus, it may be that 
the very creative person, though highly pre- 
disposed to schizophrenia, does not become 
clinically psychotic because high general intelli- 
gence confers some immunity in the form of 
adequate intellectual and personality reserves. 
Or, put the other way round, the absence of 
such reserves may make the psychotically pre- 
disposed individual more vulnerable to stress. 
In the event of breakdown the same kind of 
interaction may also determine its severity, 
nature, and course. For example, two equally 
predisposed individuals may react in different 
ways depending on their intellectual level. This 


may be particularly true of the kind of thought 
disorder they show, since the latter is almost 
certainly determined, not only by the specific 
cognitive styles thought to be associated with 
the schizophrenias, but also by general intelli- 
gence. In this respect it is worth noting that there 
is evidence for differences in the intellectual 
levels of various subtypes of schizophrenia even 
before breakdown (Mason, 1956). 

The above considerations clearly illustrate 
how, even assuming a view of the schizophrenias 
taken here, the problem is an extremely difficult 
one to disentangle. However, the present dis- 
cussion has served to outline the broad principles 
of the dimensional approach prior to a con- 
sideration of its nervous typological aspects, a 
quesion taken up in the next section. 


Tue Nervous TypoLtocicaL MODEL 


Given a ‘normal variant’ view of schizo- 
phrenia, its behavioural analysis can, of course, 
be undertaken at any level of description— 
biochemical, psychophysiological, or social/ 
psychological. However, the psychophysio- 
logical approach has certain advantages, already 
outlined, and the remainder of this paper will 
discuss the schizophrenias and schizophrenic 
predisposition within the framework of the 
nervous typological theory of personality. As 
already stated previously, the general assump- 
tion of this theory is that, at a biological level, 
differences in personality depend upon varia- 
tions in the organization of central nervous 
processes. 

The germ of a nervous typological description 
of the schizophrenias was contained in some of 
Pavlov’s own speculations about their patho- 
genesis, his suggestion being that different kinds 
of psychotic reaction depend upon abnormal 
weakening or strengthening of the cortical 
inhibitory processes (Ivanov-Smolensky, 1954). 
More recently, Eysenck (1961), in a short-lived 
attempt to account for the genotypic basis of 
psychotic behaviour, also made use of inhibition 
as an explanatory concept, hypothesizing that 
the main characteristic of schizophrenia was the 
abnormally slow rate at which reactive inhibi- 
tion is dissipated. However, this hypothesis has 
proved to have little generality beyond the 
particular empirical data upon which it was 
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formulated, namely pursuit-rotor reminiscence 
scores (Claridge, 1960; Broadhurst and Broad- 
hurst, 1964). 

Other contemporary theorists seeking a single 
psychophysiological concept to explain the 
schizophrenias have chosen that of arousal. It 
can be stated at the outset that in their most 
basic form—that schizophrenia is a state of 
heightened (Fish, 1961) or diminished (Wecko- 
wicz, 1958) arousal—such models have, like 
Eysenck's reactive inhibition hypothesis, proved 
far too simplistic. Apart from contradicting one 
another, they fail to give any account either of 
the heterogeneity of the schizophrenias or of the 
obviously extensive involvement of all aspects of 
psychological function in psychotic disorder. 
Put more concretely, they do not even get 
beyond the first stage of explaining why it is that 
neurotics, also in varying states of arousal, are 
not psychotic! 

More sophisticated theorizing and method- 
ology, however, have helped to sustain models of 
schizophrenia that incorporate the notion of 
arousal, two developments in the field being of 
particular interest. One has been the careful 
examination of arousal variations within groups 
of schizophrenic patients. Thus, Venables and 
his colleagues have shown relationships between 
arousal level and narrowly defined charac- 
teristics of schizophrenia, such as behavioural 
withdrawal and paranoid-non-paranoid symp- 
tomatology (Venables and Wing, 1962; 
Venables, 1967). Similarly Herrington and 
Claridge (1965), finding a wide range of 
arousability in early psychosis, were able to 
demonstrate that differences in psychophysio- 
logical status were associated with such 
clinical features as thought disorder and mood 
disturbance. 

The second and perhaps more interesting 
development has been the demonstration that 
schizophrenic patients differ from others, not 
so much in their absolute levels on given 
psychophysiological measures, but rather in the 
way in which different measures co-vary to- 
gether; suggesting that it is the organization, 
not the deviation, of central nervous activity 
that is critically important in the schizophrenias. 
Empirically this difference in central organiza- 
tion is reflected in the correlations between 


measures that are considered to tap important 
aspects of psychophysiological function. Thus, 
some years ago Herrington and Claridge (op. cit.) 
reported that the correlation between two such 
measures—the sedation threshold and the 
Archimedes spiral after-effect—was significantly 
negative in early psychotics but significantly 
positive in neurotic patients; yet the range of 
scores on each measure taken individually was 
identical in both groups. Around the same time 
Venables (1963) described a similar reversal of 
correlation using two quite different measures, 
skin potential and the fusion threshold for paired 
light flashes (two-flash threshold). Comparing 
normal subjects and chronic schizophrenics, he 
found correlations of opposite sign in the two 
groups, the direction of the relationships indi- 
cating that high autonomic activity was 
associated with poor perceptual discrimination 
in the former and heightened discrimination in 
the latter. Again both schizophrenics and 
normals spanned similar ranges on both 
measures. 

The result for the sedation threshold and 
spiral after-effect was later confirmed by Krish- 
namoorti and Shagass (1964), though Venables’ 
finding has proved more difficult to replicate 
exactly. Lykken and Maley (1968) compared 
schizophrenic and non-psychotic patients on 
two perceptual measures, two-flash threshold 
and critical flicker fusion, and two autonomic 
indices, skin potential and skin conductance. 
They found that the perceptual and autonomic 
measures were certainly associated differently in 
the two groups, but that the pattern of correla- 
tions was diametrically opposite to that reported 
by Venables. The Lykken and Maley result in 
non-psychotics confirmed those obtained in an 
earlier series of studies by the same group of 
authors (Lykken et al., 1966) and that reported 
by Hume and Claridge (1965) for normal 
subjects. To complicate matters further, Hume 
(1970) recently replicated Venables’ original 
findings in schizophrenics but found zero 
correlations between two-flash threshold and 
skin potential in normal and neurotic subjects. 

Some recent results from our own work, 
however, help to explain some of the differences 
between these various sets of data, as well as 
providing further clues about the possible 
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Fro. 1.—Measures of two-flash threshold and skin potential taken from ten subjects 

during the first hour under a placebo condition. Note that for convenience the 

signs of skin potential readings have been reversed. The scale for two-flash threshold 

is arranged so that changes in the upper direction indicate improved perceptual 
discrimination. 


nature of central nervous organization in the 
schizophrenias. The results in question come 
from a study of LSD response in normal 
volunteers carried out in our laboratory some 
years ago and reported briefly elsewhere 
(Claridge and Hume, 1966). The aim of the 
experiment was to set up a drug model of 
Venables comparison of schizophrenic and 
normal subjects. It was predicted that the 
overall effect of LSD would be not so much to 
produce a change in arousal per se but rather 
to alter the co-variation between autonomic 
and perceptual function, as reflected in the 
correlation between skin potential and two-flash 
threshold. A recent re-analysis of the data from 
this experiment has unearthed some interesting 
‘relationships, shown in the accompanying 
figures, which bear out this prediction. It can 
be seen that when the placebo and LSD 
conditions are compared there is indeed 
a systematic association between two-flash 
threshold and skin potential, the relationships 
being curvilinear but of opposite direction 
under the two conditions. That for placebo 
(Fig. 1) is of the more usual inverted-U type, 
perceptual discrimination improving up to an 
optimum level of autonomic arousal and then 
deteriorating. Under LSD (Fig. 2), on the 
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Fra. 2.— Measures of two-flash threshold and skin potential 
taken from ten subjects during the first hour under 100 ug. 
LSD-25. Interpretation of the scales is as for Fig. 1. 


other hand, heightened perceptual sensitivity 
appears to occur when the concurrent level of 
arousal is either very high or very low, being 
poorest at a moderate arousal level. 

"These results clearly help to account for the 
contradictory findings obtained in the group 
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comparison studies described a moment ago. 
Thus, whether positive, negative, or zero correla- 
tions appear in particular groups may depend 
critically on the range of arousal over which 
subjects are tested. The point is well illustrated 
in Fig. 3, where the placebo and LSD data 
from Figs. 1 and 2, up to a skin potential level 
of 25 mv., have been superimposed. It can be 
seen that the correlation between two-flash 
threshold and skin potential is significantly 
negative under LSD (—0-82, p < -o1), but 
significantly positive under placebo (-+0-74, 
p < 01). In the upper range of skin potential, 
however, the correlations, while much lower, 
are reversed in sign, now being positive for 
LSD (-Fo:11) and negative for placebo 
( —0*32). 

This curious effect of LSD provides a remark- 
able pharmacological parallel of the naturally 
occurring state. It is also of great interest 
because of the light it may throw on the psycho- 
physiological basis of the drug's action and 
therefore perhaps of the naturally-occurring 
psychoses. À commonly held view of the latter 
is that they are characterized by a weakening of 
central nervous homeostasis, an explanation that 
could also account for the LSD effects just 
described. Thus, according to Russian nervous 
typological theory (Gray, 1964), the deteriora- 
tion in perceptual sensitivity found in our 
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Fic. 3.—Data from Figs. 1 and 2, up to a skin potential 

value of 25 mv., demonstrating how two-flash threshold 

and skin potential co-vary in opposite directions under 
LSD-25 and under placebo conditions. 


experiment at very high arousal levels in the 
placebo condition would be ascribed to the 
fact that homeostatic or ‘protective’ inhibitory 
mechanisms begin to intervene once arousal 
reaches a critical level. Applying the same 
argument to the opposite function obtaining 
under LSD, it could be concluded that such 
mechanisms operate there in reverse leading, at 
bigh arousal levels, to inappropriately height- 
ened sensitivity to the environment. If, as 
Venables (1963) indeed argued, there is a 
similar weakening or failure of feedback 
mechanisms in natural psychosis, then physio- 
logically this would represent a highly unstable 
state of affairs since marked changes in arousal in 
either direction could result in disproportionate 


alterations in perceptual sensitivity which would 


be very disruptive of mental function. Such a 
model might be ideally placed to account for 
many of the symptoms of the schizophrenic 
patient. 

The notion of altered feedback was, in fact, 
implicitly incorporated in the present author’s 
‘dissociation’ theory of schizophrenia proposed 
a few years ago (Claridge, 1967) and considered 
to account for the inverted relationships be- 
tween sedation threshold and spiral after-effect 
observed in schizophrenic patients. The theory 
itself was actually based on a long series of 
psychophysiological studies of neurotic, normal, 
and psychotic subjects. This research, which 
included two factor analyses of some of the more 
important measures, demonstrated two recog- 
nizable components of psychophysiological 
activity. One, clearly identifiable as a classic 
factor of arousal, as conventionally defined, 
accounted particularly for variations in auto- 
nomic responsiveness and sedation threshold. 
The second was mainly associated with EEG., 
particularly alpha rhythm, variables which, 
in turn, were related to the spiral after-effect. 
This latter component was therefore regarded 
as having a partly inhibitory feedback function, 
being concerned with the modulation of sensory 
input into the nervous system and with the 
selectivity aspect of attention. The model pro- 
posed that these two mechanisms are function- 
ally related in the sense that variations in one 
are linked to variations in the other. The 
direction of this co-variation was considered to 
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provide the nervous typological basis of the 
major neurotic and psychotic syndromes. One 
mode of co-variation was that postulated in 
neurotics and reflected empirically in the 
positive correlation between sedation threshold 
and spiral effect. There it was considered that 
the high levels of arousal (sedation threshold) 
found in dysthymic neurotics are associated with 
extreme selectivity or narrowing of attention, 
leading to prolonged spiral after-effects. The 
opposite would be true of hysterico-psycho- 
pathic individuals. The model further proposed 
that the reverse situation could occur, namely 
that high levels of arousal could co-exist with 
poor modulation of sensory input and vice versa; 
thus leading to negative correlations between 
sedation threshold and spiral after-effect. It was 
this dissociation of psychophysiological function 
—dissociation, at least, as judged against the 
neuroses—that was considered characteristic of 
schizophrenic patients. 

A. further feature of this model was the 
proposal that the dissociation of function found 
in the schizophrenias could occur in one of 
two directions, leading to different clinical 
syndromes. 'lhat conclusion was based on 
experimental evidence concerning the clinical 
and behavioural correlates of sedation threshold/ 
spiral after-effect variation. Thus, it was found 
that schizophrenics showing evidence of high 
arousal and poor selective attention—high 
sedation threshold/low spiral after-effect—were 
more often paranoid, behaviourally active, 
emotionally reactive and, consistent with their 
weak attentional control, more overinclusive in 
their thought disorder. Those in the opposite 
psychophysiological state—poorly aroused (low 
sedation threshold) and with highly narrowed 
attention (high spiral after-effect)—tended to 
be retarded, affectively flattened, socially with- 
drawn and, if thought-disordered, more often 
concrete and overexclusive. 

There seems, therefore, to be mounting 
evidence which enables us to reach three 
minimum conclusions about the psychophysio- 
logical basis of the schizophrenias. First, the 
differences between the latter and other psychi- 
atric disorders, as well as the reason for varia- 
tions within the schizophrenic syndromes them- 
selves, seem to lie in the way the central nervous 


system is organized rather than in any single 
disturbance of function. Secondly, two im- 
portant processes involved seem to be those of 
arousal and attention. Thirdly, the organization 
of central nervous function in the schizophrenias 
—as well as in other states—can be usefully 
examined by looking at the functional relation- 
ships between carefully chosen measures of 
psychophysiological activity. This emphasis on 
organization, rather than deviation, has actually 
been neglected by most psychophysiologists 
working on the problem of individual differ- 
ences; or, if recognized, it has been done so only 
implicitly. Such neglect is the more surprising 
in view of the fact that psychophysiology has 
itself nurturned at least two examples of such 
an approach to behavioural analysis. One is 
the well-studied inverted-U function relating 
arousal to psychological performance (Hebb, 
1955). The other is the ‘narrowed attention’ 
principle, namely the hypothesis put forward 
by a number of workers that the range of cues 
to which the individual responds diminishes as 
arousal rises and vice versa (Callaway and 
Dembo, 1958; Easterbrook, 1959). It should not 
surprise us too much if we need to seek other 
functions to account for other forms of central 
nervous organization. Indeed, it is perhaps not 
coincidental that the two principles just quoted 
seem, if anything, to work in reverse in schizo- 
phrenia. 

Given the value of the psychophysiological 
approach, a question that remains is whether 
the disturbances of function seen in schizo- 
phrenic patients represent the nervous typo- 
logical basis of a continuous personality dimen- 
sion. Or, put another way, to what extent do 
the arguments presented in the previous section 
for a dimensional model of schizophrenia, find 
support in the psychophysiological evidence? e 
At a purely theoretical level it is not difficult 
to visualize the cognitive styles, seen in the 
normal as creativity and in the schizophrenic as 
thought disorder, as having a common psycho- 
physiological basis in the attentional control 
mechanisms of the central nervous system. 
Indeed, a number of workers concerned with 
trying to explain such phenomena as over- 
inclusion have argued some of the links in this 
chain of reasoning (Payne, 1960; McGhie, 1969; 
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Silverman, 1964, 1967; McConaghy, 1961). Fur- 
thermore, in formulating the dissociation theory 
of schizophrenia described above it was certainly 
our view that differences in the relative balance 
between the two mechanisms of arousal and 
input modulation accounted not only for the 
extreme reactions seen in psychiatric patients 
but also for normal personality variations. Thus, 
the kind of co-variation observed in the neuroses 
was considered to define a neuroticism dimen- 
sion of dysthymia-hysteria, for which there was 
strong experimental evidence. It was also 
postulated, however, that cutting across this was 
a second dimension of ‘psychoticism’ charac- 
terized by relative imbalance between arousal 
and input modulation. The view that we were 
dealing with characteristics running through the 
general population was supported by the fact 
that only by selecting out psychiatrically defined 
criterion groups of psychotics and neurotics was 
it possible to demonstrate the reversals of corre- 
lation between sedation threshold and spiral 
after-effect discussed earlier. In an unselected 
group of normal subjects the correlation be- 
tween these measures was zero, suggesting that 
both kinds of co-variation between arousal and 
input modulation were represented. Further- 
more, in those normal subjects whose sedation 
threshold/spiral after-effect performance re- 
sembled that of diagnosed schizophrenics evi- 
dence was found for unusual response patterns 
on thought disorder tests, even though such 
individuals were not overtly ill. 

More recent work from our laboratory has 
extended these findings and provided further 
evidence for the dimensional/nervous typological 
model of schizophrenia. Thus, in one study, just 
completed, normal subjects were categorized 
according to their scores on Eysenck’s new PEN 
personality questionnaire (Claridge and Chappa, 
to appear). It has been found that certain 
individuals, including, significantly, those ob- 
taining high scores on the P (psychoticism) scale 
of that inventory, show a pattern of pgycho- 
physiological response identical to that pre- 
viously observed in schizophrenic patients. 

Other evidence has come from several studies 
in which, using the author’s personality theory 
as a starting-point, comparisons have been made 
of normal individuals, classified this time not 
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on the basis of their personality inventory 
scores but on nervous typological grounds 
according to whether or not they showed a 
psychophysiological resemblance to  schizo- 
phrenic patients. A particularly convincing 
example of this strategy has been its application 
to the analysis of individual differences in the 
response of subjects taking part in the LSD 
experiment described earlier. There the subjects 
were divided according to whether the psycho- 
physiological change they showed under LSD 
was or was not like that previously found in 
schizophrenics; the assumption, of course, being 
that the drug would exaggerate, or throw into 
relief, nervous typological differences in the 
predisposition to schizophrenia. The actual 
measures used to classify the subjects were 
chosen on the basis of our previous work as 
representative of the two psychophysiological 
systems discussed earlier, namely tonic arousal 
and input modulation. These were the rates of 
change (regression slopes) for heart rate and 
spiral after-effect, the former being chosen as a 
suitable equivalent of the sedation threshold. 

The subjects were divided into two groups. 
The first consisted of those who showed a 
schizophrenic-like reaction to LSD, that is 
either an increase in heart rate accompanied by 
a decrease in spiral after-effect or a decrease in 
heart rate and an increase in after-effect; 
the second group consisted of those subjects 
showing the opposite combinations of change. 
Classified in this way the ten subjects available 
divided equally into two groups of five indivi- 
duals, referred to here as P-responders and 
NP-responders, respectively. 

Comparison of these two groups revealed a 
number of important differences between them, 
both clinical and psychophysiological. After 
taking LSD each individual had been rated on a 
three-point scale for severity of reaction to the 
drug, this being done by an independent 
observer, a psychiatric colleague of the author. 
It was found subsequently that all five P- 


“responders had ratings of 3 (severe), while 


only one of the NP-responders was rated as 
having had a severe reaction; of the remaining 
four NP subjects two were given a rating of 2 
(moderate) and two a rating of 1 (mild). The 
difference between these two distributions 
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proved to be statistically significant (Fisher 
exact probability test, p < *05). Consistent with 
the above result was the further finding that 
two of the ten subjects were unusually affected 
by LSD, one having a marked paranoid episode 
with loss of insight that lasted for several hours 
and the other subsequently requiring pheno- 
thiazine medication for a few days after the 
LSD experience; both of these individuals had 
been classified on nervous typological grounds as 
P-responders. 

Psychophysiological differences between the 
two types were also found on a number of 
parameters. Thus, under. LSD P-responders 
showed a significantly greater fall in two-flash 
threshold, ie. improvement in perceptual 
discrimination, than did NP-responders (Mann- 
Whitney U Test, р < -02); suggesting that the 
former were particularly sensitive to what in 
general is a marked effect of LSD (Claridge and 
Hume, op. cit.). However, some of the most 
striking differences between the groups occurred 
in their response, not to LSD, but to dexam- 
phetamine which had been administered on a 
separate occasion as part of the design of the 
original experiment. Under dexamphetamine 
P-responders showed a significantly greater rise 
in skin potential—or increase in autonomic 
arousal—than NP-responders (Mann-Whitney 
U Test, p < +07}; while the groups also 
differed quite clearly in their change in spiral 
after-effect. As shown in Fig. 4, the predominant 
tendency among P-responders was for the spiral 
'after-effect to show a progressive increase under 
dexamphetamine, only one subject showing a 
fall. All of the NP-responders, on the other 
hand, reacted to the drug with a gradual drop 
in spiral after-effect. The difference between 
these two distributions was highly significant 
(Mann-Whitney U Test, p < +008). 

The results just described provide striking 
confirmation of the fact that if the problem is 
approached from a well-defined theoretical 
viewpoint it is possible to demonstrate a 
continuity between the clinically observed 
psychoses and normal personality; thus adding 
evidence, at the nervous typological level, to 
that reviewed in the previous section. The 
difference in response, particularly clinical 
response, to LSD observed in our P and NP- 


4р ~ Responders 
| [Мр ~ Responders 





Spiral After-Effect Regression Slope 





Tro. 4.—Comparison of the slopes of change in spiral 

after-effect under 10 mg. dexamphetamine in ‘psychotic’ 

and ‘non-psychotic’ responders to LSD-25. Note that P- 

responders tend to show a predominant rise, and NP- 

responders a predominant fall, in spiral after-effect with 
dexamphetamine. 


responders suggests that the method of classify- 
ing our subjects was a valid one and that we 
were indeed selecting out individuals who were, 
respectively, high and low on a personality 
dimension concerned with the predisposition to 
schizophrenia. From a psychophysiological point 
of view it is also of some interest that the response 
to dexamphetamine was also capable of bringing 
out differences between the groups, so offering 
further evidence of quite fundamental variations 
in the nervous typological organization under- 
lying the personality dimension. Some implica- 
tions of this latter finding will be discussed 
further below. 


DisaussioN AND CONGLUSIONS 
The purpose of this paper has been to present 
the arguments in favour of a particular view of 
the schizophrenic disorders, namely one that 
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tries to steer a path between conceptualizing 
them as cither purely biochemical diseases or as 
entirely psychologically determined reactions. 
In arguing the case for a dimensional/nervous 
typological approach it has been necessary to 
range wide over a number of research areas 
which, directly or indirectly, can contribute to 
our understanding of the schizophrenias. Thus 
the dimensional view of these conditions rests 
heavily on facts both from genetics and from 
‘clinical and psychological studies of psychotic 
and normal behaviour. Furthermore, as befits 
the probable nature of schizophrenic nervous 
function, the psychophysiological evidence is 
complicated. However, some consistent trends 
are beginning to emerge and point to the 
schizophrenias as being intricate disorders of 
central nervous organization. As such their 
explanation will demand the search for new 
principles of psychophysiological function, more 
complex than those that have sufficed so far in 
the field. Illustrating this point very well are 
the two examples quoted earlier, namely the 
inverted-U and narrowed attention principles 
often used as explanatory concepts in be- 
havioural research. Neither of these principles 
seems capable of accounting for the psycho- 
physiological relationships observed in the 
schizophrenic disorders and their pharmaco- 
logical equivalent. Indeed, it begins to look as 
though it is their very failure to work, or even 
their tendency to work in reverse, that may 
explain the unusual central nervous organization 
associated with the schizophrenias and with the 
personality characteristics predisposing to them. 

Some emphasis has been placed here on the 
use of drug research strategies for exploring 
nervous typological variations. Past experience 
has suggested that such techniques are uniquely 
valuable for throwing into relief the psycho- 
physiological concomitants of personality. If it is 
also a viable notion that the predisposition to 
schizophrenia represents a major dimension of 
personality, then it too should benefit from a 
combined nervous typological and psycho- 
pharmacological attack. Of course, it could be, 
and is often, argued that the effects of the 
psychotomimetics do not resemble the natural 
psychoses sufficiently for their continued study 
to be worthwhile. However, this view is based 


on a misunderstanding of the logic of drug 
research in behavioural analysis. It is not to be 
expected that the model psychoses will exactly 
mimic the naturally occurring states (though 
actually they sometimes do so to a remarkable 
degree!) ; for the latter are complex disorders of 
the total personality, involving long-term 
psychological and behavioural adjustments and 
having central nervous factors only as their 
physiological substrate. It would be just as 
fallacious to argue that, because conventional 
sedatives and stimulants do not produce exact 
behavioural analogues of the psychoneuroses, 
such drugs are of little value in examining the 
psychophysiological basis of these conditions, 
As far as the psychotomimetics are concerned, 
there is considerable evidence, reviewed else- 
where (Claridge, 1970a), that drugs like LSD 
are of unique interest precisely because their 
curious effects on important processes like 
arousal and attention are so similar to those 
observed in schizophrenic patients. It is con- 
sidered that the reason there have so far been 
few successful attempts to integrate facts about 
both within a single theoretical framework 
arises from the failure to recognize psychoto- 
mimetic drug research as an exercise in nervous 
typological analysis, of the kind illustrated in 
this paper. 

A more powerful argument against the con- 
tinued use of psychomimetics is an ethical one. 
Thus, it is unfortunate that those drugs which 
come closest to matching the naturally occurring 
psychoses are currently proscribed by society, 
leaving the genuine research worker in consider- 
able doubt as to the ethics of administering 
substances like LSD even to volunteers under 
close supervision. However, it is possible that 
other, more acceptable, drugs could prove 
equally useful pharmacological tools for 
examining the nervous typological basis of the 
schizophrenias. The results reported here would 
suggest that dexamphetamine merits further 
investigation from this point of view. 

A practical and not too fanciful consequence 
of such research might be the development of 
a pharmacological procedure for detecting 
individuals highly predisposed to schizophrenic 
breakdown. The need for, and feasibility of, 
such a development is supported by the view 
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of Gottesman and Shields (op. cit), who, 
concluding their discussion of the probable 
polygenic basis of schizophrenic inheritance and 
noting its close similarity to diabetes millitus as 
a threshold characteristic, make a plea for a 
diagnostic instrument with the power of the 
glucose tolerance test. Sedman and Kenna 
(1965), who found that sensitive, schizoid 
personalities showed a more pathological re- 
sponse to LSD, considered that that drug might 
serve such a purpose. In view of what has been 
said, it is possible that dexamphetamine could 
prove to be a more acceptable and ае 
alternative. 

If a single conclusion had to be reached from 
the evidence reviewed here it would be that a 
sudden breakthrough in establishing the ‘causes’ 
of the schizophrenias now seems unlikely. 
Instead it looks as though the understanding of 
them will come slowly through careful dissection 
of those aspects of normal behaviour which in 
exaggerated form present as the schizophrenic 
disorders. In this paper we have emphasized 
the value of analysing such disorders at the 
nervous typological level of behaviour. This is 
because it is considered that the methods and 
concepts of psychophysiology are ideally placed 
for integrating the available facts. However, 
psychophysiology as a methodology or as a 
theoretical approach has no prerogative in the 
field. Indeed, its contribution may ultimately 
prove to be an intermediate one—that of pro- 
viding a more objective system of classification, 
so enabling a more complete understanding to 
be gained of a group of personality disorders 
which are, at one and the same time, both 
biological and psychological. 


SUMMARY 

Arguing from genetic, clinical and statistical 
evidence it is concluded that there is little 
support for the traditional view of the schizo- 
phrenias as qualitatively distinct diseases. A 
view more consistent with available facts is 
that they represent, in an exaggerated form, 
cognitive and personality characteristics found 
distributed among the general population. 
Starting from this dimensional view it is further 
argued that the predisposition to schizophrenia, 
like other personality dimensions, has a dis- 


coverable psychophysiological basis, in the form 
of a particular kind of nervous typological 
organization. The two most important processes 
involved seem to be those of arousal and atten- 
tion, and evidence is reviewed in support of the 
author's theory that it is the manner in which 
these two processes co-vary that is uniquely 
different in schizophrenics and in normal 
individuals highly predisposed to schizophrenia. 
The special importance of drug techniques as 
nervous typological tools is emphasized and 
illustrated with some recent experimental find- 


.ings on LSD-25. It is concluded that research 


such as that described may eventually lead to 
the development of pharmacological procedures 
which can identify individuals who are psycho- 
physiologically predisposed to schizophrenic 
breakdown under stress. 
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Difficulties in a Dimensional Description of Symptomatology 


By A. E. MAXWELL 


INTRODUCTION 


Torgerson (1968) has suggested that the 
most appropriate form of classification of 
functional mental illnesses may prove to be 
partly categorical and partly dimensional. 
Everitt, Gourlay and Kendell (1971) have 
tended to agree with this conclusion since 
their attempt at validating existing diagnostic 
categories by means of cluster analysis proved 
to be only partially successful. In the present 
paper the dimensional approach is considered 
in some detail and it is shown that it has limita- 
tions which are due in part to the distributional 
properties of the data which research psychi- 
atrists record for their patients, and in part to 
the fact that some key symptoms occur only 
rarely. In the final paragraphs of the paper 
an attempt is made to clarify the dimensional 
and categorical roles in the description of 
functional illnesses. In doing so it becomes clear 
that some difficulties remain unresolved. 


STATISTICAL CONSIDERATIONS 


In our discussion a brief review of a few 
statistical points is necessary and we com- 
mence with it. We recall that a pair of variables 
is distributed in a bivariate normal manner 
when the scores on each are normally distributed 
and the scattergram for the scores on the two is 
circular or elliptical in shape. When these 
conditions hold for each pair in a set of p 
variables, the variables are said to follow a 
multivariate normal distribution. The con- 
venience of multivariate normality in statistical 
work lies in part in the fact that the correlation 
coefficients between pairs of variables can be 
estimated independently of the variate means, 
so that they are unaffected by the magnitudes 
of these means. Frequently in psychiatric work 
the variables are not distributed in a normal 
manner. For example, a psychiatrist may use a 
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rating scale for measuring a variable such as 
*worry', but in the case of any individual patient 
he is likely to be interested only in ‘worry’ of a 
pathological kind. Consequently a considerable 
percentage of the patients in a sample may be 
given zero scores (see Tables II and IV) on that 
variable, so that the distribution of scores will 
not be normal. More extreme examples of 
non-normality occur in the case of variables 
which measure relatively rare aspects of 
abnormal behaviour. The score distribution 
for the variable ‘phobic anxiety’ (number 6 in 
Table IT) illustrates this point. 


Taste I 
Variables with their means and standard deviations 


- 


Schizo- Affective 
phrenics psychoses 

Variables — -_—— 

Mean S.D. Mean S.D. 

і. Worry . 0:356 0:377  0'591 0:435 

2. Muscular tension 0'422 0'360 0-620 0-361 

3. General anxiety 0:297 0:358 0'433 0'374 
4. Anxiety on examina- 

tion .. 0:418 0:246 0-424 0'281 

5. Situational anxiety 0:087 0:221 0:188 0:290 

6. Phobic avoidance .. 0:083 0:213 0:187 0:802 
7. Specific autonomic 

symptoms 0:155 0:901 0:295 0:364 

8. Slowed thought 0:415 0:351 0-609 0-405 

9. Retardation 0:2483 0:287; 0:495 0:327 
то. Shyness and sensiti- 

vity a .. 0:992 0:328 0-421 0:327 

11. Low self-opinion .. 0:354 0:296 0:537 0:334 

12. Depressed mood .. 0:506 0:383 0:783 0:346 

13. Signs of depression 0:209 0:275 0'418 0:343 

14. Somatic symptoms 0:309 0:281  0'512 0:257 

15. Irritability .. 0:909 0:257 0:387 0-270 

16. Hypomania 0:119 0:242 0'179 0:826 

17. Obsessions . . 0°093 0:217  O'I42 0'255 

18. Fading interests 0:242 0:269 0:971 0'299 
19. Lack of concentra- 

tion .. .0:209 0:278 0:386 0:305 

20. Depersonalization.. 0:187 0:292 0°166 0:283 
21. Perceptual disturb- 

ances .. .. O'214 0-235 0'137 0'254 
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22, Complaints of poor 


memory .. 0:158 0-285 0:228 0:246 
23. Lack of insight 0:428 0-306 0:256 0:285 
24. Motor symptoms .. 0`118 0-218 o-170 0-247 
25. Frequency of voices 0:178 0:302 0:046 0:164 


26. Subjective thought 

disorder .. .. 0'185 озо 0-020 o: 
27. Delusions of control 0-085 0:200 осоо 0:068 
28. Delusions of refer- 


ence... .. 0':I37 0'255 0:071 0:207 
29. Delusions of persecu- 

tion m .. 0:286 0:364 0:067 0-204 
30. Delusions of gran- 

deur .. .. 0'059 0:150 0:030 OʻI22 
31. Religious delusions 0:044 0:137 0:018 0-090 
32. Fantastic delusions 0:007 0-069 0:015 0-086 
33. Sexual delusions .. 0:032 0:104 0:006 0:056 
34. Delusions of self- 

depreciation 0:024 0:099 0:066 0:176 
35. Somatic delusions.. 0:068 0:179 0:033 O-119 
36. Hallucinations o:101 0:248 0:050 0-166 
37. Other delusions 0008 0:049 0:012 0:063 


38. Affective accompa- 
niments of experi- 


ence — .. .. 0:169 0:224 0:083 0-200 
39. Blunting .. ++ 0:815 0:347 0:070 0:213 
40. Abnormalities of be- 

haviour .. 0:095 0:190 0:030 0:117 


41. Non-social speech.. 0:089 0:200 oœoig 0-083 
42. Restricted quantity 
of speech sce ops 


43. Manner ofspeech .. o 
44. Incomprehensibility 0:314 





Taste II 
Schizophrenics: Frequency distribution of scores for a selection of 
variables 





Variables 

Scores 

т g 6 16 23 27 29 go 32 36 39 44 
O.. 72 52 125 119 41 120 B6 139 141 тат 73 69 
1.. 6 21 2 14 19 I2 5 3 3 IR IO 15 
2.. I3. 82 10 6 24 4 10 2 I 3 17 22 
3.. 12 18 4 4 17 4 8 3 о 1 12 12 
4..1 8 о 1 28 4 11 тооп 10 
5..10 8 т 4 9 ft 5 1 1 6 5 
6.. 8 2 2 1 9 rx 9 з 8 4 
Jor 5 2 2 I 8 6 1 4 R2 
8.. 4 2 I о 4 4 2 2 
9.. 1 p.d 2 з 1 
10.. 2 о 
її. 1 ї 
I2... I 3 


Now it is difficult to get a satisfactory measure 
of co-relationship or correlation between two 
variables which do not have a bivariate normal 
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distribution. In particular the product-moment 
correlation formula can lead to very inflated 
estimates in the case of variables for which zero 
scores predominate. To illustrate this let us look 
at the following five pairs of scores, on two 
variates X. and Y, namely 


X 6б, 5 3, A Gs 
Ү 5 8, I, 7 5. 


The correlation coefficient is found to be 0-46. 
But if the sample size had been 200 and the 
additional 195 patients had had zero scores on 
X and Y the product-moment correlation 
calculated for all 200 patients would be found 
to be double this size. One way round the 
difficulty would be to discard those patients 
who had zero scores on both variables when 
estimating the correlation coefficient between 
them. This approach is sometimes used, but it 
has the disadvantage that the correlation matrix 
obtained may prove difficult to handle in 
subsequent calculations, say in a factor analysis 
(in technical terms the matrix is unlikely to be 
positive definite). Another approach, which is 
the one employed in this study, is to use a 
factor analysis as a routine screening device 
for the data, carrying it out on the correlation 
matrix for the complete sample. In doing so it is 
important not to lay undue stress on the actual 
magnitudes of the factor loadings obtained, as 
they wil be inflated if the correlations are 
inflated. In addition, the validity of the clusters 
of variables which the analysis reveals must be 
checked against the distributions of these 
variables. 


THe SAMPLE AND THE DATA 


We commence by examining the data for the 
patients listed in the first six diagnostic cate- 
gories considered by Everitt, Gourlay and 
Kendell (1971). These patients are taken in 
two groups in the broad diagnostic categories, 
Schizophrenics (146) and Affective Psychotics 
(146). The variables employed, and listed in 
Table I, are section scores on the Mental State 
Schedule used in the U.S.-U.K. Diagnostic 
Project. (For a full report of this project see 
Psychiatric Diagnosis in New York and London, 
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Maudsley Monograph No. 20, Cooper, Kendell 
et al.). Each section in the schedule contained 
several items of relatively. homogeneous content 
as regards patient symptomatology, which in 
general were scored on a three-point scale. Each 
section score was an aggregate of the item scores 
concerned. As many of the items (symptoms) 
were absent in the case of many of the patients 
the most frequently occurring score was zero. 
To illustrate this, some typical score distributions 
are shown in Tables II and IV. Apart from the 
zero values, the score distributions tended to be 
skewed in a positive direction, and to counteract 
this tendency log-scores were used in the calcu- 
lations. The means and standard deviations for 
the 44 variables are shown in Table I, and the 
absence of normality in the distributions is 
revealed by the fact that the standard deviations 
frequently exceed the corresponding means. 


FACTOR ANALYSES 


Separate factor analyses were carried out on 
the correlation matrices for schizophrenics and 
affective psychotics. The factor model (Lawley 
and Maxwell, 1971) was used in preference to 
the principal component model, as it makes 
specific allowance for errors of measurement in 
the variables and it is wise to assume that such 
errors are present. This is not a reflection on the 
work of the psychiatrists engaged on the U.S.- 
U.K. Diagnostic Project, as the data are pro- 
bably well above average in reliability. 

Factorial techniques on their own have no 
means of detecting spurious content in a 
correlation matrix. They take the correlations 
at their face value and tell us how many hypo- 
thetical variables or factors are required to 
reproduce them. The authenticity of these 
factors, as already noted, depends on the under- 
lying assumption of multivariable normality in 
the variables themselves, and in the present 
study this point will require special attention. 
For each diagnostic category the factors extrac- 
ted were subjected to a varimax rotation. From 
an arithmetic viewpoint these rotations proved 
very satisfactory, as they reduced a high percent- 
age of the loadings to zero or near zero values, 
and virtually eliminated negative signs from the 
remainder, In the discussion which follows, the 
loadings given are those on rotated factors only. 


THE SCHIZOPHRENIC SAMPLE 


In the schizophrenic sample the analysis 
yielded 10 factors, but in view of the spurious 
content in the correlation matrix only loadings 
of about 0-4 or greater need receive serious 
attention. Of the то factors only one was 
sufficiently general to be convincing as a 
dimension of personality, but the two group 
factors associated with it (see Table III) are 
defined by variables of considerable incidence 
in the sample and so also deserve consideration. 
The remaining seven ‘factors’, labelled A to G 
below are largely artifactual in nature. This can 
be illustrated by an examination of one of them 
which we call phobic anxiety (A). The principal 
loadings on it are: 


Factor 

Variables loadings 
5. Situational anxiety 0:819 
6. Phobic avoidance 0:841 
7. Specific autonomic symptoms 0-480, 


while the loadings of these variables in the 
other factors are negligible. Now these three 
variables are of rare occurrence in the sample, 
for example only 21 of the 146 patients (see 
Table II) have non-zero scores on the variable 
*phobic avoidance'. The correlations between 
the three variables, based on the full sample of 
146 patients, were found to be: 


5 6 7 
5. 1'000 0:743  O0'541 
6. 1'000 0'452 
7. I'000 


Some indication of the spurious content in these 
correlations is shown by the fact that for 
variables 5 and 6 the correlation of 0-743 falls 
to 0*395 if the 120 patients who have zero scores 
on both variables are omitted from the calcula- 
tions. Similarly, the correlation between vari- 
ables 6 and 7 falls from 0:452 to —o-10g when 
patients with zero scores on both variables are 
omitted. 

It is now clear that the phobic anxiety factor 
does not represent a dimension or scale of any 
generality for the schizophrenics as a whole, but, 
by default as it were, it indicates that within the 
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sample of schizophrenics there is a sub-group of 
patients who display phobic-type symptoms. 
This does not imply that these patients tend to 
have phobic symptoms only; in fact they have 
non-zero scores on many of the other variables, 
though these variables do not correlate signi- 
ficantly with variables 5, 6 and 7. 

The remaining 6 factors for the schizophrenic 
sample may be interpreted in a similar way. 
They have been given provisional labels and the 
variables which have sizeable loadings in them 
are listed below. 


Variables Loadings 
B. Delusional mood 
15. Irritability (0-333) 
16. Hypomania (0-324) 
20. Depersonalization 0:524 
21. Perceptual disturbances 0'925 


C. Schizophrenic Deterioration 


39. Blunting 0:744 
42. Restricted quantity of speech — 0-641 
43. Manner of speech 0:738 
44. Incomprehensibility 0:471 
D. Grandiose delusions 
16. Hypomania 0:412 
30. Delusions of grandeur 0:721 
31. Religious delusions 0-864 
37. Other delusions 0'401 
E. Delusions of control 
25. Frequency of voices (0-363) 
26. Subjective thought disorder 0*564 
27. Delusions of control 0:740 
35. Somatic delusions 0:495 
36. Hallucinations 0'417 
F. Paranoid symptoms 
29. Lack of insight (0:358) 
28. Delusions of reference 0:537 
29. Delusions of persecution 0:729 
G. Catatonic symptoms 
13. Signs of depression 0:438 
24. Motor symptoms 0:780 
40. Abnormalities of behaviour 0:431 
41. Non-social speech 0'420 


DIFFICULTIES IN A DIMENSIONAL DESCRIPTION OF SYMPTOMATOLOGY 


The loadings for the dominant factor (R) in 
the schizophrenic sample, and for the two group 
factors (Н and І) associated with it, are given in 
Table III and the factors are labelled respect- 
ively: 

R Retarded depression, 
H General anxiety, 
I Self-depreciation. 











Taste III 
Schizophrenics: A general and two group factors 
Retarded . Self 
depres- General deprecia- 
sion anxiety tion 
Variables 
: R H I 
8. Slowed thought 0:651 
9. Retardation 0:642 
15. Irritability 0-283 
18, Fading interest 0:620 
1g. Lack of concentra- 
tion 7 0'700 
22. Complaints of poor 
memory . 0:396 
25. Frequency of voices 0:246 
28. Delusions of refer- 
ence 0:257 
1. Worry ix $4 0:485 07343 
2. Muscular tension . . 0:651 0'375 
8. General anxiety .. 0:307 0:744 
4- SOUCI 
tion , 0:295 0'194 
12. Depression mood . 0-580 0:222 0:362 
14. Somatic symptoms °-811 0'210 0:290 
38. Aff. асс, of experi- 
ence... zs 0:339 0'213  —0'20I 
10. Shyness and sensiti- 
vity WA. Sen o: 488 0* 366 
11. Low self opinion .. 0*397 0:601 
13. Depression on exa- 
mination 0:227 0:319 


THE AFFECTIVE PsycHotic SAMPLE 


In the affective psychotic sample r2 factors 
were found, and in describing them the factor 
labels used for the schizophrenics will be applied 
when appropriate. The dominant factor again 
was retarded depression (R). The loadings on it 
are shown in Table V, and it should be noted 
that the loading for ‘hypomania’ is negative so 
that in some measure the factor indicates a 
manic-depressive dichotomy. Also included in 
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the table are the loadings on three group factors 
associated with factor R, namely general 
anxiety (H), self-depreciation (I), and an 
additional factor labelled signs of anxiety (]), 
which did not appear in the schizophrenic 
sample. 

The variables defining the remaining factors 
are for the most part unique subsets none of 
which has a loading of any magnitude on the 
dominant factor. In general, too, the incidence 
of these variables is rare, so that the ‘factors’ do 
not represent dimensions, but serve only to 
indicate that there are subgroups of patients 
within the affective psychotic sample who tend 
to have certain relatively rare symptoms in 
common. These factors and the loadings on 
them are listed below. 
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C. Schizophrenic deterioration 
24. Motor symptoms 0*51I 
39. Blunting 0-630 
42. Restricted quantity of speech 0:978 
43. Manner of speech 0:689 
D. Grandiose delusions 
16. Hypomania (0:314) 
30. Delusions of grandeur 0°510 
31. Religious delusions 0.743 
32. Fantastic delusions 0:956 
F. Paranoid symptoms 
29. Delusions of persecution 0:917 
38. Affective accompaniments of 
experience 0:475 


Three additional factors had loadings of 


Variable Loading 0:932 on ‘subjective thought disorder’, of 0-874 
€ *aol > Я € + 
A. Phobic anxiety on m of insight е of 0-840 on ‘delusions of 
5. Situational anxiety o:8gą4 Control, respectively. 
6. Phobic avoidance 0:824 
7. Specific autonomic symptoms 0'350 DISCUSSION 
The statistical method for describing the 
B. Delusional mood covariation between a set of variables in terms 
21. Perceptual disturbances 0-868 of a smaller number of hypothetical variables 
28. Delusions of reference 0°523 or dimensions is factor analysis. Since the scales 
ТАВІЕ IV 
Affective psychotics: Frequency distribution of scores for a selection of variables 
Variables 
Score 
I 2 3 6 11 16 at 29 27 30 32 39 42 44 
о 44 28 59 тот 29 109 109 73 143 137 14: 129 128 117 
I 6 9 16 7 18 5 7 2 o 3 3 6 5 6 
2 9 14 I4 I Qi 6 16 ar 3 2 I I 5 18 
3 5 14 21 9 17 7 5 10 з 0 3 I 3 
4 6 14 8 8 19 2 3 18 І I о 3 4 
5 8 10 9 3 8 3 2 4 2 2 0 
6 14 12 8 3 п 5 1 3 3 2 3 
7 7 n 6 I 6 4 1 o о 
8 15 12 1 I 9 1 2 1 ї 
9 7 8 6 о 5 1 о 
10 10 5 I о о I о 
11 6 2 o 2 3 1 1 
12 2 3 3 H 
18 2 I 1 
14 o 2 о 
15 3 1 
16 1 
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TABLE V 
Affective psychotics: A general and three groups factors 


Variables 





8. Slowed thought 
g. Retardation 
18. Fading interests 
19. Lack of concentration 
5. Situational anxiety 
6. Phobic avoidance .. 
14. Somatic symptoms . 
16. Hypomania .. E 
23. Lack of insight 
то. Shyness and sensitivity 
15. Irritability .. 
1. Worry Js e 
2. Muscular tension .. 
3. General anxiety 
7. Specific authonomic symptoms 
4. Anxiety on examination 
22. Complaints of poor memory 


13. Signs of depression . . 
11. Low self opinion 
12. Depressed mood 


of the variables are in general arbitrary the 
analysis is customarily performed on a matrix 
of correlation coefficients in which the variance 
of each variable is equated to unity. The validity 
of the estimates of the correlation coefficients 
themselves, and of the factor loadings derived 
from them, depends on bivariate normality for 
all pairs of variables. Psychiatric variables, as 
we have seen (Tables II and IV), are seldom 
normally distributed. More frequently they have 
reversed J-shape distributions in which zero 
scores predominate. For two variables thus 
distributed it is difficult to get a reliable measure 
of correlation, and the product-moment formula 
in particular gives an estimate which is spuri- 
ously high and often misleading. Factorial 
procedures perforce take these correlations at 
their face value, but in doing so they can throw 
some light on spurious content in the correlation 
coefficients, This is revealed by ‘factors’ with 
large loadings on but a few variables which 
themselves have low, though concomitant, 
incidence in the sample. Such factors are 
artifactual in nature, often unreliable, and 
cannot be taken as dimensions of variability for 





Retarded General Anxiety Self 
depression anxiety OJE depreciation 
R H J 
0: 784 
0* 707 
0-785 
0:778 
0'375 
0:961 
e 01418 
.. —0':486 
. —0' 327 
0'514 0'303 
0:294 0:486 
0:537 0-262 0:373 
0'502 0:276 0.338 
0'332 0:615 0:578 
0:290 о-441 0:298 
(o: 108) 0:664 
0° 404 70:240 0*393 
0:551 0:317 0:276 
0:756 0:343 0:235 
0:776 0:277 0'259 


the sample of patients as a whole. Since the 
majority of the factors found for both the 
Schizophrenic and the Affective Psychotic 
patients in this study are deemed tọ be arti- 
factual, it would appear that a dimensional 
approach to the description of these patients’ 
symptomatology has strict limitations. It is not, 
however, wholly without value, as the factors 
shown in Tables III and V show. For both 
samples of patients a large general factor 
labelled retarded depression appears to exist, 
even though we cannot have complete confi- 
dence in the numerical values of the loadings 
reported for it because of the non-normality of 
most of the variables concerned. 'The presence 
of this dominant factor and of the two lesser 
group factors associated with it, namely general 
anxiety and  self-depreciation, in both the 
schizophrenic and the affective psychotic sam- 
ples is worth emphasizing. These three factors 
account for the greater part of the covariance 
of variables 1 to 23 in each sample and suggest 
that the determinants of the two categories of 
illness may be similar. The main difference 
between the categories lies in the slightly greater 
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incidence of psychotic variables in the schizo- 
phrenic sample as indicated by the mean 
values of variables 25 to 44 in Table I. Notable 
examples are variables 27, 39 and 44, namely 
delusions of control, blunting, and incomprehensibility, 
though these variables are by no means general 
in occurrence (see Table II), nor are they 
confined to members of the schizophrenic 
sample (see Table IV). 

The dominant role which the factor retarded 
depression plays in the data for affective 
psychotics is not inconsistent with the main 
negative finding in the cluster analyses carried 
out by Everitt, Gourlay and Kendell (1971). 
Their analysis showed that а considerable 
percentage of these patients fell into ‘ragbag’ 
clusters when compared with the diagnostic 
categories to which they had been allocated by 
the psychiatrists who examined them. But 
these investigators also found definite positive 
results; their computer analyses yielded ‘separate 
clusters identifiable with the manic and de- 
pressive phases of manic-depressive illness, with 
acute paranoid schizophrenia and with chronic 
or residual schizophrenia’, and of these the 
evidence for a manic cluster was compelling. 
In view of the latter finding a search was 
made amongst the artifactual factors (reported 
above) to see if one of them would serve to 
identify a manic cluster. It was unsuccessful: the 
variables which the joint authors found to be 
especially persistent in their manic group had 
their principal loadings on our dominant factor, 
namely retarded depression. On the other hand 
our ‘factor’ F (paranoid symptoms) in some 
measure isolated the patients who composed 
the joint authors paranoid schizophrenic cluster. 


COONGLUSIONS 

The difficulties in a dimensional approach 
to the description of patient symptomatology, 
in the case of psychotic illnesses, arise from the 
fact that many symptoms are of rare incidence, 
while the more common symptoms tend to be 
recorded only when they are present to an 
extent which is thought to be pathological. 
Nevertheless, variables 1 to 23 in Table I, 
which may be called the neurotic variables, 
show considerable variability in both the 
schizophrenic and affective psychotic samples 


(see Tables II and IV) and these variables give 
rise to one clear dimension of variability 
namely the factor retarded depression, and two 
other group factors (see Tables III and V). 
These factors could be defined with some 
rigour if the neurotic variables had a ‘lower 
floor’. We may take the first variable, namely 
worry, again as an example. Instead of scoring 
worry of a pathological kind only, a psychiatrist: 
might feel able to extend the scale of this 
variable to include indications of worry below 
the pathological level. In some measure he 
does reach a low floor on other variables, as the 
distributions of numbers 2 and 11, namely 
tension and low self-opinion, in Table IV shows. 
Given lower floors the distributions of the 
neurotic variables would more closely approach 
normality, and the factors derived from them 
could then be defined with greater precision. 

But the possibility of defining in any accept- 
able sense dimensions in terms of the psychotic 
variables, namely 25 to 44 in Table I, is ex- 
tremely remote. These variables are too limited 
and restricted in range. 

In passing, we may recall (Maxwell, 1971) 
that even if it were possible to describe patients’ 
symptomatology adequately in terms of dimen- 
sions this would not contribute to a typology or 
classification of patients, for all patients would 
have scores on all dimensions and for each 
dimension the distribution of scores would 
tend strongly to normality, with the majority 
of patients clustering round the mean. 

In view of the partial success reached by 
Everitt, Gourlay and Kendell in validating 
currently used typologies by means of a cluster 
analysis, and the main conclusion reached in 
this study that the covariation between the 
neurotic variables can be accounted for largely 
by one dominant and a few group factors, 
Torgerson’s suggestion, stated in our introduc- 
tion, is borne out (if we overlook the fact that 
it is in part a non-sequitur). But it is not the 
full story, since rare symptoms of a psychotic 
type are not amenable to a dimensional 
description and have a fragmenting effect on a 


typological system. 
POSTSCRIPT 
As a postscript to this study it was decided to 
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look at the 95 neurotic patients included by 
Everitt et al. in their analysis and for whom no 
evidence of clustering was found. The data for 
these patients using variables 1 to 24 only, 
yielded four well-defined factors which may be 
assigned the labels retarded depression, phobic 
anxiety, delusional mood and self-depreciation. 
Taking an overall view, we thus have firstly 
a sample of patients, broadly labelled ‘neurotic’, 
for whom clustering techniques fail, but whose 
symptomatology can be satisfactorily described 
in terms of several dimensions of abnormal 
behaviour. Secondly we have an affective 
psychotic sample in which Everitt et al. found 
two relatively distinct, though not exhaustive, 
clusters consisting of manic and psychotic 
depressive patients respectively. In contrast the 
dimensional approach revealed numerous ‘fac- 
tors’ indicative of small subgroups of patients 
with rather specific symptoms, together with a 
dominant factor and three groups factors which 
accounted for most of the covariation between 
the neurotic variables. Finally, we have the 
sample of patients broadly labelled schizo- 
phrenic, in which Everitt et al. found two 
reasonably well defined, but again not ex- 
haustive, clusters which they identified as 
paranoid schizophrenics and chronic schizo- 
phrenics respectively. Here the dimensional 
approach again revealed numerous small sub- 
groups of patients having specific symptoms 
mainly of a psychotic type; but, in common 
with the affective psychotics, the bulk of the 
covariation of the neurotic variables was 
accounted for by a dominant general factor and 
two group factors. In brief, the majority of all 
patients tend to have a basic core of symptoms, 
neurotic in type, which lend themselves to a 
dimensional description, but one whose pro- 
minence decreases somewhat as we pass from 


neurotics through affective psychotics to schizo- 
phrenics. In addition there are the psychotic 
type symptoms, which are rare and haphazard 
in occurrence. These are virtually absent in 
neurotics: they are most common in schizo- 
phrenics but still not sufficiently numerous or 
patterned to support a clear-cut typology, or to 
lend themselves to a dimensional description. 
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The Problem-Oriented Medical Record and Psychiatry 


By FREDERICK HAYES-ROTH, RICHARD LONGABAUGH and RALPH RYBACK 


The psychiatric hospital can be viewed as a 
social system which is evolving slowly by 
attempting to improve. In order to systematic- 
ally study and learn about itself the mental 
hospital and its care providers need continuous 
pertinent information. Yet, at present the 
psychiatric hospital is not organized in a way 
that readily allows isolation of problems or 
systematic learning from prior experience (8). 
In that sense, the hospital is a non-system which 
lacks an information system necessary for 
meaningful feedback to the decision-makers of 
the institution (7). 

One important portion of the information 
system is the medical record. In terms of patient 
care (ie. the ascertainment of therapeutic 
problems, treatments, and their effects) the 
medical record is the most crucial. It is pre- 
sumably where the necessary data are recorded. 
However, there is a need to make the medical 
record more pertinent to daily patient care 
rather than a biographical account written 
after the fact. The medical record should allow 
the reader to readily find pertinent information 
(i.e. know where it is entered or know if it is 
missing). Indeed, the need for a structured 
medical record which can be easily evaluated 
by administrators as well as clinicians, and thus 
aid in patient care, is well accepted (1-5, 9, 
1ї—18). 

a approach, which can be an integral 
scientific portion of the mental health informa- 
tion system, is the problem-oriented system 
developéd by Lawrence Weed (3, 12, 13). It is 
comprised of four logical portions (Fig. 1): (1) 
data base, (2) problem list, (3) plans and (4) 
follow-up. It is problem-oriented in that it 
contains a complete list of the patient’s problems, 
and progress notes specifically related to each of 
those individual problems, rather than the usual 
present illness approach. The relevance of this 
method to psychiatry has recently been pre- 


27 


sented by Grant and Maletzky (6) and Ryback 
(10). The purposes of this paper are: (1) to 
demonstrate how it could be used in a psychi- 
atric hospital or a psychiatric unit in a general 
hospital, where organic, psychiatric and social 
problems are usually intertwined, (2) to present 
an outline of the type of psychiatric record that 
results, and (3) to very briefly comment on how 
this type of record can support a transition, if the 
institution wishes, to a computerized version in 
this system. 


METHODS AND MATERIALS 

The problem-oriented structure used in this 
paper has been devised by Larry Weed (3, 12, 
13) for organizing the medical record so that it 
becomes a clear and accurate ‘scientific’? com- 
munication (Fig. 1). This structure (Fig. 1) was 
adapted to the medical records of patients 
admitted to McLean Hospital. 


The transitional record 

The outline of the psychiatric record that 
results is seen in Fig. 2. The doctor utilizes the 
data base available shortly after the patient's 
admission, in the planning conference, to 
construct a list of problems for the specific 
patient. The problems are divided into psychi- 
atric, social, and organic categories on the 
problem list sheet (Fig. 3). The problem list 
allows any physician, nurse, social worker or 
psychologist to quickly see what the specific 
patient's problems are thought to be, when they 
began and whether they are ongoing. If any 
specific problem has been resolved, the means 
and date of resolution (treatment etc.) are noted. 
Examples of several problem lists are seen in 
Fig. 4. Not only is each problem noted, but an 
assessment of the problem (the synthesis of 
objective and subjective information) and the 
resulting treatment plan or plans (Fig. 5) are 
transcribed. 
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Fre. 1.—An outline of the four basic sections of the problem-oriented medical record, data base, problem list, plans, 
and follow-up (12). 


HISTORY: PROBLEMS formulated at level of understanding 
Past history—diseases, operations, etc. may be 
Family history— blood relatives eliologic—Tbe 
Systemic review—abnormalities, previous lab and physiologic—visual impairment, u.c. 
X-rays, etc. abn. lab finding—elev. alk phos. 
Present illness (е5) г social-demographic—separated 
PHYSICAL EXAM—testing. behavioural —temper tantrums. 
Blood studies Urinalyses and stool test Describe subjective and objective components in 
Venipunctures X-rays present illness and/or progress notes. 
Arterial punctures E.C.G. 
CBC E.E.G. 
CO; 












= Table of Contents to patient's 
health record which becomes 
INDEX as problems are 
dated on the list. 


Blood Sugar (some done by pt.) 
Other Chems. 
Blood gases 







DATA PROBLEM 
BASE p LIST 
PLANS FOLLOW-UP 


Itemize for each pr oblem the 
diagnostic considerations 
and how these are to be 





pursued, e.g. 

R/O ulcer, GB disease by 
GI-GB Series. 

Enlargement of data base 
such as by hypertensive workup, blood Progress Notes (numbered and titled). 
culture, M.M.P.I, etc. Flow Sheets for long term problems. 

Listing of approach to be used—E.S.T., surgery, Cross-Index system to identify patients by disease and 
consultation, psychotherapy, etc, for auditing purposes. 

Patient instruction/education. Drug (medication) list. 


Does he agree with problem list? 


Fra, 2.—The following are the divisions in the chart presently in use. This outline is placed at the beginning of each 
chart and thus is both a face sheet and an index for the contents. 


Pink I. DATA BASE Miscellaneous—green 
MGH Labs 
A. Blue PSYCHIATRIC AND SOCIAL X-rays 
Pre-admission note E.F.G. А 
Admission mote Neurological — 
Social work admission note S ther consultations 
Social work family evaluation K.G. 
and formulation 
Psychological test report C Orange CORRESPONDENCE a 
Nursing data—summary 
Social group worker—summary Blue II. PROBLEM LIST 
Activities therapy—summary PLANNING CONFERENCE ^ 
School evaluation note PROGRESS NOTE 
Vocational rehabilitation note ; 
Physician's case history and Buff III. DISCHARGE SUMMARY 
formulation SOGIAL WORK. DISCHARGE 
SUMMARY 
B. Yellow MEDICAL 
imion physical by Internist Blue IV. PHYSICIAN’S ORDERS 
Urine—green Yellow V. NURSE'S NOTES 
Bacteriology—white— purple 
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Fro, 3.—The problem list sheet acts as a face sheet for the progress notes or second section of the chart (Fig. 2). In this 
way any interested staff member can readily determine whether a problem is still active. The example given below is 
from the chart of patient L.C. (Fig. 4, Fig. 5). 




























Problem Date Date 
No. Problem—-active onset Problem—resolved resolved 
Psychiatric Patient able to sleep through night 
I Unable to fall asleep 9/15/70 | on Quaalude 150 mg. p.o.h.s. 11/23/70 
МД. X 1 
Anxiety 9/15/70 
Moderate depression Death of 
wife, 1965 




















Social Found to be compatible with son-in- 
1 ? Unsatisfactory living arrangement 10/5/70 | in-law and daughter, though 5 11/27] 70 


grandchildren are tiring 


2 Find outlet for patient's physical and | 10/5/70 
and mental energy 

















E————— 


| 12/4/70 


R. lower abd. hernia 








Nausea and vorniting 





12/4/70 | Tigan 200 mg. p.o. stat. 





Abdominal aortic aneurysm 








12/29/70 | Transfer to general hospital 12/30/70 

















Fio. 4.—Problem lists of several different patients. 


Patient: L.C., 66-year-old widowed male with diagnosis of Psych: 1. Dissociation of feeling from behaviour 
psychotic depression: (repression); 2. Panic; 3. Frigidity; 4. Intellec- 
Psych.: 1. Unable to fall asleep; 2. Anxiety; tualization and sublimation; 5. ?Unusual 
3. Moderate depression. thought process. 
Social: 1. Unsatisfactory living arrangements? Social: 1. Marital incompatibility; 2. Disposition. 
2. Find outlets for patient's physical and mental Organic: 1. Various abdominal pains. 
energy. Patient: W.G.H., 68-year-old married male with diagnosis 
Organic: 1, Right (R) femoral aneurysm; ‚8. of ? Huntington's chorea: 
Chronic emphysema; 3. (R) lower abd. hernia; Psych.: 1. Excessive denial; 2. ? suicidal ideation; 
4. Nausea and vomiting; 5. Abdominal aortic 3. Ritualistic behaviour; 4. Preoccupation with 
ancurysm; 6. Hematemesis, guiac 3+. bowels, 
Social: т. Competence (legal); 2. Wife’s mental 
Patient: P.D., 44-year-old married female with diagnosis of status; g. Disposition. 
marital maladjustment with mild depression in an Organic: 1. Choreoathetotic movements; 2. 


obseasive-compulsive personality: Diagnosis. 
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Fio. 5.—Assessment plans and progress notes (Psych. 3) 

from chart of patient L.C. (Fig. 4). 

11/18/70 Psych 3. Moderate depression. 

Assessment: Patient relates on admission ‘I 
feel low, and sad’. He dates the onset of these 
feelings to wife’s death five years prior to 
admission. His daughter relates ‘father has been 
melancholic and moping since mother died’. 
Patient became tearful when talking of wife’s 
death. 

Plan: (a) Encourage activities outside the 
home and family, especially groups like Golden 
Age Club, where patient can share his difficulty 
with growing old, yet partake in meaningful 
activities. (b) Begin three week trial of anti- 
depressant medication. (c) Begin group psycho- 
therapy. (d) If no significant response to 
antidepressant medication after three week 
trial, begin electroshock therapy (Е.С.Т.). 


11/a2/70 Psych g. Patient relates that he is still quite 
depressed and aska whether he might receive 
E.G.T. He is again explained the treatment 
plan. ? Observing agitated depression in this 
man. 

Plan: Increase imipramine. 


Psych 5. Patient does not seem to be responding 
to antidepressant meds, E.C.T. is being tenta- 
tively scheduled to begin on 12/11/70. 


12/7/70 


Psych 3. Patient’s daughter and patient were 
separately explained the dangers of E.C.T. and 
anaesthesis, especially with regard to his limited 
pulmonary reserve. Dr. X, internist, feels 
patient can have E.C.T. and anaesthesia. 
Dr. X’s consultation in chart, 12/4/70. X-rays 
W.N.L. except for aortic aneurysm. The latter 
is a long-standing problem. 


Psych 3. Patient and patient's son signed E.C.T. 
release forms today. 


12/7/70 


12/8/70 


As the patient’s stay in the hospital continues, 
the data base continues to grow, and the initial 
problem list may have to be modified, or revised 
by combining several problems under one 
category and deleting others. The information- 
gathering process also results in progress notes 
which are dated and numbered so that any 
interested person can quickly ascertain what 
the progress and present status of any problem is 


(Fig. 5). 


The next step 

The transitional record described above 
utilizes a data base which is department- or 
specialist-oriented so that social workers, psychi- 


atrists, psychologists etc. contribute their own 
data separately. This results in tremendous 
duplication of even basic demographic infor- 
mation. 

An alternative approach which is much more 
efficient in terms of money and time, and which 
readily lends itself to computerization, is a 
data base which is information- or question- 
oriented. Rather than having each department 
or specialist ask the same or similar questions 
from the patient and his family on several 
different occasions over time and note them in 
several different and often obscure locations, a 
series of questions are derived that all the 
specialists or departments agree must be asked 
of every patient regardless of diagnosis. The 
medical record thus becomes, as it should be, 
the focus and basis of the system of medical 
treatment. These non-redundant questions do 
not preclude additional information being 
collected if the circumstances of the specific 
patient warrant it, but rather provide and 
form the ‘necessary’ basic information or data 
base for each patient. 

For the sake of discussion let us assume a 
booklet of 100 ‘necessary’ questions is obtained. 
Questions 7-10, 21-23, and 73~79 may be the 
primary responsibility of the admitting physi- 
cian. However, if the social worker, psychologist, 
nurse etc. should obtain information relevant to 
question 8 which the admitting physician did 
not obtain, they would enter that information, 
date it, and sign their name. Thus the informa- 
tion gathered under each question becomes a 
compendium of relevant data. No longer does 
each reader have to review the whole record in 
order to gather together the data from each 
specialist’s or department’s special report. 

The questions are answered over time, and 
certain questions may even need to be answered 
by a time schedule related to the patient’s stay in 
the hospital. If question 11 has a time limitation 
of 48 hours from admission, it is a simple matter 
for the utilization or other concerned hospital 
committees to review the chart two days after 
admission and ascertain the completeness and 
quality of information gathering. 

As information is organized around numbered 
questions rather than departments or specialists, 
it becomes not only readily retrievable but 
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Fie. 6.—Format and questions for chief complaint and guide book instructions used in new data base. B 
CHIEF COMPLAINT 


МАМЕ oos tal beeing titi DATE ADMITTED: .................. Hospital rines serseri iis 


B. CHIEF COMPLAINT: statement by patient as to why is in hospital now. Variation: what seems to be his 
problem. REQUIRED: By Admitting Physician 
at Admission. 


Which of the following factors precipitated the patient's need for hospitalization? Use two checks (y V/) for those factors 
which are especially important and one check (y) for secondary factors. 


. agitation .- . Irresponsible re money ... inability to attend school 
... anxiety .. aggressive behaviour ... inability to work 
..» bizarre behaviour ‚.. antisocial behaviour -.. destructive of property 
‚.. confused, disoriented ... drug-taking ... need for a rest 
‚.. depression ‚.. excessive drinking «~... no one to care for patient 
‚.. hallucinations ... sexual problems +++ for patient’s protection 
<... overactive, wound-up .. suicide threats .. protection of others 
- . pathological lying . suicide attempt . lo remove from prior setting 
‚+. Suspictousness ... threatens aggression “ОД Se een 
. withdrawn behaviour - threatens to kill specify 
ether c te MON Ese yr Д 
specify 
CHIEF COMPLAINT 
GUIDE BOOK B 
REQUIRED person responsible: ADMITTING PHYSICIAN when: AT ADMISSION 


Here the physician is asked to obtain the patient’s own theory of his illness. He is to note in the patient’s own words, 
whenever possible, a statement of why the patient thinks he is here, and what he thinks his major problems are. If the 
patient attributes the problem solely to external forces or other individuals, he should probe to see if the patient can 
suggest ways in which he himself contributed to the situation. If, on the other hand, the patient ‘blames himself only’, 
the physician should try to elicit ways in which other persons or situations contributed to the problem. Note any marked 
emotional reactions as well as verbal responses. Also note when emotional reactions replace words. 


If the patient at admission is mute, unconscious, or very incoherent due to a temporary state, note this, and repeat chief 


complaint questioning as soon as possible. 


All persons obtaining relevant information should add it to the chief complaint, sign and date it. 


Documentation of the chief complaint is required at admission by law. It is to be obtained and signed by the admitting 


physician. 


codifiable. Moreover, cross-tabulations of vari- 
ables across patients or between different 
hospital populations become possible. Thus the 
data base may become the basis not only of 
treatment but also of evaluation and research by 
standard or computer methods. 

The problem list is an integral part of this 
record. However, at the planning conference all 
staff members (social workers, psychologists, 
psychiatrist, nurses, occupational therapists, 
etc.) help to define the patient's problems. They 
are all involved in assessment and development 
of plans for each patient's specific numbered 
problems. The progress notes are oriented 


around these numbered problems in the one 
and only progress note section in the medical 
record. There are no separate nursing notes. 
Just as there should be no reduplication of 
information in the data base, the same rule 
applies here. Accordingly, each staff member 
can quickly read the progress notes relevant to 
a specific numbered problem and inscribe 
information which has not been previously 
noted. If the data are already present, the 
consulting staff member may simply state, ‘I 
agree or I concur with Dr. or Miss X", date the 
note and sign his or her name. The consulting 
staff member may also define new problems. 


32 , 
|. Theculmination'of this record is the discharge 
problem list which is a summary of the progress 
notes, treatments, and plans for each numbered 
problem, noted by each pertinent staff member 
under each specific problem. Again no duplica- 
tions are allowed, rather staff members may 
write ‘I concur with the above’, and add the 
date and their name. 
. At McLean these ideas are slowly being 

implemented. A committee on Medical Forms 
was organized. It invited all department heads 
to suggest which basic questions they felt must 
be: asked of every patient regardless of diagnosis 
or treatment. These questions were compiled 


into a new data base and to facilitate the adop-’ 


‘tion of this data base a guide book was also 
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developed. Portions of several sections of the 
new data base, along with the corresponding 
guide book questions are seen in Figs. 6-8. This 


type of record assumes the ideal. That is, staff ' 


will cooperate to put their information under 
one heading. 


Discussion 


Considering the areas of service, research and , 


education, the problem-oriented medical record 
does not guarantee better treatment. However, 
it may be more cost-efficient in terms of the 
collection and transmission of information, and 


provides the possibility of resulting in more - 


effective and consistent delivery of mental 
health care. There is less doubt that it will 


Го. 7.—Format and questions for present illness and guide book instructions used in new data base. 


І. First Episode: 


II. Prior Psychiatric Hospitalization: 


а 
PRESENT ILLNESS 


REQUIRED at admission by the 
admitting M.D., also to be re- 
viewed by the social worker. 


GUIDE BOOK ` c 


REQUIRED 


PRESENT ILLNESS 


person responsible: ADMITTING PHYSICIAN when: AT ADMISSION | 


History of present illness (admitting doctor). Contributions by social worker. 


The admitting physician has primary responsibility for this information. By law it must be obtained at admission. The 
social worker should review the physician’s notes and add any information which has become available to her. 


Special attention should be given to documenting violent or dangerous behaviour, excited or depressed states, and 


suicide ideations or attempts. 


I, The patient is in the process оЁ а first episode: 


1. When did the patient appear to be functioning as his usual self last? 


2. What seemed to go wrong (precipitating event-PE). (Here other relevant information from source other than 
patient may be informative in re unconscious dynamics, i.e. Referring doctor or family.) Include possibility of 


physical illness as loss of function especially, geriatric. 


3. How has he tried to cope in the face of this ‘change’ (stress). This refers to patient’s activities, thoughts, feelings 
and might include increased work, bedridden, self prescription of drugs, etc. (i.e. his defence mechanisms). 


4. Has he increasingly felt overwhelmed and unable to cope? By what? 
5. Try to appreciate how patient feels now he is being admitted. Relief, railroaded, dissatisfied, etc. 


. The patient has a prior psychiatric history: 


—Similar questions to I. However, the emphasis is broadened to include what may have gone wrong with an 
existing treatment programme, difficulty in transference, change in medication (especially geriatric age group— 


change in environment, losses, etc.). 
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Га. 8.—Portion of questions and format for patient's psychiatric history used in new data base. Ei 

PATIENT'S PSYCHIATRIC HISTORY 

Check each item as to frequency (never, rarely, sometimes, often). Cross out those items which are not relevant to the 

patient... e.g. marital problems, if patient never married. LEAVE ITEM BLANK. IF YOU HAVE NO INFORMA- 

TION ABOUT ITS PRESENCE, ABSENCE OR RELEVANCE for the patient. When possible, note ages during 

which the behaviour was present, and note details. Add additional pages as necessary, and, when possible, include a 
summary paragraph. 
































: 
4 |e |e 
DID THE PATIENT i E à E AGES | DETAILS AND HOW PROBLEM DEALT WITH 
RENE 
-— ||] ] 
-—- || 1 
on EE 
ze LEE 
comm | ||| 
have eating problem ЕЕ 
have weight problem H- 
have difficulty concentrating pe oa 
сту excessively 
Í GUIDE BOOK Ет 
PATIENT’S PSYCHIATRY HISTORY: PROBLEM CHECKLIST 
REQUIRED persons responsible: WORK-UP PHYSICIAN when: WORK-UP 
ADMITTING PHYSICIAN CONFERENCE 
SOCIAL WORKER 


* Here physicians (and others) are asked to check off problems demonstrated by the patient, and to give ages and details 

of the problems. Information provided in the Patient History Form, particularly the childhood sections, may be helpful. 

Cross-referencing will simplify the completion of this section of the record. It is sufficient to write ‘See present illness’ for 

all these problems adequately described in Present Illness. Or a notation like this may be helpful when further informa- 

tion is revealed subsequent to admission. 

e.g. Did the patient (have) ‘See present illness. It was also learned that patient married at 21 and was divorced 
Marital problems 2 years later; many parallels between the two marriages and partners. See also 

section on family relationships.’ 

Similarly, if drug problems or problem drinking is described under Use of Alcohol and Narcotics, refer the reader there. 

Add other problems to list if they are important. 

Note, that although the items on the first page often describe problems of infancy and childhood, they may refer to 

adults as well, One may be ‘excessively jealous’ of a spouse as well as of a newborn sib. 

This checklist should be a catalogue of all the problems experienced by the patient. They should all be noted here, even 

if they are described more fully in other sections. 

- The consulting physician starts this checklist at the time of admission. It is then added to by the workup physician and 

social worker. ; 

The work-up physician should provide an adequate summary statement prior to the work-up. He particularly may wish 

to assess the patient's potential for violence toward himself or others as based upon past documented acts of violence. 
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encourage research and that it will certainly aid 
in the education of mental health care providers. 

The problem-oriented record will not only 
allow comparative intra- and inter-hospital 
studies to be performed, but may aid in the 
definition of diagnostic categories which are 
both reliable and valid. With experience, the 
definition of precise psychiatric problems rele- 
vant to each patient will be refined. Then, 
with the aid of statistical methods it will be 
possible to do a cluster analysis of various 
defined problems and determine their relation- 
ship to patient, treatment selection, prognosis, 
and outcome. For example, a certain cluster of 
problems in a depressed male may best be 
treated in one way, while in a comparably 
depressed female the same cluster should 
optimally be treated in another way. These 
problem clusters may be so specific that they 
may be called a syndrome or eventually earn a 
diagnostic label. 

It is quite obvious that there will be disagree- 
ments as to what the problems are of a specific 
patient. What better way is there to learn and 
to teach? À consultant may indeed suggest to a 
resident, intern or staff member that he doesn't 
see the patient's problems as presently defined, 
but rather in this or that way. Yet at least the 
problems as defined are there for everyone to see 
and thus correct or refine, for the purpose of 
education and instruction (14). With the 
medical record as the focal point time will be 
saved as communication between staff members 
will be improved. Whether this will result in 
better patient care is only speculative; never- 
theless, in the most general sense, what this 
approach offers is a scientific attempt to find out 
what we are doing. 


Frederick Hayes-Roth, 
University of Michigan 
Richard Longabaugh, Ed.D., 
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Inside every fat person is a thin person central stimulant properties, are best 


screaming to get out. avoided. 

Anxious obese patients are most resis- — Ponderax (fenfluramine) has been 
tant to simple dietary treatment of their shown to be effective at producing 
obesity. Their anxiety is often tempo- significant weight loss in obese anxious 


rarily relieved by over-eating which in — patients, where other measures have 
turn increases their obesity and causes failed. In the majority Ponderax also has 
further anxiety. a direct effect in reducing anxiety and 
Attempts at dietary treatment of obseity — tension.* 

in the anxious patient often increase the 

anxiety. Appetite suppressants, such aS сала R. (1969) Brit.J.Psychiat., 115, 963. 

the amphetamine-like compounds, with Duncan, L. J. & Munro, J. F. (1968) Pract., 200, 167. 


® 


the roe of PONIDERAX 


FENFLURAMINE 
Full information avadable from: 
Servier Laboratories Limited 
Percival House, Pinner Road, Harrow, Middlesex, HAT 4HQ 
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He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society. 
The evidence of Nardil’s effectiveness 
in phobic states is increasing with usage. 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments fiad 
failed to alleviate his condition. 
“Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months". 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 
" And patients with atypical depression, 
particularly those in whom phobic 


anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
e | d ofan MAO inhibitor, such as phenelzine, 


with chlordiazepoxide or diazepam”. 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 


I Brit. J. Psychiat., 117, 237, 1970. 
2 Practit., 205, 307, 1970. 


NARDIL 


Full information available on request. 
William R. Warner & Co. Ltd., 
Eastleigh, Hants. | 





Telephone Eastleigh 3131 М1 
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Depression and the Newcastle Scales 
Their Relationship to Hamilton's Scale 


By M. W. P. CARNEY and B. F. SHEFFIELD 


INTRODUCTION 


Little has been done to validate the so-called 
Newcastle scale for the differential diagnosis of 
endogenous and neurotic depression: neither 
are we aware of any validating work with the 
E.C.T. prediction scale or any investigation of 
the reliability of these indices (Carney, Roth and 
Garside, 1965). However, the diagnosis scale 
items, adapted for use with elderly patients 
(Post, 1970), and described as ‘highly relevant 
and clearly defined', discriminated between 
deeply melancholic and more ‘neurotic’ patients; 
more recently Naylor and his associates (1971) 
found it to agree with clinical diagnosis in 
separating psychotic and neurotic depressives. 

Eysenck (1970) showed that the results of 
recent statistical studies in this field favour the 
binary rather than the unitary view. Whether, 
however, there are two distinct depressive 
conditions or these merely represent dimensions 
of a single condition is undecided. 

The present investigation, part of a larger 
study designed to explore the relationship of 
serum magnesium concentrations and depressive 
syndromes and E.C.T. response (to be pub- 
lished), is concerned with the problems of the 
validity and reliability of the Newcastle diag- 
nosis and E.C.T. scales, their relationship with 
the Hamilton Scale (Hamilton, 1960), and the 
theoretical implications of these results. 


METHODS AND PATIENTS 

The sample initially selected consisted of 103 
patients suffering from depression as a principal 
diagnosis—in-patients (83) and out-patients (20) 
—consecutively treated with E.C.T. at three 
hospitals. 

After careful assessments, usually independent, 
by two or more of four clinicians, of all the 
available evidence—clinical, social and psycho- 


metric—the patient was awarded a diagnosis of 
either endogenous or neurotic depression 
(‘original diagnoses). In some cases this 
differential diagnosis was not easy and rested on 
the balance of probability. At separate pre- 
treatment sessions each patient was also 
administered the diagnosis index, the E.C.T. 
prediction scale and the first 17 items of the 
Hamilton Scales by one or more raters. 
Immediately after the E.C.T. course and 
three months later, each patient was rated for 
improvement without the aid of previous assess- 
ment records by one or more of the four raters, 
on the Hamilton Scale and on a four point 


. global scale based on social recovery or other- 


wise (A, socially recovered and symptom-free; 
B, socially recovered but with residual symp- 
toms; C, marked improvement but socially 
handicapped; D, trivial or no improvement). 
Patients who during the follow-up period were 
re-admitted or relapsed completely for more 
than seven days were graded D, and lesser 
degrees of relapse were graded C or B. The 
three month grade could be no higher than 
the discharge grade. This method tends to 
exclude the effects of random factors and 
Spontaneous improvement, and more reliably 
reflects the quality of remission. À and B were 
grouped as ‘good outcome’ and C and D, ‘poor 
outcome’. 

The Newcastle diagnosis scale (Table I) 
comprises eight positively and two negatively 
weighted items which are summed to give a 
diagnosis score, six or more indicating ‘endo- 
genous’ depression and five or less ‘neurotic’ 
depression. The E.C.T. prediction (Table IY) 
comprises five positively and five negatively 
weighted items, additive to give an 'E.C.T. 
prediction score’, one or more predicting a good 
outcome, and less than one a poor outcome. 
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TABLE I 
Diagnosis weights 
Adequate personality Е +1 
No adequate perehogenets. +2 
Distinct quality ie Ё Ti 
Weightloss .. +2 
Previous episode .. +1 
Depressive psychomotor activity +2 
Anxiety oa —I 
Nihilistic delusions m +2 
Blame others 1 
Guit +1 
Taste П 
Е.С.Т. prediction weights 

Feature Weights 
Weight loss +3 

knic +3 
Early wakening +2 
Anxiety . —2 
Somatic delusions +2 
Paranoid delusions .. +1 
Worse p.m. —8 
Self pity e —1 
Hypochondriacal —8 
Hysterical ~3 








In the main, previous experience with these 
items had shown the definitions (Carney, Roth 
and Garside, 1965) to be relevant except for 
‘distinct quality’, which was amplified as 
follows: ‘a description of depression having a 
quality distinct from the depression with which 
they usually react to adversity; patients may 
even deny depression, despite ample objective 
evidence to the contrary, and instead refer to 
an indescribable mood state’. 


RESULTS 


Ninety-seven patients were successfully 
followed up—23 males and 74 females. The 
diagnosis scale divided them into 57 'endo- 
genous’ (mean aged 57-12—range 25-78) and 
40 ‘neurotic’ (mean age 43:2—range 20-80). 
The former were significantly older than the 
latter ( x? = 12:8; d.f. = 2; P < осоп). 

The distribution of diagnosis scores (Fig. 1) 
appears bimodal, the right hump being “endo- 
genous’ and the left ‘neurotic’, and clearly 
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Fic. 1.—Distribution of diagnostic weights for patients 
diagnosed as neurotic or endogenous depression. 


replicates the original Newcastle distribution 
(Carney, Roth and Garside, 1965). 

Table III shows the patients distributed 
according to the positive (‘endogenous’) and 
negative (‘neurotic’) scores they achieved on the 
diagnosis scale. The numbers in the various cells 


Tass ПІ 
Distribution of diagnostic scores 





Number of patients 





Positive scores 








0123456598 9101112 
Negativeo 02 1002 47 6611 7 9 
scores I 113014122222 I 

23329 5 101130000 





are very unequal with a tendency to ‘heap’ in 
the upper right hand (‘endogenous’) and lower 
left hand (‘neurotic’) corners, Such ‘clustering’ 
can only be accepted as unequivocally support- 
ing the categorical as opposed to the dimensional 
hypothesis if the positive and negative items of 
the Newcastle Scale were derived from ortho- 
gonally related factors—which of course they 
were not. 

However, if the mainly ‘endogenous’ patients 
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of the top line of Table III are compared with 
the mainly ‘neurotic’ patients of the lowest line 
for outcome by global rating, there is a signifi- 
cant difference (x^ = 3:94; df. = 1; Р < 
0:05). The rank order correlation. between 
increasing diagnosis scale score and mean fall 
in Hamilton's score with E.C.T. was highly 
significant (Kendall’s tau == 0:58; P = 0:0013). 
However, this could be due to increasing 
psychoticism or decreasing neuroticism. If only 
those patients free of negatively weighted (or 
neurotic) items, i.e. on the top line of Table ITI, 
with good global outcome are considered, those 
with diagnosis scores of 10-12 (inclusive) had 
significantly more ‘A’ results and less ‘B’ results 
than those with scores 6-9 (inclusive) (x? = 
5°44; P < 0-002). This indicates that increasing 
psychoticism in depression is indeed linked with 
better response to E.C.T. 

On the other hand there is no significant 
difference in global outcome between patients 
with a ‘neurotic’ score of 1 and those with a 
score of 2, either overall (ҳа = 0-70; а.Ё = 1) 
or if only those patients with an ‘endogenous’ 
score of less than six are considered (x? = 
0:061; d.f. = 1). Thus there was no evidence 
that neuroticism, unlike psychoticism, was 
quantitatively related to E.C.T. response, 
though the outcome of all patients with ‘neurotic’ 
items did to a certain extent vary with ‘endo- 
genous’ score. Those with ‘endogenous’ scores of 
6 or more apparently did better than those with 
scores of less than 6 ( x? = 3:33; d.f. = 1), but 
not significantly so. In brief, outcome was 
related to the number of ‘endogenous’ features. 
Neurotic items, however, had an ‘all or none’ 
adverse effect, but were not quantitatively 
related to improvement after E.C.T. 


VALIDITY 

The criteria of validity adopted for the 
diagnosis scale were: original diagnosis, global 
rating at three months and Hamilton rating at 
three months. The Figure shows the distributions 
of diagnosis scores and original diagnoses on the 
diagnosis scale: evidently only eight patients 
were misclassified. As this may well be a con- 
taminated result, since those making the original 
diagnosis also applied the scales (though at 
separate sessions), a more objective check— 
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E.C.T. response—is appropriate. With regard 
to the global rating scale, the ‘endogenous’ 
patients (70 per cent A + B) did significantly 
better than the ‘neurotic’ patients (37:5 per 
cent A + B) ( x? = 15:8; d.f. = 1; Р < o-oor). 
Likewise, of the patients scoring one or more on 
the E.C.T. scale, 70 per cent did well (A + B) 
as against only 38:2 per cent of those scoring 
less than one (significant: y» = 9:2; d.f. = 1; 
P < ооз). 

With regard to the Hamilton’s scores, there 
is no appreciable difference between the mean 
pre-E.C. T. scores for the ‘endogenous’ (20:9 + 
6-4) and ‘neurotic’ (20:0 + 5:7) patients. The 
post-E.C.T. scores were respectively, 5-4 + 6: 19 
and 8-13 4 6:85 (t = 2:05; P < 0-05—-sig- 
nificant). The three month scores (83 patients) 
were respectively 6:6 + 6:84 and 12-8 + 8:79 
(t = 3:4; Р < o-or; significant). Thus, after 
E.C.T., there were greater mean reductions in 
Hamilton’s score for the ‘endogenous’ than for 
the ‘neurotic’ patients, especially at three 
months. With regard to the E.C.T. prediction 
scores, the pre-E.C. T. mean Hamilton’s scores 
of patients achieving one or more (19:8 + 5:98) 
and less than one (20:7 + 4:73) did not differ 
significantly. After E.C.T. the scores were 
respectively 5:2 + 6-41 and 7:9 + 6-8—again 
an insignificant difference. Át three months 
there was a significant difference in favour of 
the ‘good outcome’ (1 or more) patients the 
scores being respectively 6:6 + 7:33 and 
II*5 + 8:53 (7 = 2-78; P < o-or). Further- 
more the rank order correlation between E.C.T. 
prediction scores and mean fall in Hamilton's 
score is highly significant (Kendall's tau = 0-63; 
P < 0:001). 


RELIABILITY 


Eleven patients were rated on both the 
diagnosis and E.C.T. prediction scale by 
M.W.P.C. and one or more of the other 
clinicians. In every case our decisions, whether 
for diagnosis or good or bad outcome following 
E.C.T., were concordant. 


PREDICTORS OF OUTCOME COMPARED 
Which best predicted outcome—original 
diagnosis, diagnosis score or E.C.T. prediction 
score? If endogenous depression is taken to 
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indicate a good outcome, and neurotic de- 
pression a poor outcome, the percentages of 
correct predictions were respectively, 73 per 
cent, 67 per cent and 70 per cent. However, the 
practical clinician is interested in forecasting 
good outcome with a particular treatment 
(seldom giving a therapy to those for whom he 
believes it contra-indicated). Thus, of those 
patients with an original diagnosis of endo- 
genous depression, 72 per cent did well (A + B), 
of ‘endogenous’ patients, 70 per cent, and of 
those with an E.C.T. prediction score of 1 or 
more, 76 per cent. If only those patients who 
had no negatively weighted items in the 
diagnosis scale (that is without the two neurotic 
features listed on the scale) are considered, then 
86 per cent had a good outcome at three months. 


Discussion 

The validity of the Newcastle diagnosis scale 
for discriminating between endogenous and 
neurotic depression is supported by the two 
criteria employed—original diagnosis and re- 
sponse to E.C.T. Though the value of the former 
criterion may be diminished by the fact that 
the same clinicians administered the scales and 
made the diagnoses, it should be noted that 
these operations were carried out at separate 
sessions. E.C.T. response is probably the more 
objective criterion, and its objectivity was 
increased by the two relatively independent 
modes of assessment, the one depending on 
social recovery (global scale) and the other on 
symptom scores (Hamilton's rating). Further- 
more, follow-up ratings were carried out blind. 
Not only was an ‘endogenous’ rather than a 
‘neurotic’ score on the diagnosis scale linked with 
good outcome but increases in the former were 
closely correlated with falls in Hamilton's score. 
The validity of the E.C.T. prediction scale was 
also confirmed by its success in predicting 
improvement at three months as indicated by 
the two modes of rating, and there was a close 
correlation between the magnitude of this score 
and fall in the Hamilton's score. 

Both scales were also shown to be reliable. 
This success was achieved despite the fact that 
only one clinician (M.W.P.C.) had had previous 
experience in administering the scales, the 
rest having had relatively brief periods of 


training before starting the project. Generally 
the investigators found little difficulty in 
interpreting the items and administering them 
quickly. There was some hesitation over one 
item—nihilistic delusions—because of occasional 
difficulty in distinguishing between delusions and 
Jeelings. Since Paykel (1971) has found ‘feelings 
of hopelessness’ positively correlated with a 
factor describing endogenous depression, it may 
be appropriate when adapting the diagnosis 
scale for less severely ill patients to substitute 
this item for ‘nihilistic delusions’. As the other 
delusional items—'somatic delusions’ and ‘para- 
noid delusions'—were much less frequently 
recorded than all the other items, these may not 
be entirely appropriate for use with mildly 
depressed patients. On the other hand, several 
items were very frequently scored—'previous 
episode’ (72 patients), ‘no adequate psycho- 
genesis’ (61), ‘adequate personality’ (61), 
‘weight loss greater than 7 Ib.’ (59), ‘early 
awakening’ (57), ‘distinct quality’ (55) and 
‘pyknic physique’ (55)—and the remaining 
items were scored in 25-50 per cent of patients. 
Apparently there was little difficulty in inter- 
preting these items and deciding whether they 
were present or absent. Since they are common 
in depression, regardless of severity, they would 
appear to be of more universal application. 
How do our findings otherwise compare with 
those of the Newcastle study (Carney, Roth and 
Garside, 1965)? On the whole the results, 
though in the same direction, were of a some- 
what lower order, e.g. the diagnosis index 
correctly predicted outcome (good or bad) in 
81 per cent of the Newcastle patients as against 
70 per cent of the present group. Lower order 
results tend to be the rule in cross validation 
studies and the greater number of investigators 
in the present work would tend to impair the 
precision of the findings. Furthermore, the 
Newcastle sample differed from ours in being 
composed of in-patients only (and therefore 
very probably more severely ill patients). 
Again the scales were derived from multiple 
regression analyses of data from patients who 
were deliberately selected as clear cut examples 
of the two types of depression, whereas in the 
present study we included a number of doubtful 
cases. Despite these differences, there is a close 
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correspondence between the two sets of results, 
not least of which is the demonstration that the 
E.G.T. prediction scale is superior to the 
diagnosis scale in forecasting good outcome. 

What is the place of these scales in clinical 
psychiatry? We do not suggest that they can 
replace the traditional psychiatric interview, 
which in any case has functions other than 
assessment. Clinically, their place may be in the 
confirmation of a doubtful diagnosis or predic- 
tion of improvement after E.C.T. They also 
represent a step towards the quantification of 
data and thus aid the standardization, com- 
munication and reproduction of clinical find- 
ings. However, because the traditional stereo- 
types of endogenous and neurotic depression are 
deeply imprinted on the clinical mind, quanti- 
fying data may be of less general interest than 
facilitating a straight choice between the two 
syndromes. It is therefore noteworthy that the 
diagnosis scale was shown to be reliable in 
making this choice. 

In the absence of reliable information of the 
physical substrate of affective disorders, ex- 
ploration of their natural groupings must de- 
pend to a great extent upon indirect approaches, 
notably statisticaly analysis. Consequently pro- 
gress in this direction may be slow and con- 
tentious and depend upon the accumulation of 
a number of studies rather than on one definitive 
piece of work. There is danger in attempting to 
read .too much into statistical findings un- 
supported by other evidence. If our views on the 
aetiology of pneumonia were based only on 
statistical analyses of its clinical features and 
response to penicilin, we would probably 
decide that it was a homogeneous continuum 
with a graded response to treatment, whereas 
we know the syndrome is caused by many 
contrasting aetiological agents with widely 
differing styles of response. On the other hand, 
statistical methods unaided would be extremely 
unlikely to unify the diverse clinical manifesta- 
tions of the Streptococcus viridans into the syndrome 
sub-acute bacterial endocarditis, Indeed there 
is probably no current statistical method able to 
give a final answer to the problem, with the 
possible exception of cluster analysis, still 
regarded as a highly imperfect instrument 
(Maxwell, 1971). However, provided these 


limitations are accepted, certain tentative 
inferences can be drawn from the present work. 

These results support the binary rather than 
the unitary view of depression. Severity of the 
illness as measured by Hamilton’s scale was 
shown to be quite independent of the endo- 
genous/neurotic dichotomy. This finding is in 
line with most recent statistical evidence 
(Eysenck, 1970). However, with regard to the 
further question of dimensions or categories, 
the evidence is conflicting. On the face of it the 
categorical hypothesis is favoured by the 
apparently bimodal distribution of diagnosis 
scores and the suggestion of a difference with 
regard to quality of response with E.C.T. between 
the two syndromes. Of course the bimodality of 
the distribution curve may be an artefact of the 
method of sampling, the extremes of each 
condition being over-represented. Our evidence 
can also be construed as favouring the dimen- 
sional hypothesis—the separation between endo- 
genous and neurotic is not all that clear cut, 
and the number of patients falling between the 
two ‘heaps’ is somewhat high if it is remembered 
that the incidence of such patients should be 
merely the product of the incidences of the two 
morbid categories. Possibly the view which best 
fits the available facts is a compromise between 
these two hypotheses—that endogenous de- 
pression is a distinct category or disease and that 
neurotic depression is a dimension. Since 
neurotic or reactive depression is a universal 
human experience in response to adversity or 
bereavement, it would seem reasonable to 
regard a tendency towards it to be normally 
distributed within the population at large, like 
height or intelligence. There is evidence that 
neurotic tendencies in general are normally 
distributed (Slater and Slater, 1944; Eysenck, 
1960), so that if neurotic depression is accepted 
as one facet of neurosis, there is little difficulty 
in regarding it as dimensional. 

On the other hand there is considerable 
genetic, biochemical, physiological and thera- 
peutic evidence for an aetiologically distinct 
category of affective psychosis (Kiloh and 
Garside, 1963; Palmai et al., 1967; Carroll and 
Davies, 1970; Davis et al., 1969; Naylor et al., 
1971), and acceptance of this suggestion would 
facilitate understanding of its relationship with 
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mania. Ín this connection it.is interesting that 
Paykel (1971), in the course of cluster analyses 
on a large number of depressives from several 
“treatment settings, found one group clearly 
corresponding to classical endogenous or psy- 
chotic depression, but no evidence of a similar 
clear cut homogeneous grouping identifiable as 
neurotic depression. 


SUMMARY 


‘Ninety-seven patients, treated with E.C.T. 
and followed up to three months, were rated 
initially on the Newcastle diagnosis and E.C.T. 
prediction scales and Hamilton’s scale. After 
E.G.T. and at three months they were rated on 
a four-point global scale and Hamilton's scale. 
With respect to original diagnoses of endogenous 
and neurotic depression, only eight patients 
were misclassified by the diagnosis scale. 
Patients categorized as ‘endogenous’ had a 
significantly better outcome at three months as 
judged by Hamilton's and global scales than 
those classified as ‘neurotic’. Patients for whom 
a good outcome was predicted by the E.C.T. 
scale also had a significantly better outcome as 
judged by the two assessment methods than 
those for whom a poor outcome was predicted. 
Increasing scores on the diagnosis and E.C.T. 
scales were closely correlated with mean falls in 
Hamilton's score. On rating 11 patients inde- 
pendently on the two Newcastle scales, two or 
more raters achieved complete concordance 
with respect to differential diagnosis and good or 
bad E.C.T. response. Severity of illness as 
judged by Hamilton's scale was found to be 
equal for both types of depression, a finding 
supporting the binary view of depression. With 
regard to the categorical versus the dimensional 
question the evidence was inconclusive but was 
felt to fit a compromise hypothesis—that 
neurotic depression is dimensional and endo- 
genous categorical. 
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Three British 
clinical trials 


The effectiveness of Lentizol – 


the new sustained-release amitriptyline- 
has now been further confirmed by three 
British double-blind trials. 


One was a controlled hospital study’, comparing Lentizol with 
ordinary amitriptyline. Lentizol, given as a single dose at night, 
showed equal therapeutic effect to ordinary amitriptyline, but 
at two-thirds of the dosage. The single dose was also regarded as 
a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 4895? 

Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies '. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary * 
amitriptyline was equally effective. 
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“characterised by its incisive effects notably against autism, 
delusions and hallucinations’”! 


“the duration of action of a single dose of pimozide satisfactorily 
covers 24 hours” 


"the drug of choice when social re-integration is envisaged’”’ 


"the great advantage for the majority who respond is the lack of 
need for antiparkinson drugs’” 


Thus, ORAP controls the primary symptoms of ORAP is supplied as tablets each containing 2 mg. 
schizophrenia, saves nursing time in the early stages of pimozide in containers of 100, 500 and 2,500. 
treatment, makes the patient more co-operative and Full information is available on request. 
amenable and, during rehabilitation, enables the 1. Int. Pharmacopsychiat. 4, 193, 1970 

patient to undertake tasks requiring mental alertness 2. Brit. J. Clin Prac. 25, 417; 1971 

and manual dexterity. 3. Acta Neurol. Belg., 68, 875, 1968 ы 
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The Reliability of Psychiatric Diagnosis: Some New Thoughts 


By P. LEY 


The literature on agreement between psychi- 
atrists on the diagnostic assignment of cases 
has been extensively. reviewed by Ley (1970). 
Percentage agreement figures ranged from 24 
per cent and 28 per cent agreement for type of 
character disorder and type of neurosis 
respectively to 80 percent for type of organic 
illness. Taken at face value these findings 
suggested that psychiatric diagnosis may often be 
of little value. 

Other data reviewed suggested that agree- 
ment would drop as the number of psychiatrists 
diagnosing the cases increased. It is with these 
data that the present paper will be mainly con- 
cerned, but it will be clear that the analysis has 
wider implications. 

Agreement as a function of number of psychiatrists 

As might be expected, agreement is a function 
of the number of diagnostic categories used, so 
for present purposes only the data derived from 
studies using II or 12 categories were used. 
The reason for choosing this number was that it 
was only for this number of categories that 
there were data for agreement between more 
than three psychiatrists. A summary of available 
evidence appears in Table I. 


ТАВІЕ 1 
Inter-psychiatrist agreement on diagnosis 
Number Number 
Investigator of of Percentage 
psychiatrists categories agreement 
1, Schmidt and 
Fonda (1956) 2 11 55 
2. Norris (1959) 2 12 58 
3. Kreitman et al. 
(1961)  .. 2 II 63 
4. Sandifer et al. 
(1968) — .. 4 12 83:5 
.. 6-10 12 IO 


The investigations summarized in Table I 
vary in many ways; amongst these are differ- 
ences in similarity of psychiatrist training; 
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nationality of psychiatrist; diagnostic system 
used; whether patients were seen twice in the 
same hospital; and whether the interviews were 
live or video-taped presentations. Because of 
these differences the figures are not strictly 
comparable, but in the absence of perfect data 
they will serve well enough. It will also make the 
following argument easier if a definite number of 
psychiatrists is used for Sandifer et al.’s data on 
agreement between 6-10 psychiatrists, so 8 
has been chosen. 


Models for inter-psychiatrist agreement 
Two main models of inter-psychiatrist agree- 
ment suggest themselves. The first of these will 
be called the ‘hard-core’ model, and the other 
the ‘accurate psychiatrist’ model. 
The hard-core model assumes that: 
(1) the sample of patients on whom agreement 
is assessed is made up of two subsamples 
(a) a sample of unequivocally diagnosable 
cases—the hard core; 
and (b) a group of patients who cannot be 
diagnosed. 
(2) Psychiatrists will agree on the unequivocal 
cases, but will only agree at a chance level on 
the undiagnosable cases. 


(3) Therefore: 
Formula 1. РА = НС +G 
Where 
PA = proportion of cases on 
which there is agreement 
HC- proportion of cases whose 
diagnosis is unequivocal 
С = chance agreement 
The value of C will be: 
NP —I 
Gs (крс) x (1-0 — HO) 
Where 
NDC = number of diagnostic cate- 
gories used 


NP — number of psychiatrists 
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As a simplifying assumption it is assumed that 
assignment to each category on a chance basis is 
equiprobable. 

The accurate psychiatrist model assumes that: 

(т) Each psychiatrist makes two types of 
diagnosis 

(a) accurate; 

(b) erroneous. 

(2) The erroneous diagnoses of one psychi- 
atrist are uncorrelated with those of other 
psychiatrists, i.e. error is random 

(3) Therefore psychiatrists will agree in 

(a) cases that they both accurately identify; 

and (b) a chance selection of the remainder. 

(4) Therefore: 

Formula 2. РА = Ав + C 

Where 
A = accuracy of a psychiatrist 
NP — number of psychiatrists 
C = chance agreement 
C is different this time, it equals: 


Application of the models to the data 


In the hard-core model it is assumed that all 
psychiatrists will agree on the unequivocally 
diagnosable cases, plus the effects of chance 
agreement. From this it follows that the lowest 
available level of agreement must equal a pro- 
portion higher by chance effects than the hard 
core. 

Examining the data the lowest agreement is 
“то, obtained by Sandifer et al. with 8 psychi- 
atrists and 12 categories. Therefore, using For- 
mula 1 we get: 


oe HO: (a) X (1:0 — HOJ] 


I V? is vanishingly small this becomes 
12) :10 = HC. 


Substituting appropriate values, agreement 
for four psychiatrists should be: 


r\3 
PA = :10 + iss) х +90] = -10 


and for two psychiatrists: 
x 
РА = -10 + if =) x +90] = ·17 


Turning now to the accurate psychiatrist 
model, and applying Formula 2 to the Sandifer 
et al. data for 8 psychiatrists, we get: 


то = А + (5) х (1:0 — А8)] 


7 
Опсе тоге (=) із vanishingly small, therefore: 


-10 = А, and therefore A = +75. 
Substituting appropriately, for four psychi- 
atrists agreement should be: 


3 
РА = s + (I) x (со os) 
= '32 
and for two psychiatrists: 
I r 
PA HL) X (1:0 — 75") = -бо 


"Table II presents a summary of the predicted 
and obtained figures. 


ТАВІЕ IT 
Comparison of oblained and predicted agreement 
Number of Obtained Hard- Accurate 
psychiatrists agreement core psychiatrist 
2 59 '17 60 
4 `83 “10 32 
"IÒ IO IO 





It can be scen that while predictions based on 
the hard core model are nothing like the 
obtained figures, the accurate psychiatrist model 
predicts the obtained agreement very closely. 

Evidence available on concordance for two 
psychiatrists with three diagnostic categories 
gives an average concordance of · 75 (Hunt et al., 
1953; Schmidt and Fonda, 1956; Kreitman etal., 
1961). Applying the accurate psychiatrist model 
to the data gives: 


РА = s 1(2) x (1-0 — 9 m 
3 


Once again this figure is close to the obtained 
value. 
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DISCUSSION 


The aim of this paper has been to arouse 
interest in the problem of accounting for agree- 
ment obtained between psychiatrists in studies 
of psychiatric diagnosis. In the past the low 
level of agreement obtained has been taken as 
evidence that the diagnostic enterprise is of 
little value. 

However, it has been shown in this paper that 
the data available are compatible with a model 
which suggests that psychiatrists are 75 per cent 
accurate in their diagnoses. 

In addition to the models considered in this 
paper there are a variety of chance models which 
could have been described. To take an extreme 
example, if in a study of reliability of diagnosis 
every psychiatrist called every patient schizo- 
phrenic, then inter-psychiatrist concordance 
would be тоо per cent. Similarly, if every 
psychiatrist called 75 per cent of the patients 
schizophrenic, the resulting agreement would 
be almost exactly the same as in the accurate 
psychiatrists model. However, there is no 
evidence that diagnostic preferences on this 
scale are operating in any of the studies reviewed. 


As the data are far from fool-proof it would be 
rash to do more than suggest that consideration 
of models might be a useful activity, and that it 
is possible that an unduly pessimistic view of the 
usefulness of diagnosis may have ensued from 
failure to consider such models. 
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The Measurement of Consistency in Repertory Grids 


By PATRICK SLATER 


1. Bannister's measures of consistency 

A Consistency of Relationship score for 
comparing two grids was proposed by Bannister 
in 1960, revised slightly in 1962 and again, 
more substantially, in 1966. The theory behind 
it is that schizophrenic thought disorder results 
from repeated experiences of invalidation in 
construing. If a subject is repeatedly compelled 
to change his evaluation of an element in terms 
of a construct, that construct's relationship to 
the others composing his system may gradually 
become weakened—e.g. if his evaluations of an 
intimate acquaintance fluctuate repeatedly 
between loving and hating, the relationship 
between ‘loving’ and ‘sincere’ or ‘reliable’ in 
his construct-system may tend to become looser. 
Progressive weakening and loss of stability in 
the system as a whole through repeated invali- 
dation of parts of it is the mechanism which sup- 
posedly results in schizophrenic thought disorder. 

A stable system, Bannister argued, is one 
where the relationships between the constructs 
remain unaffected when one set of elements is 
replaced by another. To obtain evidence of 
stability he asked each of his subjects to complete 
two grids by evaluating two sets of elements in 
terms of the same constructs. He measured the 
association between the constructs in each grid 
and calculated a consistency score by comparing 
the two sets of measures. High scores should 
indicate stable systems. 

In the first version (Bannister, 1960) the 
subject provided the elements by naming 36 
adults known to him personally. The experi- 
menter sorted them at random into two sets of 
18 and obtained a grid for each set by asking 
the subject to choose the nine ‘most likeable’, 
then the nine ‘most serious’, etc. The association 
between each pair of constructs was measured by 
a matching score. The product moment 
correlation, r, was calculated between the two 
sets of matching scores, and the Consistency of 
Relationship score was defined as :1007*. 
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In the second version (1962), instead of being 
elicited the elements were supplied in the form 
of two sets of 20 photographs. T'he number of 
constructs was increased to 12, but the first three 
were dummies not included in the data used 
for obtaining consistency scores. The method of 
calculation was unchanged. 

In the third (Bannister and Fransella, 1966), 
both versions had the same elements, a set of 8 
photographs, as well as the same constructs of 
which there were 6. Ranking replaced split-half 
dichotomy. Spearman's rho was used for corre- 
lating the constructs, and again to correlate the 
two sets of correlations. 

In all three experiments the thought- 
disordered schizophrenics scored significantly 
less than the other groups with which they were 
compared (cf. section 5). Interest in these 
results has stimulated other authors to carry out 
experiments measuring consistency under 
different conditions. The choice of elements has 
been varied: instead of being the same in both 
grids or drawn from the same source and 
allocated to the two grids at random, contrasted 
elements have been drawn from different sources 
for comparison. Other scaling methods have 
been tried besides ranking and split-half 
dichotomy, and grids scaled by the same method 
or different methods may be compared. 


2. An alternative measure 

The need has consequently arisen for a 
measure of consistency that can be applied 
under all such conditions, and for a computing 
program to calculate it. The coefficient of con- 
vergence described here is intended to meet it. 
In the conditions where Bannister’s measure 
can be applied it gives almost exactly equivalent 
results. 

To say that the constructs must be the same 
in the grids to be compared is not precise 
enough in this context. They must be alined; 
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justifying this operation and performing it are 
two separate processes. Two grids A and B with 
the same number of constructs are alined if 
those in a have been paired with those in B 
from first to last. To justify this operation is the 
duty of the experimenter; the program assumes 
that it has been performed. 

This is the only requirement. Any scoring 
method is acceptable. a can be scored by the 
split-half method or by ranking or any two-point 
or multi-point grading method, and в can be 
scored in the same way as A or any other way. 
The elements do not need to be alined; there 
need not even be the same number in both grids. 
Or if they are supposed to be the same they 
need not be put in the same order. Changing 
the order of the elements in one of the grids does 
not affect the results, though changing the 
order of the constructs can hardly fail to do so. 
The number of grids to be compared is not 
limited to two but can be increased indefinitely. 

A program for calculating the coefficient has 
undergone extensive trials and is now available 
to qualified psychologists and psychiatrists under 
the M.R.C. servicefor analysing repertory grids*. 
It is in two versions: the earlier one, COIN, 
compares grids in pairs; the later one, NEW 
COIN, extends the same method of comparison 
to sets of any number from two on. 

con calculates and lists the correlations 
and angular distances between the constructs 
in grid a, does the same for s, then lists the 
differences between the angular distances for 
в-А, and concludes by giving the coefficient of 
convergence, c. The program is repetitive: any 
number of grids can be compared in pairs. 

The angular distances are obtained from the 
correlations by using the relationship 

а = costr 
where d is the distance in radians and r the 
correlation between the pair of constructs 
concerned. They are used because they measure 
differences on an equal-interval scale. Fisher’s z 


* The service is available free to qualified psychiatrists 
and psychologists in the United Kingdom for clinical 
investigations or academic research work, under a grant 
from the Council. Information about COIN and the 
other programs mentioned here can be obtained from the 
author, and grids can be sent to him for analysis. Listings 
of GOIN and NEW COIN are also available, 
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transformation cannot be used in this context 
because z recedes to +œ as the correlation 
coefficient reaches 4-1:0; and correlations 
exactly equal to -|-1 or —1 are liable to occur 
between constructs in grids. 

The coefficient of convergence, c, is calculated 
as the intra-class correlation between the two 
sets of angular distances. 

NEW COIN accepts any number of grids, 
A, B, G, . . . for comparison as a set, provided 
they are all alined by construct. The correlations 
and angular distances are listed for each grid in 
the set. Then the average angular distances are 
calculated, converted into correlations and listed 
in the same format, Finally the variation in the 
angular distances is analysed and the coefficient 
of convergence is calculated, again as an intra- 
class correlation. This too is a repetitive pro- 
gram; any number of grids can be compared in 
sets of any size. 

The list of differences between the angular 
distances in the two grids compared, which is 
obtained with old com, is not provided by 
NEW COIN as it ceases to be practical with 
more than two grids. Otherwise there would be 
no advantage in retaining the old program. 
Both programs accept grids with up to 50 
constructs and 100 elements: these limits are 
expected to be ample, as in practice grids are 
very seldom larger than 30 by 30. 

In cases where Bannister’s formulae can be 
applied, very little difference is likely to be 
found between ¢ and the consistency score 
calculated in his 1966 method or between rooc* 
and the score calculated by his 1962 method. 
In a study of 46 school children aged from ro to 
16, Garside and Van der Spuy (1968) collected 
results from two grids, one with 8 constructs and 
5 elements and the other identical except for the 
addition of 3 extra elements. Coefficients of 
convergence obtained with coin were compared 
with consistency scores calculated by the 1966 
formula. The results were: 








Coefficient of Consistency 

convergence score 
Mean 487 '485 
S.D. л 298 *297 
Correlation *043 


BY PATRICK SLATER 


Thus, within its limited range of convenience, 
the consistency score approximates to the 
coefficient very closely: the main difference is 
that the values of the coefficient tend to be 
about 0:05 higher than the scores. 


3. The dimensionality of a grid and the notion of 
convergence 

If a grid is recorded in a table with a row 
for each construct and a column for each element, 
the rows can be read as sets of coordinates. They 
will give the locations of the constructs in a space 
where there is a dimension for each element— 
the element-space or E-space. The complete grid 
records their dispersion in this space. 

Correlating the constructs affects its form by 
giving a weight of 1 ʻo to the variation of each of 
them. Thus each construct is placed at the same 
distance, 1-0, from their common origin. Gon- 
sequently they must all be located at points on 
the surface of a sphere or hypersphere and differ 
from one another only because they point away 
from the origin in different directions. The 
distance between any two can be measured 
accurately by the angle their points subtend at 
the centre. 

When the same constructs are applied to 
another set of elements their dispersion will lie 
in another E-space. But it need not necessarily 
have a different form. If their correlations are 
the same the constructs will lie at the same dis- 
tances from one another in the two E-spaces, 
and their dispersions will coincide. Even though 
they may not coincide exactly, the smaller the 
differences in the angular distances the more 
closely the dispersions will converge. This is the 
rationale for the coefficient of convergence. 

Certain experimental conditions may prevent 
the dispersions converging. If there are n 
constructs their dispersions will be free to extend 
into n dimensions provided the E-spaces permit, 
i.e. are n-dimensional at least. For this to be so 
there must be n -+ r elements ог more in each 
of the grids. Restrictions come into force when 
there are fewer, and they do not apply to the 
dispersions equally if one grid has less than 
another. It seems advisable accordingly to keep 
to the same number of elements in the grids to 
be compared unless all have more elements 
than constructs. 
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This precaution may not have much practical 
importance, however, for psychological limita- 
tions may come into force earlier than experi- 
mental ones. The random expectation of a 
dispersion extending freely into all the dimen- 
sions available to it is quite unrealistic. Con- 
struing tends to be tight in all cases, though of 
course tighter in some than others; and the 
grids usually exhibit fairly simple systems, often 
reducible approximately to three dimensions or 
even less. If the informant's construct system is 
of such a simple kind and all the grids provide 
enough space to exhibit it, whether some provide 
more superfluous space than others will make 
very little difference. 


4. The question of significance 

The computations do not provide an answer 
to the question most likely to be on the tip of the 
psychologist’s tongue when he gets his results 
and sees his coefficient: Is it significant? 

An analogous problem is encountered in the 
general theory of statistics when samples from 
different sources have been measured in terms of 
the same variables: Are the dispersons homo- 
geneous or not? And procedures have been 
developed for testing the hypothesis that they 
are, cf. for instance Kendall and Stuart (1966 
esp. chap. 42, sect. 14). The psychologist who 
adopts their method for calculating a probability 
may feel at least absolved from personal 
responsibility if he obtains an apparently 
incongruous result. 

He would do better to estimate the errors of 
his observations experimentally. They are sub- 
jective in origin, so the theoretical requirements 
of random sampling are, to say the least, more 
difficult to satisfy than if they were objective. 
Alinement does not guarantee that the variables 
measured, the constructs, undergo no re- 
definition between one grid and another—this 
possibility is explicitly admitted. Moreover 
singularities are liable to occur in the data, 
leading to zero determinants and intractable 
determinantal ratios and products, so the 
procedure may have no definite outcome. 

Often the question of significance needs no 
answer. It is essentially a hypothetical one, 
concerning what can be inferred from the 
evidence about what is to be expected on some 
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other occasion; and the answer may not help 
the experimenter to understand what happened 
on one particular, possibly unrepeatable 
occasion. 

The coefficient is intended for use as a 
psychological measurement in the same way as 
a score on a test. Its mean and standard devia- 
tion in different groups can be found experi- 
mentally, and the groups can be compared in 
terms of it; it can be correlated with other 
variables, and so on. It is just like a consistency 
score in this respect. 

And it cannot be expected to remain constant 
under different experimental conditions any 
more than consistency scores do. Bannister's first 
two experiments quoted in section 1 were closely 
parallel: the grids compared were of 18 elements 
and 10 constructs on the first occasion and of 20 
elements and 9 constructs on the second. Yet 
the mean value of the consistency score for 
normal subjects is significantly higher in the 
second one, namely: 








Numberof Mean Standard 
subjects score deviation 
- First experiment 20 36-0 21:7 
Second experiment 30 50.1 22:9 
t = 2:22 р = 0:02 


and the means for all the other small ехрегі- 
mental groups are also higher to some extent. 
The direction of the changes is as expected with 
more elements and fewer constructs. Coefficients 
of convergence are likely to be affected in the 


- same way. 


5. The validity of measures of consistency 

In all the experiments quoted in section 1 the 
mean consistency score for thought-disordered 
schizophrenics was significantly below the means 
for the other groups. The results from comparing 
them with the normal cases may be summarized 
as follows: 








Means d ві 
Experi-——————————- (differ- (for а/а 
ment Patients Controls ence) controls) 
1960 10°25 36:00 25:75 21:67 119 
1962 145 50:1 95:6 22:2 1-60 
1966 *18 + 62 "84 1:80 
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Patients suffering from other ‘mental disorders 
did not differ significantly from the normals. 
This cumulative evidence provides impressive . 
confirmation of the concurrent validity of 
consistency scores for distinguising between the 
thought-disordered schizophrenics and the other 
groups, including the other schizophrenics, 

It might be argued that there is no need to go on 
to consider their trait validity.* “Consistency may be 
used merely as a label to identify the scores : ‘Constance’ 
or even ‘Charlie’ might do just as well. The value of any 
psychometric scale depends only on its practical 
applications, not on its theoretical derivation. 

This argument might be undeniable if the 
scores were only required for practical purposes 
such as ascertaining the occurrence of thought 
disorder in schizophrenia. But the procedure for 
calculating them is derived from a theory 
concerning the nature of thought disorder, and 
the discrimination between the groups is used as 
evidence in support of it. The value of the 
evidence for this purpose or in other words the 
trait validity of the scores accordingly comes into 
question.* 

The definition of ‘consistency’ may become 
clearer if methods for measuring it are com- 
pared with ones, long-established, for measuring 
reliability. Let us consider the relationships 
involved when two grids a and B record an 
informant's evaluations of the same elements on 
two occasions. 

The data can then be treated'as test-retest 
results for the same grid. If the evaluations 
tend to be the same for a construct in A as for the 
one alined with it in в, its test-retest reliability 
will be high; if the evaluations differ markedly, 
it will be low. Accumulating the evidence for all 
the constructs will provide a measure of the 
reliability of the grid as a whole. 

On the other hand the correlation between 
one construct and another in a may agree with 
the correlation between the two alined con- 
structs in B although the evaluations of the 
elements have changed, provided they have 
changed in terms of both constructs in a 
consistent way. ‘Kind’ and ‘Sincere’ for instance 
may remain closely correlated in an informant’s 

* Owing to the technical meaning of the word ‘con- 


struct’ in the terminology of grid technique, the phrase 
‘construct validity’ is replaced by ‘trait validity’ here. 
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construct-system on both occasions, although 
some elements have depreciated and others 
appreciated if their changes in both terms are 
concomitant. Thus a and в may remain 
consistent in spite of low test-retest reliability. 

This is the notion of consistency presented by 
Fransella (1970) who used cor for analysing 
her data, and by Salmon (1971) who used New 
COIN. Whether it agrees with Bannister’s may 
be left for them to decide. It clearly recognizes 
that changes from one grid to another may be 
of two kinds—consistent and inconsistent. We 
can change a grid in an enormous number of 
ways by exchanging any of the elements for 
any of the others—father, mother, teacher liked, 
teacher disliked, etc. in a game of general post— 
without affecting the correlations between the 
constructs at all. All that is necessary is to alter 
the order of the columns in the grid or change 
the labels assigned to the columns. Can changes 
of such kinds occur—can the informant see his 
best friend change places with his worst enemy, 
etc.—without any invalidation of his construct 
system ? 

In geometrical terms consistent changes in 
the evaluations of the elements rotate the disper- 
sion of the constructs in the E-space without 
affecting the angular distances between them. 
The programs offset such changes by comparing 
the angular distances between the constructs 
without reference to the situation of their 
disperson in any E-space. Thus they are appro- 
priate to the Fransella-Salmon notion of con- 
sistency as well as to the operative definition of 
consistency incorporated in Bannister's methods 
of calculating consistency scores. If there is any 
discrepancy it is between Bannister's theoretical 
definition of the trait to be measured and the 
method he adopted for measuring it. 

The definition of what consistency scores were 
theoretically intended to measure ought in any 
case to have been reformulated when the pro- 
cedure was changed from using different 
elements in the two grids to using the same 
ones, as it was for the 1966 experiment. What 
was being measured could no longer be de- 
scribed as the stability of the construct system 
with a change of elements, but only its stability 
over a minimal time-interval. It is an interesting 
empirical fact that tacitly discarding the original 
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theory from which the procedure was derived 
did not diminish its practical value but on the 
whole enhanced it (cf. the figures at the head of 
this section). 

Doubts have been raised in some recent 
publications as to whether the concurrent 
validity of their consistency scores for differential 
diagnosis is as high as Bannister and Fransella 
(B. and F.) claim, and whether Bannister's 
theory accounts for the facts. Foulds et al. (1967) 
point out that thought disorder among schizo- 
phrenic patients varies along a continuum; the 
B. and F. samples were drawn from the extreme 
ends of it, as they only included patients if there 
was agreement between three clinicians about 
the presence or absence of thought disorder. 
When test scores are correlated with psychiatric 
assessments of the extent of thought disorder 
along its entire range, the results can hardly be 
expected to be so clear-cut. Comparing B. and F. 
scores of (1) Intensity* and (2) Consistency with 
(3) such psychiatric assessments in two groups 
of schizophrenics, 24 acute and 24 chronic, the 
correlations Foulds et al. obtained were: 








Acute Chronic 

2 3 2 3 
I з .. *51 “87 "30 —-Ol 
2 e Ж “49 -13 





The results support their argument and provide 
only limited confirmation of B. and F.’s findings. 
Poole (1970) likewise pointed out that a test is 
not required in unequivocal cases but only when 
the differential diagnosis is uncertain; and after 
correlating scores with clinical assessments in 75 
cases he reached the conclusion that the test is 
not accurate enough for the purposes for which 
it is needed in practice. In a retrospective study 
of the performance of 95 psychiatric patients, 
Frith and Lillie (1972) found that Intensity and 


* The ‘intensity’ score from a grid depends on the 
proportion of the total variation in it attributable to its 
major component. Its ‘cognitive complexity’ is inversely 
dependent on the same property. Owing to some arbitra- 
riness in their definitions the relationship is not exact in 
either case; but users of the M.R.C. service can take the 
proportion listed in the output from INGRID as a 
convenient approximation for both, cf. McCoy (1971). 
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Consistency scores were significantly related to 
psychiatric assessments of thought disorder, but 
so too were element consistency scores,* and 
when the variation associated with element 
consistency was partialled out the scores had no 
significant association with the assessments. 
Accordingly they drew the conclusion that the 
poor performance of thought-disordered patients 
‘is not due to a loose construct system but to a 
difficulty in extracting relevant information 
from complex visual stimuli’—an opinion 
already expressed by Miller and Chapman 
(1968). Other criticisms of Bannister’s assump- 
tions and methods have recently come from 
Williams (1971) and Phillips (1971). 

It is doubtful whether the experimental 
procedure can produce decisive results. Differ- 
ences found between two grids with the same 
constructs may be attributed either to changes in 
the use of the constructs or to differences 
between the two sets of elements. The evidence 
still remains indecisive when both grids refer to 
the same elements. If an informant does not 
assign the same value to a certain element in 
terms of a certain construct each time, he may 
have revised his evaluation of the element or 
have modified his use of the construct. The 
experimenter is afforded an opportunity for 
some constructive alternativism. 


6. An alternative approach to the problem of 

comparing two grids 

When two grids refer to the same elements as 
well as the same constructs—typically when 
they are obtained from the same informant by 
the same procedure on two occasions—they.can 
be aligned by row and column. Then subtract- 
ing one from the other provides a table of 
differences which can be analysed. The DELTA 
program does this.T 

When evaluation is in grades the mean grade 
is calculated for each construct in each grid and 
the grids are converted into tables of deviations 
from the construct means before subtraction. 
The total variation about the mean on each 
occasion is also calculated. This is unnecessary 

* The ‘element consistency’ of a grid corresponds with 


its test-retest reliability as defined above and mentioned in 
section 6, 


t cf. Footnote on p. 46. 
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of course for rankings. In either case subtraction 
produces a grid of differential changes which is 
listed. The change in the evaluation of an 
element in terms of a construct is shown as 
positive if its evaluation is higher relatively to 
the construct mean on the second occasion than 
on the first. 

A complete analysis of the differences can be 
made. Among other results the correlations 
between the alined constructs are listed; and 
their variation and covariation is accumulated 
to measure the general ‘degree of correlation 
between the two grids. This coefficient describes 
the test-retest reliability or element consistency 
of the grids (cf. Frith and Lillie) in contrast to 
their construct consistency or convergence as 
defined in section 5. 

The program is frequently applied to grids 
obtained from a patient on different occasions 
while under psychiatric treatment (Dresser, 
1969; Watson, 1970). In such circumstances 
much more detailed examination of the differ- 
ences between the grids is justifiable. The results 
obtained by correlating the alined constructs 
may show that some have remained stable, 
others not; and the sums of squares of differences 
in the evaluations of the elements may similarly 
show big changes for some and not for others. 
The principal component analysis may show 
that the changes are interrelated and concentra- 
ted in quite a small number of dimensions. 

The experimenter is left free to decide how 
much importance to attach to the nature of the 
constructs, the elements and the occasions in 
interpreting his results, but should remember 
that the data reflect the interactions between 
all these functions—or main effects, to borrow a 
term from the analysis of variance. 

Rowe (1971) used the program for comparing 
a grid a patient completed himself with one the 
psychiatrist completed in the way he believed 
the patient would, as a means of measuring the 
extent of the psychiatrist’s insight. Her results 
showed that though the psychiatrist was fairly 
successful on the whole there was one area 
where he misconstrued his patient rather badly. 

It is clear from such findings that the con- 
sistency of a pair of grids is very seldom uniform 
throughout. The evidence of Garside and 
Van der Spuy shows that this tends to be the 
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case even when the time between administering 
the two grids is minimal. Uncertainty is likely 
to concentrate on how a few of the elements 
should be evaluated or a few of the constructs 
should be applied. Reducing the measurement 
of consistency in repertory grids to a single score 
or coefficient is a very crude approximation. 


SUMMARY 


A program is described for calculating a 
‘coefficient of convergence’. The procedure 
followed corresponds closely with Bannister’s 
various methods for calculating ‘consistency 
scores’, and the results obtained are almost 
exactly equivalent; but the program extends toa 
far wider range of data and can be generalized 
if desired to compare more than two grids at a 
time. The variable measured is precisely defined 
in terms of the essential properties of grids, and 
the reasons for adopting it are explained. 
Reasons are added for doubting whether the 
psychological trait of consistency, as Bannister 
describes it, is necessarily what is measured 
either by his ‘consistency scores or by the 
proposed ‘coefficient of convergence’. The 
diagnostic value of the measurements, it is 
suggested, is more important to psychology than 
their relevance to Bannister’s theory of how 
thought disorder originates in schizophrenia. 
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Comparison of Provided and Elicited Grid Content 
in the Grid Test of Schizophrenic Thought Disorder 


By M. McFADYEN and G. A. FOULDS 


Within a framework of Kelly’s Personal 
Construct Theory (Kelly, 1955; Bannister, 
1962a), Bannister (1960, 1962b) considers 
thought-process disorder (formal thought dis- 
order) to be a loosening of the associations 
between the constructs of the patient’s con- 
ceptual system, and an instability over time of 
whatever pattern of association remains. The 
disorder appears to be maximal in that con- 
struct subsystem which subsumes discriminations 
relating to psychological attributes (Bannister 
and Salmon, 1966; McPherson and Buckley, 
1970). 

The Bannister-Fransella Grid-Test of Schizo- 
phrenic Thought Disorder (Bannister and 
Fransella, 1966, 1967; Bannister et al., 1971) is 
a measure of thought-process disorder based on 
this conception. It has been found to differen- 
tiate between groups of thought-process dis- 
ordered schizophrenics and other non-organic 
psychiatric groups and normals. 

The test requires the subject to rank-order 
eight passport-type photographs of people 
unknown to him, according to six constructs; 
kind, stupid, selfish, sincere, mean and honest. When 
this has been done the whole procedure is 
repeated, and two scores, Intensity and Con- 
sistency, are calculated (Bannister and Fran- 
sella, 1967), which serve as operational measures 
of ‘looseness of association’ and ‘stability of 
pattern of association’ respectively. In discussing 
the nature of thought disorder, Bannister 
generalizes from patients construing on this 
highly structured test to construing of people in 
real life. This paper reports the results of a 
study designed to test the validity of this 
generalization. . 

The question of validity here may be regarded 
as having two aspects. Firstly, does a person’s 
score on the Bannister-Fransella Grid Test 
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predict the degree of organization of his system 
of construing real people? Operationally this is 
a question of the correlation between the 
Bannister-Fransella Grid Test scores and those 
scores derived from similar ‘grid tests’ in which 
the subjects apply their own constructs to people 
known to them. Secondly, do thought-disordered 
schizophrenics have more loosely organized, and 
less stable, construct systems with respect to 
known people (i.e. lower Intensity and Con- 
sistency scores) on an ‘own construct/known 
people’ grid test? 

Several studies (Bannister, 1962; Bonarius, 
1965; Caine and Smail, 1967; Barbour, 1969; 
Adams-Webber, 1971; Williams, 1971) provide 
evidence that the Bannister-Fransella Grid Test 
scores are at least partially dependent on the 
grid content (elements and constructs) even 
when this is confined to discriminations relating 
to psychological attributes of persons. However, 
no study has yet been reported which compares 
the scores from the standard Bannister-Fransella 
Grid Test with scores derived from a similar 
grid test where a subject's own constructs are 
applied to people known to him. Such a com- 
parison offers the most direct test of the validity 
of Bannister's generalization from construing on 
the Bannister-Fransella Grid Test to the 
construing of real people. 

In the present study, equivalence of the two 
forms of grid was investigated in terms of the 
following: 

I. The degree of correlation between re- 
spective scores on the two forms of the grid. 

2. Comparison of the two forms of grid on the 
extent to which the scores correlated with 
clinical rating of thought disorder. 

3. Differences between scores on the two forms 
of grid. 

4. Comparison of the two forms of grid on 
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the extent to which the scores differentiated 
between thought disordered and non-thought- 
disordered schizophrenics. 


METHOD 
Subjects 

Two groups of subjects were used. 

1. Fourteen  thought-disordered schizo- 
phrenics, 8 male, 6 female, aged between 18 
and 54 years. 

2. Fourteen non-thought disodered schizo- 
phrenics, 7 male, 7 female, aged between r9 and 
51 years. 

The two groups did not differ significantly on 
age, sex composition, or Coloured Progressive 
Matrices score. 

The patients were tested within three weeks 
of admission to a psychiatric hospital. None 
had had E.C.T., but drug treatment could not 
be controlled (most subjects were receiving 
phenothiazines). All had been diagnosed as 
schizophrenic, according to the W.H.O. inter- 
national classification system, by the responsible 
psychiatrist. The patients were also indepen- 
dently diagnosed as schizophrenic by a con- 
sultant psychologist on the basis of the Symptom 
Sign Inventory. Only cases where psychiatrist 
and psychologist agreed on a diagnosis of schizo- 
phrenia were included in the study sample. 
Following the S.S.I. interview this same psycho- 
logist rated the patient clinically as to degree of 
thought disorder. Patients were given a rating of 
I to 20, 1 meaning definitely not thought- 
disordered, 20 definitely thought-disordered. 
The 14 patients with ratings 10 and above were 
considered thought-disordered, those below 10 
were considered non-thought-disordered. 

All tests other than the S.S.I. were admini- 
stered by one of two testers, both with previous 
experience of the tests used. 


Measures 

1. The standard Bannister and Fransella Grid 
Test of Schizophrenic Thought Disorder (Ban- 
nister and Fransella, 1967) was given, and 
Intensity and Consistency scores calculated. 

2. Each subject was given a list form of the 
Reptest (Kelly, 1955) with the following 8 roles: 
mother; father; sister; brother; a friend you 
knew in high school (or in your teens) ; someone 
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whom you knew in high school (or in your teens) 
whom you disliked; someone you have enjoyed 
working with; someone with whom you have 
found it difficult to work. 

The subject was asked to write the name of the 
person who filled each role for him (or who 
came closest to that role) on a 2 in. х 3 in. card. 
Random triads of these cards were presented, 
with the instructions: "Tell me some way in 
which two of these people are alike in their ways, 
but different to the third person', until the 
subject had provided 6 constructs which fulfilled 
the following conditions: 

I. In the opinion of the tester it was possible 
to rank all the elements on the construct. 

2. The constructs had to be descriptive of 
‘personality and emotional state’ (Dixon, 1969; 
McPherson et al, 1970), in order that they 
should be comparable in this respect with the 
Bannister-Fransella Grid Test constructs. 

3. If a construct appeared to the tester to be 
identical with one given previously, the 
subject was asked if this was so. Only the first 
of any set of constructs which the subject 
declared to be identical was accepted. This 
procedure produced 8 elicited elements (names 
of known people) and 6 elicited constructs, 
which were then used in place of the standard 
elements and constructs in a modified Bannister- 
Fransella Grid Test, from which Intensity and 
Consistency scores were calculated. 

In all cases the listform of the Reptest was 
given before either of the gridforms. Half of the 
subjects in each group completed the grid tests 
in the order ‘provided—elicited’ and half 
*elicited—provided', in order to control for 
possible sequence effect. 


RESULTS AND DISCUSSION 


Since the conditions necessary for parametric 
statistics could not be assumed, non-parametric 
tests were used throughout. 

Intercorrelation of grid scores are given in 
Table I. The two most relevant correlations are 
underlined. That for intensity between the 
two grid forms is significant at 0*1 level. The 
corresponding correlation for Consistency is not 
significant. Both Bannister and Fransella scores 
correlate significantly with the ‘own construct/ 
known people! grid Intensity scores. One must 
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Tasrz I 
Intercorrelation of grid scores (Spearman p) 


B-FI B-FQ OC/KPI OC/KPC 








B-F I 


В 0:72** 0-97*  —0-04 
B-F с .. 0:46** 0:16 
OC/KP I .. 0:40* 
OO/KP C .. 


* por (2 tailed test). 
** p 0-05 (2 tailed test). 
B-F — Bannister-Fransella grid test. 
OC/KP = Own construct/known person grid. 
I — Intensity. 
С = Consistency. 


conclude that while the Bannister-Fransella 
scores are likely to have some predictive value in 
regard to the Intensity of a subject’s actual 
construct system with respect to known persons, 
it has little if any value in predicting Con- 
sistency. It should be noted that the correlation 
between Bannister-Fransella Intensity and Con- 
sistency scores is higher than previously reported 
(Bannister and Fransella, 1966; Foulds et al., 
1967). 








Tase II 
Correlations between grid scores and clinical rating of 
thought disorder (Spearman p) 
Rating of thought disorder 
B-FI .. —0:39* 
B-FC .. —0-38* 
OC/KPI —0'52** 
OC/KPC —0*21 





* po:r (2 tailed test). 
** p 0:05 (2 tailed test). 
B-F = Bannister-Fransella grid test. 
OC/KP = Own construct/known person grid. 
I = Intensity. 
G = Consistency. 


Only one of the ‘own construct/known people’ 
grid scores is significantly correlated with 
clinical rating of thought disorder (Table IT), 
although its correlation is higher than those of 
the Bannister-Fransella grid scores. While it is 
thus difficult to say which form of grid yields 
scores most closely related to clinical rating of 
thought disorder, one can reasonably conclude 
that both grids yield scores which are correlated 
with such ratings. 
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Taste ПІ 
Medians and interquartile ranges (О) for the two forms of 
grid 




















Intensity Consistency 
Mdn. Q Мал. Q 
TDS 
B-F 80 269 0°52 0:26 
OC/KP 1,082 366 og oœ 
NTDS 
B-F 951 237 0:73 0:28 
OC/KP 1,936 574 0-80 0-1 





TDS = Thought-disordered schizophrenics. 
NTDS = Non-thought-disordered schizophrenics. 


The medium and interquartile ranges of 
Intensity and Consistency for both groups on 
the two forms of grid are given in Table IIT. 
It can be seen that both groups have higher 
scores both for Intensity and Consistency on the 
‘own construct/known people grid’, The signi- 
ficance of these differences was tested by the 
Wilcoxon Matched-Pair Signed-Ranks Tests, 
results of which are given in Table IV. The 
comparisons for the non-thought-disordered 
group, and for both groups combined are 
significant beyond the -o5 level, while those for 
the thought-disordered group alone almost reach 
significance at this level. It may reasonably be 
concluded that Intensity and Consistency scores 
are higher on the ‘own construct/known people’ 
grid than on the standard Bannister-Fransella 
grid for these two groups. 

Table V gives results of Mann-Whitney U- 
Tests on the differences in both scores between 
the two groups of subjects. While only Intensity 
on the ‘own construct/known people grid is 
significantly different (p -:05) the data of 
Tables V and III suggest that the differences 
found between thought-disordered schizophre- 
nics and non-thought-disordered schizophrenics 
(i.e. the former lower on both Intensity and 
Consistency) by Bannister and Fransella are 
maintained when the subjects’ own constructs 
are applied to known people in a similar grid test. 

That the differences between the groups on 
the standard Bannister-Fransella Test are just 
below significant (at p = o:1) is most likely 
due to the less rigid selection of thought- 
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Tasis IV 
Wilcoxon tests on differences in scores for the two forms of the grid 
Group Score Direction of difference Value of T 
TDS Intensity .. OC/KP B-F 23 Т = 21 sigat p = +05) 
TDS Consistency. . OC/KP B-F 24 T = 21 sigat p = -05) 
NTDS Intensity .. OC/KP PF I р `001 
NTDS у Consistency. . OC/KP B-F 17 p ‘05 
Both groups Intensity .. OC/KP B-F 41 р ‘00032 
combined Consistency. . OC/KP B-F 76:5 р ‘007 








—TDS = Thought-disordered schizophrenics (etc. as for Table ITI). 




















TABLE V 

Comparison of TDS and NTDS on intensity and consistency scores (Mann-Whitney U-test 
Form of grid Score Direction of difference Value of U 
B-F . Intensity NTDS TDS 65 For all comparisons 
B-F Consistency. . NTDS TDS 66-5 U = 61 is significant 

аїр = 0:1 

ОС/КР Intensity NTDS TDS 52 nr Ng == 14 
OC/KP Consistency. . NTDS TDS 64 





disordered and non-thought-disordered subjects 
employed in this study compared to the 
Bannister-Fransella (1966)standardizationstudy. 
In terms of score intercorrelations, and 
correlations between grid scores and clinical 
rating of thought disorder, the results thus 
provide evidence of a limited degree of equiva- 
lence of the two forms of grid. There is also 
evidence that the scores from the two forms of 
grid are roughtly equivalent in their power to 
differentiate thought-disordered and non- 
thought-disordered schizophrenics. We may 
conclude that despite the limited power of the 
Bannister-Fransella Grid Test scores to predict 
corresponding scores on an ‘own construct/ 
known people’ grid, the general relationship 
with thought disorder is similar for both forms 
of grid scores. However, the higher scores of 
Intensity and Consistency on the ‘own con- 
struct/known people’ grid provides evidence 
that for these two groups of subjects their actual 
construct system subsuming ‘psychological’ 
discriminations among known people is more 
tightly organized and more stable over time 
(i.e. for thought-disordered schizophrenics, less 
disordered) than the construct system being 
applied in the Bannister-Fransella Grid Test. 


To conclude, while the Bannister-Fransella 
Grid Test scores cannot be taken as an accurate 
measure of the state of a subject’s actual con- 
struct systern with respect to known people, it 
has a useful discriminatory function, probably 
reflecting a general loosening and instability in 
the (psychological) construct system of thought- 
disordered schizophrenics. 
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A Study of Depersonalization in Students 


By D. H. MYERS and G. GRANT 


INTRODUCTION 

Some patterns of deranged function—epi- 
lepsy, schizophrenia—have been enshrined as 
diseases; others, such as depersonalization, 
have, by and large, escaped this fetter. This is 
perhaps why there has been no difficulty in 
accepting that depersonalization, being a pattern 
of disordered function, can occur in conditions 
of very different aetiology. It is seen in temporal 
lobe epilepsy (12), temporal lobe migrane (22), 
depression (8), LSD intoxication (20), schizo- 
phrenia (1), phobic anxiety states (15), sleep 
deprivation (2) and the hypnagogic state. 
Shorvon (21) reported cases of depersonaliza- 
tion occurring in the apparent absence of other 
psychiatric disorder, and Davison (4) investi- 
gated in detail seven such cases. Finally the 
occurrence of depersonalization in people not 
attending psychiatric or neurological clinics 
is now well attested (13, 5, 18, 6). 

Our aim was to study some aspects of the 
form and circumstances of depersonalization 
occurring in a student population and to 
determine to what extent, if any, it has factors 
in common with depersonalization encountered 
in psychiatric practice. 


METHOD 

The members of the population studied, all 
students in seven University Halls of Residence, 
were sent only a very crude description of 
depersonalization, lacking any distinctive 
adjective, as follows: ‘Episodes in which the 
body or head feels odd or the surroundings 
appear different in a rather uncanny way.’ 
They were asked to write a detailed account 
of any of their own experiences which seemed 
to tally; otherwise to write ‘no’. They were 
divided by their replies, using criteria enumera- 


ted below, into those who had experienced, 


depersonalization (‘depersonalization present’ 
group) and a remainder. All students describing 
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depersonalization were invited to interview. 
Since the remainder was large, a random sample 
of it was invited to interview; its members were 
informed of our criteria of depersonalization 
and were again asked if they had ever experi- 
enced it. They were divided by their replies 
into those now professing to have had deper- 
sonalization (‘depersonalization uncertain’ 
group) and those who continued to deny ever 
having had it (‘depersonalization absent’ 
group). 

The criteria were as follows: If a student 
recounted that bis body or surroundings had 
ever felt distant, unreal, detached, alien or 
changed in size or shape, he was regarded as 
having had depersonalization. Jamais vu was 
also regarded as depersonalization, because its 
phenomenological distinction from the sensation 
that the surroundings are remote, unreal or 
alien seems to be one of degree rather than of 
kind. Any accounts couched entirely in words 
from our crude description were not accepted as 
being of depersonalization, nor were those in 
which the crucial adjectives referring to the ways 
in which the body or surroundings seemed 
changed were used in what could have been a 
wholly metaphorical sense. Thus, comments 
such as ‘sometimes I feel detached from my 
friends’ or ‘on some occasions I feel small’ might, 
of course, refer to depersonalization but might 
equally refer to other experiences. 


RESULTS 

I. General: The undergraduate population of 
the seven Halls of Residence consisted of 536 
women and 1,194 men. Of the women 339 
(65:9 per cent) replied; 42 gave convincing 
accounts of depersonalization, and of these 36 
attended for interview. From the 297 who 
failed to produce convincing descriptions 70 
were selected at random; 57 attended for 
interview, of whom 40 were placed in the ‘DP 
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absent’ group and 17 in the ‘DP uncertain’ 
group. Of the men 552 (46-2 per cent) replied; 
34 gave convincing accounts of depersonaliza- 
tion and of these 30 attended for interview. 
From the 518 who failed to give convincing 
accounts of depersonalization 60 were selected 
at random; 52 attended for interview, 44 being 
placed in the ‘DP absent’ group and 8 in the 
‘DP uncertain’ group. 

Of the students who replied, a higher pro- 
portion of women (42/339) than of men (34/552) 
supplied convincing accounts of depersonaliza- 
tion (x? = 9:6, df. = 1, p < о:01; Yates’ 
correction applied to this and all subsequent 
determinations of y? based on d.f. == 1). This 
accords with Mayer-Gross’s (9) finding of a 
female preponderance in his group of 26 patients 
with depersonalization. 

П. The form of the episodes: The descriptions 
which students gave of depersonalization differed 
in no obvious way from those encountered 
clinically and were every bit as striking. Here 
are some examples: 


‘I felt slightly unreal and as though I wasn't part 
of my surroundings, but watching from a distance; 
my voice sounded strange to me and did not seem to 
be part of me.’ 

‘The feeling of not belonging to my body but being 
outside it.’ 

‘I don’t feel the sensation of it being my hand; it is 
something else which is there but nothing to do 
with me.’ 

‘I suddenly felt that I was really bebind myself, not 
watching myself but detached from everything 
including my body to some extent.’ 

‘My mother and I were walking towards each 
other from opposite ends of a street, and I suddenly 
felt an odd sense of estrangement, as if I had never 
seen her face in my life before.’ 

‘I felt disembodied . . . only my mind seemed to 
exist . . . I would have to pinch myself to reassure 
myself that I did exist.’ 


ПІ. Their circumstances: Forty-eight students 
experienced depersonalization exclusively either 
in the waking or in the hypnagogic state. In this 
group, disturbances in body size occurred 
significantly more often in hypnagogic than in 
waking depersonalization (d$: p == 0:014; 
9: p = 0-004), and were described in terms 
of which the following are examples: 


‘I feel my big toe, thumb or any portion of my 
anatomy swell up to gigantic proportions,’ 

‘I can see my body in the dark and it seems to be 
immensely long.' 

*Generally my head and lower jaw feel dispropor- 
tionately large for my body and my arms and fingers 
pencil thin.’ 


There is some evidence that points to an 
association between ‘fatigue’ and depersonaliza- 
tion (9). The relationship between the time of 
day and the incidence of depersonalization was 
therefore examined. All the students who had 
experienced depersonalization within the pre- 
vious year were asked the time of day of onset 
of the last episode and the approximate time of 
waking and of falling asleep on that day. Most 
(48) of the students were able to give an 
answer. The distribution of the 48 last-recollected 
episodes of depersonalization in the four quarters 
of the waking day, progressing from a.m. to 
p-m., was 9, 8, 9, 22 (x? = 111, df = 3, 
р < 0:05). 

Depersonalization occurring in the hypna- 
gogic and fully awake states, although pheno- 
menologically very similar (but differing in at 
least one respect, see above), may nevertheless 
have different pathogenesis. For this reason the 
distribution of waking depersonalization alone 
was examined; it was found to be 9, 8, 9, 16. 
Although depersonalization still predominates 
in the last quarter of the day the disparity is no 
longer statistically significant (x? = 3:9, df. 


). 

IV. Déjà vu: The students with a history of 
depersonalization were only regarded as having 
déjà vu if they experienced it independently of 
their episodes of depersonalization. This is 
because we found it difficult if not impossible to 
distinguish between déjà ou occurring simulta- 
neously with depersonalization and the justified 
sense of familiarity engendered by a second or 
subsequent attack of depersonalization. Table I 
Shows that déjà vu is overrepresented in the 
students with depersonalization to a degree 
which attains statistical significance in men but 
not in women. 

V. Agoraphobia: The students were asked if 
they felt anxious in large spaces such as in parks 
or in crowds encountered in the street, in shops 
or on public transport. Out of 93 women, 18 
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Tase I 
The distribution of déjd vu with respect to 
depersonalization 
Depersonalization 
Déjà vu I 2 8 
Present Absent Uncertain 
Men: 
Present v 24 16 5 
Absent v 6 28 3 
Women: 
Present is 29 25 12 
Absent кя 7 17 5 
uare (partitioned by Kimball’s formula—see 
Maxu › А. E. (11)—due to the difference between 


‘DP present’ and ‘DP absent’): 
Men: 11:8, d.f. = 1. p < 0:001. 
Women: 3:47, df. = 1, N.S. 


(1g per cent) had mild agoraphobia, a sur- 
prisingly high proportion; but only 2 out of 82 
men (2:4 per cent) had experienced this symp- 
tom. A comparison between these two propor- 
tions would be ambiguous, because the ratio of 
those with and without depersonalization was 
not the same for men as for women. However, 
when the prevalence of agoraphobia was 
examined in the students with depersonaliza- 
tion, women were found to have it significantly 
more often than men. Eleven out of 36 women 
and 2 out of 30 men had agoraphobia (x? = 
4°49, d.f. = 1, p < 0:05). Schapira, Kerr and 
Roth (17), also examining a non-psychiatric 
population (patients attending surgical clinics), 
found a very similar prevalence of agoraphobia: 
women 22 per cent, men 2:4 per cent. Table II 
contains evidence of association between de- 
personalization and agoraphobia in women 
students. The prevalence of agoraphobia in 
men was too small for statistical examination. 


VI. Emotional health and psychological stress 
during the previous year: The students were 
scored on 25 items relating to stress and 12 
relating to emotional health during the previous 
year. Those who had experienced depersonaliza- 
tion in the previous year were compared with 
those who denied that they had ever had it. 
Only one comparison attained statistical signi- 
ficance, and then only just: women with de- 


ТАВІЕ П 
Distribution of agoraphobia in women students with and 
without depersonalization 
Depersonalization 

Agoraphobia I 2 3 

Present Absent Uncertain 
Present ra 11 8 4 
Absent n 25 37 13 
Chi-square (partitioned as in Table I) due to 


difference between ‘DP present’ and ‘DP absent’: 
4°77, df. = 1, p < 0:05. 


personalization had higher scores than controls 
on items relating to emotional disturbance 
(Mann-Whitney ‘U’, z = 1°98, p < 0-05). 

VIL  JVeuroticism and extroversion: All the 
students interviewed were given the Eysenck ‘A’ 
personality inventory. The only statistically 
Significant finding was that men who had 
experienced depersonalization were more neuro- 
tic (mean score 11:3) than those who had not 
(mean score 8-48, t == 2:66, p < 0-01). 

VIII. Schizophrenia and epilepsy: In none of the 
students who provided convincing accounts of 
depersonalization was the experience found to 
be delusional and thus to suggest schizophrenia. 
No student in any of the groups had epilepsy. 


DISCUSSION 

Excellent reviews of depersonalization (10, 
19) have been published recently. We shall 
therefore confine ourselves to a few aspects only. 

We have found that there are some points of 
resemblance between depersonalization en- 
countered clinically and that experienced by 
students. The descriptions students gave of 
depersonalization are strikingly similar to those 
given by patients. As with patients, depersonali- 
zation in students is more common in women 
than in men. There is evidence, admittedly 
weak, linking depersonalization in students 
with both neuroticism and recent disturbances 
in emotional health. Our main finding, however, 
is of an association between depersonalization 
and agoraphobia (in women) and of depersonali- 
zation and déjà vu (in men) in a student popula- 
tion. It has been known for many years that this 
seemingly ill-assorted trio—or, more accurately, 
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fear, depersonalization and déjà vu—occurs in 
temporal lobe epilepsy; in this condition it 
could be dismissed as resulting merely from the 
capricious spread of the epileptic process. 
However, its occurrence also in neurosis (15) 
and, according to our findings, in a non- 
psychiatric population, strengthens the possi- 
bility of an underlying functional relationship. 
Harper and Roth (7) have recently reconsid- 
ered the view that depersonalization and 
agoraphobia are functionally related in suggest- 
ing that depersonalization curbs crippling 
anxiety. 

The idea that depersonalization has a 
protective function has a mixed pedigree. It 
is found in psychoanalytical writings. Sarlin (16) 
for example, believes that depersonalization is a 
defence against aggressive feelings. It can also be 
derived from Mayer-Gross’s view that de- 
personalization is a ‘preformed functional 
response of the brain’ (9); for the examples he 
gives of preformed functional responses—semi- 
consciousness, delirium, catatonic  states— 
suggest that he had in mind that limited number 
of set patterns by which the body responds to 
the innumerable agents which harm it. These 
set patterns are a variable combination of 
deranged function and protective measures, 
‘Preformed functional response’ has as a result, 
been tacitly accepted by some to mean protective 
response. It is perhaps worth noting that to 
accept the possibility that depersonalization has 
a protective role in anxiety—whetber en- 
countered clinically ог not—still leaves us free 
to regard it as a deranged function when it 
occurs in other circumstances, for example in 
organic disorders. For deranged function may 
take the form of the inappropriate or exaggera- 
ted release of protective measures—as, for 
instance, the nociceptive withdrawal reflex in 
paraplegia (3). 

The phenomena of familiarity and of perspec- 
tive seem to be involved both in agoraphobia on 
the one hand and in depersonalization and 
déjà vu on the other. This is consonant with 
the possibility that déjà ou and depersonalization 
are part of a system which can modulate, fairly 
selectively, sensory input in order to minimize 
agoraphobia. Both Snaith (23) and Roth (15) 
have emphasized the importance of the un- 


familiar as a source of fear in agoraphobia. On 
the other hand, an essential assumption in the 
learning theory of agoraphobia is that stimuli 
are able to evoke fear because they, or com- 
parable stimuli, have been encountered before 
in fearful circumstances—that is, they are 
familiar. Too much or too little ambient space 
seems also to be an important source of fear in 
agoraphobia. These various views are by no 
means irreconcilable, because the occurrence of 
one fear may well facilitate the development of 
others. For instance, what is fearful by virtue of 
its familiarity, e.g. a dog, may be more fearful 
if encountered in unfamiliar surroundings. Thus, 
the familiar and the unfamiliar, surroundings 
excessively close and surroundings excessively 
distant may all, . without inconsistency, be 
regarded as sources of fear in agoraphobia. 
These perceptual qualities seem to have a 
counterpart in the changed perception of per- 
spective and of familiarity that occurs in 
depersonalization and déjà ou. This raises the 
question: are déjà vu and depersonalization part 
of a system which minimizes fear by redressing 
certain fear-inspiring qualities of sensory infor- 
mation as it is transmitted from eye to con- 
sciousness? On this basis déjà vu would result 
from redressing frightening unfamiliarity; the 
unreality feelings of depersonalization would 
have a comparable relationship with frightening 
familiarity; micropsia (surroundings appearing 
small and distant) with claustrophobia, and 
macropsia (surroundings appearing near and 
large) with frightening wide open spaces. 
However, such a crude stratagem seems out of 
keeping with the general refinement of the 
brain. In any case, the close correspondence it 
implies between the quality of fear-inducing 
stimuli and the form of depersonalization/déja vu, 
does not seem to be apparent clinically. 

The difficulty in describing déjà ou, depersona- 
lization and agoraphobia without recourse to the 
idea of familiarity raises another question: does 
a disorder of recognition underlie all three? 
‘Two inferences can be drawn from the nature of 
depersonalization which have a bearing on this 
question. The first most clearly emerges when 
we consider somebody contemplating his face 
in a mirror. He will recognize a human face, its 
identity, and that it belongs to him. It may seem 
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that the last two are really the same. However, in 
depersonalization there may be a dissociation 
between the recognition of personal identity, 
which is retained, and the recognition that this 
identity belongs to oneself, which is lost or 
impaired. It seems, therefore, that while the 
recognition of personal identity is undoubtedly 
necessary for the recognition of belonging, it is 
not sufficient: an even more sophisticated level 
of recognition appears to be involved in addition. 
Talland (24) draws attention to the distinction 
between depersonalization and the loss of 
recognition of personal identity. 

It is of interest that a few students reported 
that depersonalization occasionally—but not 
exclusively—occurred when they looked in a 
mirror: although they could identify their 
image as their own, it did not seem to belong 
to them. Psychiatric patients with depersonaliza- 
tion likewise sometimes report this experience. 
Feel must be a much more firmly entrenched 
means of recognizing that one’s face belongs to 
oneself than is vision—mirrors are only a very 
recent means of extending sensory experience. 
It is hardly surprising, therefore, that if recogni- 
tion of belonging is functioning precariously it 
should break down when having to work on 
cues which are weak. At the same time, a mirror 
extends to our own faces the powe-ful means of 
identification which we are accustomed to 
use when we recognize other people; hence the 
difficulty experienced by someone with de- 
personalization in feeling that the image of his 
face belongs to him is the more poignant for 
occurring when there are powerful cues to the 
identity of that face. 

The second inference stems from the fact 
that depersonalization entails on different 
occasions, and sometimes simultaneously, a 
disturbance in the sense of belonging for both 
body and surroundings. Were depersonalization 
a gross disorder, this extensive impairment of the 
sense of belonging might merely be a further 
aspect of its gross nature. But, as we have 
discussed, as far as recognition is concerned, 
depersonalization is extraordinarily discrete. 
Hence the involvement of both body and 
surroundings suggests that whatever neural 
processes are responsible for recognizing that 
one’s body belongs to oneself are closely associa- 
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ted with those responsible for recognizing that 
home and possessions also belong; and for 
recognizing that one’s neighbourhood is one’s 
‘territory’. 

We raised the question above as to whether 
a disorder of recognition underlies both agora- 
phobia and depersonalization. One possibility is 
that there is an impaired recognition for belong- 
ing common to both, but that whereas this is 
severe and usually acute in depersonalization, it 
is mild and chronic in agoraphobia. The extent 
to which objects are recognized as belonging to 
one’s accustomed world clearly varies from one 
object to another: it is greatest for the body, but 
rather less for intimate possessions such as 
clothes; it is greater for the home than for the 
neighbourhood. If in agoraphobia the impair- 
ment of the sense of belonging is mild, it would 
be expected to affect mainly or solely those 
objects for which the attribute of belonging is 
least strong, e.g. neighbourhood rather than 
body, house or personal possessions. 

Indeed, many patients with agoraphobia say 
that although they have no difficulty in identify- 
ing accustomed streets, buildings etc., these 
things no longer seem to belong, they no longer 
seem to be part of their ‘territory’. It may, of 
course, be that fear impedes the development of 
a sense of belonging, or, if this sense has already 
been established, undermines it. Conversely, it 
is possible that the sense of being in surround- 
ings which seem alien, and remain thus despite 
repeated encounter, creates the fear. This 
second possibility, which seems tantamount to 
Snaith’s view of agoraphobia (see above), is 
favoured by the ability of the familiar, for 
example, prams, walking canes (25) and trusted 
companions (15), to assuage fear when venturing 
outside the house. 

There remains déà vu and the awkward 
paradox that this is the opposite of an impaired 
recognition. The paradox would be a little less 
awkward if déjà vu were a disturbance of the 
same function that we have discussed in con- 
nection with depersonalization and agoraphobia. 
We have mentioned that the degree to which 
objects are recognized as belonging clearly 
varies from one object to another. Could déjà vu 
be the outcome of a fault of recognition which 
results in the whole of current experience 
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suddenly becoming imbued with the sense of 
belonging normally accorded only to the body? 
This would cause the surroundings suddenly to 
acquire an overwhelming personal significance 
which would logically take the form of the 
feeling that they were part of the body. However, 
the cortex may be working well enough during 
déjà vu to reject so grotesque an interpretation. 
It may resolve the ambiguity between the false 
information and, say, its previous healthy 
experience by interpreting the overwhelming 
personal significance not as ‘everything around 
me is part of my body’ but as ‘everything 
around me is part of my personal experience’, 
thus giving rise to the illusion of déjà ou. 


SUMMARY 


1. Some aspects of depersonalization occurring 
in a student population have been studied. 

2. The descriptions students gave of de- 
personalization were strikingly similar to those 
encountered clinically. 

3. The form of depersonalization occurring in 
the hypnagogic state was found to differ slightly 
from that occurring while fully awake. 

4. Depersonalization in students was found 
to resemble that seen in psychiatric practice in 
being more common in women than in men, and 
in being associated with (symbol in brackets 
indicates sex in which association attained p < 
0:05): déjà vu (8), agoraphobia ($), neuro- 
ticism (d) and recent disturbances in emotional 
health (9). 

5. Of the students interviewed, 11:4 per cent 
had mild agoraphobia. In students with de- 
personalization, agoraphobia was more common 
in women than in men (p < 0:05). 

6. Some aspect of the relationship between 
agoraphobia, déjà ou and depersonalization are 
discussed. 
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The Relationship between Genetic and Precipitating Factors 
in Depressive Illness 


By JOHN POLLITT 


INTRODUCTION 


Scientific studies of the families of depressed 
patients have shown that the risk of develop- 
ment of similar illnesses for close relatives is 
greater when the illness of the index case began 
relatively early in life than when it began later. 
These studies have included both manic-depres- 
sive and single episode endogeneous depressions, 
and no account has been taken of the mode of 
precipitation of the illnesses. It has been postu- 
lated that (a) the penetrance of the gene may be 
lower in those families with late onset of depres- 
sion, and (b) that depressive illness may be of 
diverse aetiology, so that genetically determined 
forms appear earlier in life and those which are 
not genetically determined occur later (Hopkin- 
son and Ley 1969). 

To clarify the relationship between aetiology 
of depression and genetic factors in a homo- 
geneous sample the present prospective study 
was made. 


METHOD 


Patients seen consecutively suffering from 
endogenous or typical physiological depression 
appearing as a solitary episode were examined, 
the clinical and aetiological factors being 
explored first. 

The family history was then taken and later 
verified by reference to the relative affected or to 
another relative and the physician who had 
treated the relative affected. Those with a history 
of cyclical depression, manic or hypomanic 
episodes and those who had had more than one 
previous attack or an episode less than four years 
previously were excluded. It was also necessary 
to reject 25 patients for the following reasons: 

i. Both physical and psychological stress 
preceded the illness. 


2. Subsequent observation showed that the 
depressive illness was followed by cyclical 
depression or hypomanic episodes. 

3. The family history could not be confirmed. 


The remaining 142 patients, 26 or whom had 
had one previous episode more than four years 
before the present illness, were divided into 
main groups according to the apparent aeti- 
ology of the depressive illness. The first group 
consisted of those cases in which a physical or 
physiological disturbance preceded the develop- 
ment of first symptoms by not more than eight 
weeks, and in which no relevant psychological 
factors could be determined. These patients 
labelled Group A, included 24 males and 43 
females, the mean age being 36 years. The 
second group contained those patients who did 
not experience a physical or physiological 
disturbance before the onset of the illness, and 
was called Group B. In this group 39 males and 
36 females were included and the mean age 
was 38 years. 

Patients in Group ‘A’ were placed in sub- 
categories according to the type of physical 
stress preceding the onset of the depressive 
illness. The grouping and criteria were as 
follows: 


Group I 
(Twenty-four patients.) Those whose illness 
followed a severe virus or bacterial infection. 


Group II 

(Eighteen patients.) Those whose illness followed 
childbirth or endocrine disturbance. This group was 
composed only of females. 


Group Ш 

(Twenty-five patients.) Miscellaneous physical or 
physiological stress, including weight loss due to 
restrictive dieting, gross over-work, drugs or surgical 
operation. 


68 THE RELATIONSHIP BETWEEN GENETIC AND PRECIPITATING FACTORS IN DEPRESSIVE ILLNESS 


Patients in Group ‘B’ were sub-divided into 
three groups according to the following criteria: 
Group I 

(Fourteen patients.) Those in whom а severe 
psychological stress occurred within eight weeks of 
the onset of the illness. These patients had experienced 
no stress of similar severity previously, or, if they 
had, no abnormal psychological sequelae developed 
after that stress. 

The nature and severity of stress was such that 
the development of depression was a possible pre- 
dictable outcome in the patient concerned. 

Group П 

(Forty-two patients.) Although the patient believed 
that his illness was precipitated by psychological 
stress, the circumstances were such that from the 
medical point of view this could be regarded only 
as a possibility. 

Group Ш 

(Nineteen patients.) No detectable preceding 
stress, The patient was unaware of psychological 
stress before the. onset of the illness and there was no 
reason to believe that his or her view was inaccurate. 


The morbidity risk among relatives for 
each main and sub-category was calculated 
by Weinberg’s short method, the period of 
manifestation 20 to 70 years of age being used. 
As the numbers were small, parents and siblings 
were taken together. 


For secondary cases, parents and siblings 
only were considered. Criteria similar to those 
used for the probands illnesses were employed, 
but cyclical depressions and manic depressive 
illnesses were included. A total of 49 cases were 
confirmed, the majority having been under the 
care of consultant psychiatrists whose records 
were made available. In five cases the notes 
of general practitioners were used, and seven 
affected relatives were interviewed personally. 
Among the whole group of siblings were 3 
maternal half-siblings (x male, 2 female), and 
6 paternal half-siblings (5 male, 1 female). 
These were counted as ф in calculating the 
bezugziffern. 

RESULTS 

Morbidity risks for Group ‘A’ and ‘B’ and 

their sub-categories, the data from which they 


-were calculated and the mean age of each 


group are shown in Table I. 

The morbidity risk for the whole group is 
14:8 + 1:9 per cent, which is within the range 
given by Stenstedt (1952) for parents, siblings 
and children of manic-depressives. However, 
this is derived from a much lower figure from 
Group ‘A’ (physical series) 9:4 per cent and a 
much higher figure for Group ‘B’, 19-2 per cent 
(non-physically precipitated). The actual differ- 


Taste I 
Distribution of parents and siblings, and morbidity risks for male and female probands in Groups ‘A’ and ‘B’ and their 

















subcategories 
Mean age 
of Age at disappearance 
probands from observation Number Morbidity 
Category N (years) 0-19 20-70 70~ Bz affected risk (%) S.E. 
Group ‘A’ 
I 24 85 10 86:5 13 56:5 4 71 94 
II 18 32 4 64:0 35-0 7 20°0 6:8 
IH 25 40 8 95:0 2I 68-5 4 5:8 2:8 
Total 67 36 22 245°5 37 160-0 15 9'4 2-8 
Group 'B' 
I 14 39 3 67:0 9 4255 5 11:8 4'9 
TI 42 38 19 159'0 23 102°5 22 21:5 41 
ПІ 19 36 5 79°5 8 4775 10 20°9 59 
Total .. e 75 38 21 305°5 40 192°75 37 19:2 2:8 
Grand total  .. 142 37 48 551'0 77 352°5 52 14:8 1*9 
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ence of 9:9 per cent is well over twice the S.E. 
of the difference 3:7 per cent, and. therefore 
significant. Comparison of the two3,urest sub- 
categories of Group ‘A’ I (virus and bacterial 
infections) and Group ‘B’ II (probably psycho- 
logical) shows a significant difference also 
(14:4 per cent; S.E. of Diff. 5-3), despite 
much smaller numbers. It is noteworthy that 
the risk in puerperal and endocrine cases 
(‘A’ IT) is high (20 per cent) and is similar 
to the risk for non-physically precipitated cases 
in Group ‘B’. The difference between the mor- 
bidity risk of Group ‘A’ П and Group ‘A’ I 
and ITI combined is not significant. 

Kay (1959) and Hopkinson (1964) found a 
higher morbidity risk among relatives of 
patients whose illnesses were of later onset in 
life than in relatives of patients whose illnesses 
developed earlier. To determine whether this 
phenomenon had been excluded by the separa- 
tion into aetiological categories, the morbidity 
risks for relatives of patients below 35 years of 
age and for those 36 or more years of age were 
calculated for Groups ‘A’ and ‘B’. Table II 
shows the results, indicating that the overall 
lower morbidity risk in Group ‘A’ and the 
higher risk in Group ‘B’ are each made up 
of lower risks for the patients over 35 and higher 
risks for those 35 and below. The difference 
between the two age groups is statistically 
significant in each case (Group ‘A’ observed 
difference 10:4, S.E. 4:4, Group “В” observed 
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DISGUSSION 

Hopkinson and Ley (1969) found a sudden 
decrease in the morbidity risk for depressive 
illness among relatives of patients suffering 
from depression after the age of 40 in a series 
which included cases of manic-depressive dis- 
order and endogenous depression. The explana- 
tion put forward was that early onset cases may 
represent genetically determined illnesses likely 
to recur, later onset cases being ‘symptomatic’ 
in type. 

In the present study, cases of the manic- 
depressive variety were excluded as far as 
possible on clinical grounds, but a significant 
difference in morbidity risk for parents and 
siblings was still evident between those with 
early onset and those with a later onset of illness. 
Separation of cases into those in which a physical 
factor was considered responsible for precipita- 
tion of the illness and those in which a psycho- 
logical factor was responsible shows a signifi- 
cantly higher morbidity risk for relatives of the 
latter. 

These findings may be interpreted by using 
the concept of a threshold for precipitation of 
‘solitary’ depressive reactions; the threshold 
level, initially determined by genetic factors, 
being influenced later by upbringing and 
maturation. 

The vulnerability of an individual to a 
depressive reaction of endogenous or physio- 
logical type would then depend on: 








difference 17:2, S.E. 6:6). 1. Genetic factors. 
Taste II 
Morbidity risks of patients in Groups ‘A’ and *B', above and below the age of 35 
Age at disappearance 
from observation Number Morbidity 
Category N 0-19 20-70 70— Bz affected risk (%) S.E. 
Group ‘A’ 
35 and below - 36 2I 135 6 73:5 II 15:0 4°2 
36 and above x 31 IIO*5 31 86:5 4 4:6 2:3 
Total .. 67 22 '245*5 37 160 15 9:4 2:9 
Group ‘B’ 
35 and below 33 18 121 I 61:5 I9 30°9 5:9 
36 and above 42 3 184.5 39 131:25 18 13:7 3:0 
Total .. 75 21 305:5 40 192°75 37 19:2 2:8 
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2, Modification of the level of threshold by 
upbringing. 

3. Modification of threshold by age. 

4. Vulnerability of nervous system to physical 
stress. 

5. Personality, representing vulnerability to 
psychological stress and capacity to avoid or 
deal with this. 

In a mixed population the expected finding 
would be for those with high morbidity risks 
among relatives to succumb to depression earlier 
and those with low risk to fall ill in later life. 
However, the effects of age and increasingly 
obsessional behaviour could account for the 
greater incidence of depression in mid-life 
and later by a mechanism of increasing hypo- 
thalamic ‘suppression’, as suggested earlier 
(1965), despite the lower morbidity risks found. 

The present findings suggest that the nature 
of stress may also be important. Patients who 
succumbed to an apparent physical or physio- 
logical stress had relatively high thresholds 
whereas in those who became ill after psycho- 
logical stress it was low. In a population of 
homogeneous cultural background this finding 
is in keeping with the theoretical framework 
outlined. Assuming that both physical and 
psychological stresses are met with by everybody, 
the effect of these stresses would depend on the 
individual’s capacity to monitor and avoid 
or resolve them. Clinical evidence suggests 
that the types of physical stress encountered 
were not monitored consciously and could not 
be offset, whereas the psychological stresses, by 
definition, were well recognized by the sufferers. 
If the present findings are substantiated, it can 
be postulated that a low genetic influence is 
necessary in the case of physically precipitated 
depression, for the stress is unmodified; whereas, 
since psychological stress can be reduced by 
defence mechanisms and human help, a much 
greater genetic influence must be present to 
lower the threshold sufficiently for this type of 
stress alone to pass it. 

One criticism of the study is that the assess- 
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ment of aetiology of the depressive illness and 
the subsequent classification of patients may 
have been influenced by the author’s awareness 
of the family history and possible genetic factors 
at the initial interview. However, patients were 
classified long before the family history was 
confirmed by documentary evidence, and the 
findings of an exceptionally high morbidity 
risk among those with supposed puerperal and 
endocrine precipitants, whose illnesses were 
initially regarded as undoubtedly of physical 
origin, is against this view. 

If these findings can be substantiated, the 
actiological analysis of illnesses of depressive 
probands becomes most important. Stenstedt 
(1952) has shown that there is a marked differ- 
ence in morbidity risk between manic-depressive 
illness and involutional melancholia; Kay 
(1959), Hopkinson (1964) and Hopkinson 
and Ley (1969) demonstrated that the age of 
onset of the proband’s depressive illness also 
influences the morbidity risk profoundly. It is 
suggested from the present study that the 
proportions of probands’ illnesses precipitated 
by ‘physical’ or ‘psychological’ factors may 
influence markedly the results of genetic study. 
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Differential Diagnosis of Psychiatric Disturbance in 
Pre-School Children 


By EVA A. FROMMER, WALLACE B. MENDELSON and M. A. REID 


INTRODUCTION 


The Child Psychiatric Clinic of the Paediatric 
Department at St. Thomas’ Hospital has had a 
relatively large number of referrals of disturbed 
children under 5 years of age, because of the 
existence of a day hospital where they and 
their families can be offered treatment together 
(Frommer, 1967). As there are few reports on 
psychiatric disturbance in this age-group, we 
thought it worthwhile to report on some aspects 
of their problems as we have seen them. Clinical 
experience led us to the supposition that we 
would find recurring patterns of family disturb- 
ance and symptoms accompanying the main 
behavioural disturbances for which they were 
brought. For this reason, we undertook an 
analysis of the presenting features, symptoms, 
behaviour, and family circumstances of all 
pre-school children who were referred to this 
Clinic during six years from August, 1962, when 
the day hospital first opened as a part-time pilot 
venture, to August 1968. The following is an 
account of some of our findings. 


MATERIALS AND METHODS 

Some 300 children under 5 were referred for 
diagnosis and treatment during the six years: of 
these, 33 emotionally disturbed and several 
brain-damaged children were seen for consulta- 
tion only. Some intervention by the Department 
was offered for the rest. 

Of the children for whom treatment was 
offered, 37 were either severely brain-damaged 
or psychotic or both. They have not been further 
considered here. The complaints about the 
others usually fell into one of three main types— 
excessive weepiness and persistent misery, 
aggressive and antisocial behaviour, or persistent 
clinging and anxiety. Most children had mix- 
tures of these, with one characteristic pre- 
dominating. 


We itemized the case-history schedule that is 
usually followed in the Clinic and recorded the 
presence of symptoms and factors on abstract 
sheets. An adequate initial history had been 
recorded for most; some had to be supplemented 
from the notes and comments of the nursing 
staff who had actually been involved with the 
children’s treatment. Of the case-notes 23 had 
to be discarded because of inadequate recording 
and information. This left 210 ‘treatment’ cases. 
As nearly all the histories had been taken by one 
of us (E.A.F.) during the course of busy clinics, 
there was a certain homogeneity of information 
or the lack of it. 

To find possible associated factors with 
various presenting pictures, we sub-divided the 
210 ‘treatment’ cases according to three main 
behaviour characteristics: ‘aggressive’, ‘anxious’ 
or ‘depressed’ (Fig. 1), and compared the 
resulting groups with each other. 

We then divided the whole treatment sample 
in turn by each of the three main behavioural 
abnormalities and compared all aggressive with 
all non-aggressive children, all depressed with 
all non-depressed, and all anxious with all non- 
anxious children. The outstanding factors and 
symptoms that showed differences in these 
comparisons are given in Tables I and IJ. The 


Fra. 1 


Group Aggressive Anxious Depressed Total 





1 t — — 28 
2 1 1 — 16 
3 ї T t 30 
4 = T ї 61 
5 = i — 22 
6 — — — 22 
7 = — 1 12 
8 t = t 19 

210 
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Tas I 


Social factors found to accompany aggression, depression, and anxiety in pre-school children 
All figures represent percentages 





All All non- All All non- All All non- Total 
aggressive aggressive depressed depressed anxious anxious treatment 
children children children children children children sample 





Number in group T 93 117 122 88 129 81 210 


Factors 

Boys 60 57 59 58 56 63 59 
Girls „е 49 43 41 42 44 37 41 
First ог only child — .. 42 45 43 47 49 36 44 
Disturbed siblings is 43 38 39 41 41 38 40 
Mother mentally il .. 81* 68 75 67 73 70 72 
Mother depressed T 41 38 46* 30 40 37 39 
Father mentally Ш .. 39 28 37 27 29 40 33 
Father absent .. з 35 27 32 28 28 38 31 
Rejecting parents e 50 41 45 45 43 49 45 
Inadequate housing .. 5o** 29 38 39 38 30 35 
No discoverable 

precipitating factor .. 37 85 30 42 37 35 36 
Some probable 

precipitating factor .. 63 65 70 58 63 65 64 


* — 0:05 > Р > 0:01. 
** — 0-01 > P > 0:001. 


Taare П 
Individual symptoms found to accompany aggression, depression and anxiely in pre-school children 
All figures represent percentages 
All All non- All All non- All All non- Total 


aggressive aggressive depressed depressed anxious anxious treatment 
children children children children children children group 








Number in group zs 93 117 122 88 129 81 210 

Symptoms 
Physical problems Fa 22 19 20 20 26* її 20 
Speech problems 5s 12 19 її 14 9 17 12 
Appetite reduced 00 40 63*** 59* 44 57 47 53 
Appetite increased .. 18* 6 8 16 9 16 II 
Abdominal pain at 26 27 35*** 15 29 22 27 
Dry by 3 m s 28 28 25 32 24 35 28 
Glean Буз ..  .. 49 39 46 41 89 52 44 
No complaint about sleep 33 32 27 41* 29 40 33 
Disrupted sleep РЕ 64 66 73** 56 70 59 65 
Antisocial acts .. ix 24** 9 18 18 12 21 15 
Anxious ie 49 71 7508 43 All == 61 
Depressed 53 62 All — 71 *** 8 58 
Aggressive = 40 50 36 58** 44 

Half sample 
Wet after 3 Е i 62 55 65 50 63 57 59 
Soiling after 3 .. — .. 4] 45 50 40 59** 30 46 





* = 0:05 > P > oor. 
** — 0:01 > P > 0:001. 
*** — P < 0:001. 
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significance of differences was tested by a 
2 X 2 x? test. 


DEFINITION or TERMS 


Whenever possible, we used only factors which 
were externally obvious and verifiable. How- 
ever, a few required some possibly subjective 
judgement on our part, and we tried to define 
these for our purpose: 


Precipitating factor 

This was usually an assumption from the history of 
events such as death, departure, mental or physical 
sickness or injury to members of the family. When 
there was no evidence of any potentially traumatic 
event this was scored as ‘no discoverable precipitating 
factor’. 


Parental rejection 

This was counted as such, if it was made verbally 
explicit or if either or both parents had deserted the 
child without any effort at maintaining contact, or if 
after lengthy observation of parents and child in the 
day hospital, the rejection was obvious in parental 
behaviour. It is possible that we have under-reported 
this as a consequence. 


Parental mental illness 

This covered schizophrenic and depressive illness, 
alcoholism and severe psychopathy. For a parent to 
be classed as depressed, however, he or she had to 
be receiving or have received treatment for a de- 
pressive iliness, either from a psychiatrist or from 
their own doctor. 


Paternal absence 

This was noted as partial if the father left home for 
weeks or months at a time, either because of his work 
or for other reasons. If the father was totally absent, 
dead or unknown, this was noted as permanent 
absence, For this analysis, both were counted 
together. 


RESULTS 


Tables I and II 

The aggressive children stand out, with 
significantly more mentally ill mothers and 
worse housing than the non-aggressive. They 
also have more mentally ill and absent fathers, 
and more parental rejection. The children 
themselves are significantly more hungry and 
commit many more antisocial acts. More are 
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clean by age 3. They are significantly less 
anxious than the rest of the group. 

Depressed children have significantly more 
depressed mothers than the non-depressed— 
and a much higher incidence of probable precipi- 
tating factors. They have a significant reduction 
of appetite, and a highly significant number 
complain of abdominal pain. Fewer are dry 
by age 3, and more remain enuretic after 3. 
They have the worst sleep problems, and much 
accompanying anxiety. 

Anxious children have fewer mentally ill or 
absent fathers, but otherwise no features of 
family history to distinguish them from the rest. 
Slightly more are first or only children. The 
children themselves have significantly more 
physical problems and poor health (recurrent 
urinary infections, hypospadias, etc.) serious 
insomnia, and a tendency to reduced appetite 
and enuresis. The significant feature is persistent 
soiling after age 3, and a marked tendency to 
associated depressed but a lack of aggressive 
behaviour. 

The average age of the whole treatment 
sample was 2-9 == 1-1 years. 

A comparison of the subgroups confirmed the 
main features, but the picture was less clear in 
the 'mixed' subgroups where the cardinal 
symptoms were seen in various combinations 
(Mendelson, Reid and Frommer, 1971). 


DrsausstoN 

Wolff (1961a and b) found a similar incidence 
of maternal mental ill-health to ours; 48 per 
cent of her sample were aggressive, 35 per cent 
were enuretic, 16 per cent encopretic and 9 per 
cent had speech disorders. It is particularly 
interesting that she found three slightly brain- 
damaged and one mentally retarded child at 
follow-up, although these conditions had been 
specifically excluded from the cases she wished 
to study; their problems had become evident in 
the course of their later development. This 9 per 
cent compares with 14 per cent cases with 
suspected brain-damage in our 'treatment 
sample. 

It is clear that a retrospective survey like this 
one can only be a beginning for the study of 
this extremely difficult section of our psychi- 
atric patients. However, without a general basis 
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of classification it is impossible to know where 
to begin with a systematic study of treatment and 
prognosis. It is hoped to report in due course on 
the treatment needs and outcome of some of the 
children included in this study. 


SUMMARY 


A sample of over 200 disturbed children under 
5 were examined for symptoms and factors in 
their families and environment that might help 
to differentiate those with mainly depressed or 
aggressive or anxious presenting behaviour. 

Aggressive children had the worst housing 
conditions and most mentally ill parents, They 
were less likely than depressed children to be 
also anxious, and more were clean by age 3 and 
fewer soiled after age 3. 

Depressed children had most depressed 
mothers. They themselves slept badly, were 
enuretic, and had a high incidence of anorexia 
and abdominal pain. 

Anxious children had the least mental illness 
among their parents. They slept badly, were 
often enuretic, and had the highest incidence of 
soiling. They also had most physical problems, 

Treatment for many of the very disturbed 
families of children was possible because of the 
existence of a day hospita! for them and their 
families. 
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Intravenous Diazepam in Drug-Induced Dystonic Reactions 


By AMOS D. KORCZYN and GERALD J. GOLDBERG 


Acute dystonic reactions, including oculogyric 
crises, were once thought to be pathognomonic 
of encephalitis lethargica, but the clinical use of 
the phenothiazines has led to the recognition 
that similar symptoms can be produced by these 
drugs. Some phenothiazines, such as trifluo- 
perazine, fluphenazine, prochlorperazine and 
perphenazine (Ayd, 1960; Christian and Paul- 
son, 1958; Hollister, 1957; Waugh and Metts, 
1960), are thought to cause these effects more 
frequently, especially when given parenterally. 
Other non-phenothiazine tranquillizers, for 
example haloperidol, also produce these reac- 
tions. not un-commonly. Certain patients, parti- 
cularly the young and perhaps the genetically 
predisposed, are more likely to be affected. 

The dystonic postures may present in different 
ways, among which the most common is spasm 
of muscles of the neck. Oculogyric crises occur 
either in isolation or in combination with other 
forms of dystonia. In severe reactions most 
voluntary muscles of the body are involved, and 
if laryngospasm occurs alarming dyspnoea 
endangering life may result (Waugh and Metts, 
1960; Smith and Miller, 1961). These reactions, 
although not uncommon, may suggest false 
diagnoses, ranging from meningoencephalitis 
(e.g. in a child suffering from fever and vomiting 
treated with perphenazine) to conversion 
hysteria and tetanus (Gleckman et al., 1969). 

A quick, safe and effective method of treat- 
ment of such disorders is highly desirable, and 
such a method would also provide a useful 
diagnostic tool. 

Many different drugs have been used to 
relieve these symptoms, including oral acetyl- 
salicylic acid and amphetamine, and intra- 
venous calcium gluconate, diphenylhydantoin, 
caffeine and narcotics (Herz and Meyers, 1955; 
Freyhan 1958; Goldman, 1958; Montgomery 
and Sutherland, 1959; Smith and Miller, 1961). 
Al these have been discarded as unreliable 
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or too slow-acting. Anti-parkinsonian anti- 
cholinergic drugs (Freyhan, 1958; Goldman, 
1958; Ayd, 1960; Smith and Miller, 1961), 
and antihistamines (Smith and Miller, 1961; 
Gleckman ei al., 1969) are usually effective, but 
may themselves produce misleading mental and 
other unpleasant side effects (Stephens, 1967). 
However, the response—even to such drugs as 
procyclidine and biperiden—is by no means 
constant and may only be temporary (Christian 
and Paulson, 1958; Paulson, 1960; Waugh and 
Metts, 1960; Smith and Miller, 1961). Barbi- 
turates are helpful if given intravenously, but 
intramuscular use is unreliable, and as these 
patients are already predisposed to laryngeal 
spasm these drugs may be hazardous. Moreover, 
the beneficial effects of the barbiturates are 
often accompanied by marked sedation. In fact, 
induction of sleep is held by some to be 
therapeutically important (Chamberlin and 
Trembly, 1965). The sedation may blur the 
clinical picture, for example if encephalitis is 
being considered in the differential diagnosis. 

We wish to report the use of intravenous 
diazepam in drug-induced dystonias, with 
favourable results. The drug has been used by 
us in several cases, without any complications, 
and three examples are given. As far as we 
know, a similar use of diazepam has been 
recorded previously only in a single case of 
bucco-oro-lingual dystonia (Davies, 1970) and 
never in other types of drug-induced dystonias. 


Case REPORTS 

Case т. A.F. was a 23-year-old single man suffering 
from schizophrenia with well marked thought dis- 
order, passivity feelings and persecutory delusions. 
He had been ill for six years'and had been treated 
with phenothiazines of different kinds both as in- 
patient and as out-patient. When first treated with 
chlorpromazine he developed agranulocytosis, but 
recovered when the drug was withdrawn. He then 
received trifluoperazine, but this was replaced by 
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fluphenazine enanthate 25 mg. intramuscularly 
every three weeks, as he did not take oral medication 
regularly, While on fluphenazine, and although also 
receiving orphenadrine 50 mg. tid, he twice 
developed oculogyric crises on the second day after 
injection of fluphenazine. His eyes deviated to the 
right and upwards, and this was accompanied by 
rotation of his head to the right. The attacks re- 
sponded within minutes to 10 mg. of diazepam 
intravenously. 


Case 2. N.H. was a 45-year-old married woman 
suffering from a long standing obsessional ruminative 
state, at times accompanied by moderately severe 
depressive symptoms. She was treated with mono- 
amine oxidase inhibitors and tricyclic antidepressants, 
as well as three short courses of E.C.T., with only 
temporary improvement. An encouraging report 
(Regan, 1970) of the beneficial effect of haloperidol in 
obsessional states prompted a trial of haloperidol 
5 mg. tid. together with orphenadrine 100 mg. 
tid. On the third day of treatment she developed 
torticollis (together with excessive salivation), and 
this was immediately controlled by то mg. of diazepam 
intravenously. 


Case 3. R.B. was a 19-year-old single man admitted 
to hospital in a state of hypomania of sudden onset. 
He exhibited marked pressure of speech, and was 
restless, overactive and elated. Little change in his 
condition was noted on chlorpromazine 100 mg. 
tid., and haloperidol 5 mg. t.i.d. was added after 
three days. Twenty-four hours later he developed 
widespread bizarre movements of all limbs and neck, 
which were hypertonic, and fiexibilitas cerea could 
be demonstrated. There were also side to side move- 
ments of the jaw, with protrusion of tongue and 
marked salivation. While dystonia due to haloperidol 
was considered the most probable diagnosis, the 
possibility of catatonic schizophrenia was considered, 
Intravenous diazepam 10 mg. was followed by 
immediate relief of all bizarre movements, and there 
were no subsequent schizophrenic developments. 


DisaussioN 

Dystonic reactions to phenothiazines are 
common in psychiatry and occur not in- 
frequently when these drugs are given, for 
example as antiemetics, to children and other 
patients. The most common way by far of 
treating these reactions is by anticholinergic 
drugs. These—in particular procyclidine, bi- 
periden and benztropine—are usually effective. 
However, this is by no means always so, and 


patients have been described who have not 
responded satisfactorily even to intravenous use 
of these drugs (Christian and Paulson, 1960; 
Paulson, 1960; Waugh and Metts, 1960; Smith 
and Miller, 1961). Moreover, although psychi- 
atrists and neurologists frequently use intra- 
venous anticholinergics, other physicians have 
less experience with them. Diazepam, on the 
other hand, has the advantage of being widely 
used in many branches of medicine. It is, 
therefore, easily available and most doctors are 
familiar with its use. 

We have found intravenous diazepam a 
reliable method of treatment of the various 
dystonic reactions described. Not only is the 
response rapid, but the patient feels only 
drowsy and does not fall asleep as he may when 
given sufficient barbiturate intravenously to 
control the dystonia. Diazepam has an advant- 
age over the anti-parkinsonian drugs in the 
absence of side-effects, and in particular the 
absence of central effects which may cause an 
acute organic mental reaction. Diazepam has 
been widely used both orally and parenterally 
in tension states, premedication, muscular 
spasms and epilepsy (Gastaut et aL, 1965; 
Elian, 1969; Lavy and Assael, 1969) and it is 
considered to be a safe drug. The anxiolytic 
action of diazepam may also be important to the 
patient who suffers from a disturbing, frighten- 
ing dystonic reaction. 

The mechanism by which dystonic postures 
are produced is obscure. Pathological processes 
in the basal ganglia probably play a part. The 
response to anti-parkinsonian drugs suggests 
that there is excessive cholinergic activity, 
although this excess could of course be only 
relative (for example due to deficient dopa- 
minergic activity). How diazepam acts on these 
processes it is not easy to speculate. It is possible 
that its action is a non-specific depression, similar 
to that of barbiturates albeit less generalized. 

The effect of diazepam on other acute dysto- 
nias, such as oculogyric crises in patients with 
post-encephalitic parkinsonism, could perhaps 
shed some light on this problem. 

Drug-induced dystonias are distressing, and 
immediate relief by intravenous diazepam is 
indicated. However, it will be interesting to see 
whether oral diazepam can be used for their 
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prevention, in the same way as it is used as an 


anticonvulsant (Elian, 1969). 


SUMMARY 

Dystonic reactions appearing during treat- 
ment with phenothiazines or butyrophenones 
may take bizarre forms, posing diagnostic 
problems and sometimes endangering life. 
Many therapeutic measures have been sugges- 
ted, but all are either unreliable, or slow-acting, 
or may confound the clinical picture. 

Diazepam given intravenously was found to 
be effective in stopping immediately the various 
drug-induced dystonias. This safe agent seems 
to be the drug of choice in the diagnosis and 
treatment of this type of neuro-psychiatric 


emergency. 
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Schizophrenia in Association with Erythropoietic 
Protoporphyria — Report of a Case 


By G. N. GIBNEY, IVOR H. JONES and JOHN H. MEEK 


Erythropoietic Protoporphyria (E.P.P.) may 
be classified along with the other erythropoietic 
syndromes of porphyria. It is inherited as an 
autosomal dominant (Taddeini and Watson, 
1968). The condition was first clearly delineated 
by Magnus, Jarrett, Prankerd and Rimington 
(1961). They recorded a case with the presenting 
symptom of solar urticaria in whom faecal 
excretion of coproporphyrin and protoporphyrin 
was greatly increased while urinary porphyrins 
were normal. The red cells contained grossly 
abnormal amounts of protoporphyrin and copro- 
porphyrin, the plasma increased levels of proto- 
porphyrin. The absence of uroporphyrin dis- 
tinguished this condition from congenital 
porphyria (Gunther’s Disease). 

The form of porphyria most frequently 
associated with neurological and psychiatric 
illness is acute intermittent porphyria. The 
psychiatric symptoms include irritability, ner- 
vousness, insomnia and a personality with 
hysterical features. According to some authors 
psychosis occurs in up to one third of acute 
attacks (Roth, 1968) and may be characterized 
by thought disorder, impaired attention, audi- 
tory and visual hallucinations, acute excitement 
and restlessness or stuporose and comatose 
states. Disorders of mood are frequent and a 
schizophrenia-like syndrome may occur (Roth, 
1968). 

No similar psychiatric syndrome has hitherto 
been reported in association with erythropoietic 
protoporphyria. However, Findlay, Scott and 
Cripps (1966) report a ‘mental disorder’ 
accompanying the acute burning attacks in 
E.P.P.—confusion, sleeplessness, agitation and 
continual crying. In between attacks, these 
authors say there may be nervous instability and 
perhaps some mental retardation, but the 
features are mild and inconstant. Rimington, 


Magnus, Ryan and Cripps (1967) describe 
‘apparently hysterical behaviour’ resulting from 
the burning sensations, and claim that -this has 
led to some patients with E.P.P. being wrongly 
diagnosed as psychoneurotic. 


Casg REPORT 


A 16-year-old white Australian male was admitted 
to a Psychiatric Unit in June 1969 with an 18-month 
history of intermittent mild depression and inability 
to get on with people. He was the youngest of three 
children, there was no family history of psychiatric 
illness. His carly development was normal apart from 
an uneventful appendicectomy at the age of 8. His 
Scholastic attainment in a secondary school was 
average until a few months before his first attendance 
at a Psychiatric Clinic when it deteriorated. However, 
his mother describes him as being a shy and lonely © 
boy with few friends. 

He had been investigated for a life-long photo- 
sensitive skin rash three years previously (1966) when 
he was aged 14 and erythropoietic protoporphyria 
was diagnosed (see Table I). 

During the 18 months before psychiatric presenta- 
tion his fellow students had accused him of being 
effeminate, and these accusations had Jed to a number 
of fights. His school performance deteriorated, and 
after one fight, in which he was knocked unconscious, 
he refused to return to school. 

While in hospital his behaviour was attention- 
seeking. His mood, although predominantly de- 
pressed, was labile, and at times he displayed a 
shallow cuphoria. He exhibited no homosexual 
behaviour but he was worried about his virility. 

He was considered at this time to have a personality 
disorder with attention-secking features and some 
depression, these symptoms being exacerbated by the 
school trouble. On physical examination the spleen 
was palpable 1 cm. below the costal margin. Physically 
he was otherwise normal. E.E.G. was normal. 

He was discharged after some weeks’ stay, little 
changed, and initially returned to work. He was 
reviewed periodically, and during one of these 
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reviews he spoke of an episode which occurred a 
year previously, i.e. before his admission, in which he 
felt his thinking changed so that he became able to 
read people's thoughts; he claimed the episode lasted 
for about one month and then disappeared. 

He returned to school in February 1970, but 
attended classes for only two wecks before being 
readmitted to the Psychiatric Unit in a psychotic 
state, with delusional ideas of people radiating good 
or evil. He said he could 'feel evil seeping into the 
room’, and claimed that thoughts were being inserted 
into his head by some outside force and that his own 
thoughts were taken away. 

He lacked volition; he was anxious, agitated and 
intermittently depressed. His mother described 
bizarre behaviour at home in the preceding few weeks; 
he took a number of baths throughout the night and 
she noticed a change in his talk, which she called 
‘strange’ but was unable to elaborate further, and 
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episodes of aggressive behaviour which were out of 
keeping with his usual demeanor. A diagnosis of 
schizophrenia was made. 

He was treated with trifluoperazine up to 40 mg. 
per day. Over three months he improved, in that he 
lost his delusional ideas and ideas on influence. How- 
ever he lacked any ability to make or carry out 
realistic plans for the future, and was intermittently 
depressed. A further exacerbation with feelings of 
being in mental contact with others and of being 
influenced by them occurred in June 1971. He was 
readmitted and treated with phenothiazines. He 
responded within two weeks, The phenothiazines 
were withdrawn at his own request and he was dis- 
charged. During and after this most recent episode his 
behaviour was attention-secking, and the impression 
was obtained that he was using talk of psychotic 
phenomena in order to gain attention. 

Investigations two months after his second ad- 
mission, when his psychotic state was still florid, 
revealed that his protoporphyrin and coproporphyrin 
levels were higher than they had been in 1966. The 
investigations were repeated a third time in July 1970, 
when the psychotic symptoms had abated, presumably 
in response to treatment, and as shown in Table I, 
porphyrin levels were lower. Medication was with- 
drawn, and one month later, when the tests were 
repeated for the fourth time, the protoporphyrin and 
coproporphyrin were somewhat higher, although 
there had heen no worsening in the patient's psychi- 
atric symptoms. A further rise in these levels occurred 
concurrently with the next exacerbation, followed by a 
fall when his clinical state improved. 

The following measurements gave normal results: 
urine porphyrins (coproporphyrin and uroporphyrin), 
urine delta-aminolaevulinic acid, urine porphobilino- 
gen, red blood cell coproporphyrin and uroporphyrin, 
plasma coproporphyrin and uroporphyrin, faecal 
uroporphyrin, blood lead and urine lead. 

'Ihe patient's mother showed a mildly elevated 
R.B.C. protoporphyrin concentration (86 jzg./100 ml.) 
and slightly elevated faecal porphyrin concentration 
(coproporphyrin (71 pg./gm. dry wt. and protopor- 
phyrin 67 pg./gm. dry wt.). The patient's father 
had an R.B.C. protoporphyrin concentration of 
43 Lg.[ 100 ml., faecal coproporphyrin concentration 
of 20 pg.[gm. dry wt. and faecal protoporphyrin 
E of 41 peg./gm. dry wt, all within 
normal limi 


Discussion 
This patient suffers from a psychotic illness, 
but between episodes he shows attention- 
seeking features. He also suffers from a type of 
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porphyria not previously known to be associated 
with severe psychiatric illness. The association in 
this case may be fortuitous; there is not enough 
evidence to infer a causal relationship, and 
moreover wide variations in the porphyrin 
levels from day to day can occur without 
change in the clinical condition. But the rising 
porphyrin levels with increasing severity of the 
psychiatric symptoms, the fall when symptoms 
are controlled by medication, the subsequent 
increase when medication is withdrawn, followed 
by similar changes during and after the next 
exacerbation of schizophrenia, strongly suggests 
a physiological association between the two 
states. 

Magnus et al. (1961) considered the site of 
production of excessive protoporphyrin to be in 
bone marrow, but this is now disputed by 
Redeker and Bryan (1964), who suggest an 
hepatic origin for the plasma protoporphyrin. 
Such a mechanism would make the condition, 
pathologically, nearer to acute intermittent 
porphyria, in which similar manifestations to 
those described in this report are seen. 

It is well recognized that many diseases have 
been reported in association with schizophrenia 


(Davidson and Bagley, 1969), and in this case 
as in them causal relationships have not been 
established. 
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Suicide in Scotland in Comparison with England and Wales* 


By NORMAN KREITMAN 


Over 70 years ago, Sibbald (1900) commented 
that the official statistics on suicide showed 
Scotland to have lower rates than England and 
Wales. It seems that Scotland has always been 
regarded as one of the countries with relatively 
few suicides. A recent World Health Organiza- 
tion publication (1968) commented on the 
official suicide rates in a sample of 20 different 
nations; among these Scotland ranked nine- 
teenth in 1952-4. However, this picture 
appears to have been gradually changing over 
the last two decades, and the same W.H.O. 
publication, citing official statistics for the 
period 1961-3, quotes a value for Scotland 
which raises it to fifteenth in the list of 20 
countries. Moreover, the Scottish rates and 
those for England and Wales have gradually 
come closer together over the last 20 years. 

The aim of this paper is to examine the trends 
in Scottish statistics for the last two decades and 
to compare the current suicide rates with those 
of the rest of the United Kingdom. All the data 
quoted are based on the publications of the 
Registrars General for Scotland and for England 
and Wales. 

Fig. 1 illustrates the three-year moving 
average of suicide rates for men in Scotland 
and for England and Wales. It can be seen that 
the Scottish rates have risen appreciably since 
1951 from just over 7/100,000 to just over 
g/100,000. During the same period the England 
and Wales rate has remained largely stationary 
until the last seven years, since when it has 
declined from approximately 14 to 11°5 per 
100,000. More detailed examination of age- 
specific subgroups confirm this general tendency 
to convergence of the two curves, though the 
details vary. 

Fig. 2 illustrates the corresponding data for 
women. Again there is a clear convergence of 


* Based on a paper read to the Scottish Society for 
Psychiatric Research, January 1971. 


the rates for the two countries. Despite the 
increase in rates for England and Wales, from 
approximately 7 to 8:1 рег 100,000, the Scottish 
figures have increased more markedly, from 3:7 
to just below 6 per 100,000. (This general trend 
is unaffected by the inexplicable peak around 
1956.) Once again, detailed inspection of the 
age-specific rates also reveals convergence in 
most instances, albeit with considerable minor 
variations. 

As mentioned, approximation of the rates for 
the two areas is demonstrable for about all age 
groups, but the narrowing of the gap comes 
about in a variety of ways. Fig. 3 presents a sum- 
mary of the age-specific effects among men. In 
this diagram the average values of 1950-2 
have been taken as equivalent to 100 per cent 
and the average value of 1966-8 is shown in 
terms of that base line. It may be noted that 
the crude rate for men in England and Wales 
has fallen to approximately 88 per cent of the 
1950-2 value, while that for Scotland has 
risen to 127 per cent. In England and Wales 
there has been an appreciable increase in suicides 
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Fic. 1.—Males: Crude suicide rates (moving g-year 
average). Ё & W = England and Wales; S = Scotland. 
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Fic. 2.—Females: Crude suicide rates (moving 3-year 
average). E & W = England and Wales; S « Scotland. 


among younger people, but above the age of 45 
there has been a clear decrease. The Scottish 
curve, on the other hand, illustrates a dramatic 
increase in the rates in young men, which in the 
25 to 34 age group is 267 per cent. In the older 
age groups the increase has been less dramatic, 
but apart from the 65 to 74 category all ages 
show some increase. 

A rather similar though less clear cut pattern 
is evident in Fig. 4 which displays the data for 
women, using exactly the same methods. In 
both countries the crude rates for women have 


increased, but much more markedly in Scotland ` 


than in England and Wales. In both countries 
there has been a 200 per cent increase in suicides 
among the youngest age group, that of 15 to 24. 
This effect falls off sharply in England and Wales 
as progressively older groups are considered 
though it is noteworthy that in the elderly there 
is a clear increase once more. The Scottish 
curve shows a much slower decay, and again 
illustrates the increase among the elderly. 

Thus, in each age-sex specific group the rates 
for England and Wales and for Scotland are 
approximating, either because the Scottish rate 
is rising more rapidly, or because it is remaining 
static while the England and Wales rate 
declines. 

These changes over the last two decades have 
naturally led to a shift in the relationship 
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Fic. 3.—Males: Per cent of mean 1966-8 to 1950-2 

suicide rates, by age. The ‘all’ columns represent 

crude rates per 100,000 population of all ages. E & W = 
England and Wales; S — Scotland. 
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suicide rates, by age. The ‘all’ columns represent crude 
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between the patterns of suicide in the two 
countries, but for simplicity only the most 
recent year will be considered. The age-specific 
rates for men for 1966-8 are illustrated in Fig. 5. 
It can be seen that up to about the age of 45 there 
is virtually no difference in the rates for the two 
countries. About that age, however, there is a 
clear distinction. The curve for England and 
Wales continues to increase more or less linearly 
with age but that for Scotland proceeds hori- 
zontally. In the oldest age group of all, i.c. at 
85-- the Scottish rate is only half that of the 
England and Wales value. Fig. 6 displays the 
same data for women. Here, although the break 
is less clear-cut, it is also evident that there is 
relatively little difference between the two 
countries in the rates for young women but that 
with increasing age the discrepancy becomes 
increasingly clear. 


Disaussion 
The changes in rates over the last two decades 
pose a square challenge to epidemiologists, and 
one which will be evaded here. Instead, some 
comments will be offered about the present 
situation. 
The differences indicated between England 
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and Wales on the one hand, and Scotland on the 
other, could be due to differences in ascertain- 
ment procedures connected with suicide, to 
differences in the populations of the two regions, 
or to genuine differences in the frequency of 
suicidal deaths. Each of these possibilities will be 
considered briefly in turn. 

There are conspicuous differences between the 
legal procedures by which suicide is ascertained 
in Scotland and in England and Wales. One 
such difference is that the verdict in Scotland is 
reached after private enquiry but in England 
and Wales after a public hearing. But public 
investigation might be supposed to result in a 
lower reporting of suicidal verdicts to protect the 
susceptibilities of the relatives, whereas it has 
been seen that the England and Wales rates 
have been, until recently, higher than those of 
Scotland. Further, in Scotland suicide has 
never been classified as a felony (though in 
former times attempted suicides were sometimes 
pursued for breach of the peace) while in 
England and Wales the act of suicide remained 
a criminal offence until 1961. Yet the passing 
of the Suicide Act in England and Wales made 
no difference to secular trends in suicide rates 
and is unlikely to have been of major importance 
in recent years. Thus none of these evident 
differences in legal machinery seems adequate 
to account for the data. The legal definitions of 
of suicide are very similar in the two countries 
but it is possible that in practice they are 
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interpreted differently, with the Scottish autho- 
rities requiring a higher level of proof. If so, it 
would be necessary to explain why such 
differences are reflected in the rates only in 
certain age groups. Speculations could be 
advanced, but only an empirical study, which is 
being planned, can settle the problem. 

The next point to be considered is whether the 
populations at risk differ in any respects known 
to influence suicide rates. Civil state is one such 
variable, but the most recent census (1966) 
shows that Scotland has more people at the 
relevant ages in the vulnerable groups of the 
single and widowed. Social isolation is another 
well-documented variable linked with high rates 
for suicide. The census reveals no differences in 
the total proportions of individuals living in 
single-person households, while among those of 
pensionable age there is, if anything, a slight 
excess in the Scottish population. Thus on both 
counts Scotland might be expected to have 
higher rates, while the reverse is true. There are 
practically no differences between the two 
countries in terms of the urban/rural dichotomy, 
35 per cent of the Scottish population and 37 per 
cent of the England and Wales population being 
resident in cities or conurbations. (The defini- 
tion in the census of a conubation is somewhat 
arbitrary, and hence age-specific data have not 
been analysed, but the figures certainly do not 
suggest a likely reason here for the differences 
between the suicide rates of the two countries.) 

Suicide rates vary by social class, but the 
. relationship is complex, the risk among the 
older age groups within each social class differ- 
ing appreciably from younger members (Weiss, 
1954; Sainsbury, 1961). Calculation after 
standardizing for differences in the age-social 
class structure of the two populations (males 
only) shows that discrepancies in the overall 
suicide rates cannot be ascribed to these 
demographic differences. 

Religion is a much more difficult considera- 
tion. It is estimated that approximately 16 per 
cent of the population of Scotland are of Roman 
Catholic persuasion as against 8-5 per cent in 
England and Wales, and it is often alleged that 
suicide rates are lower among Catholics than 
among non-Catholics. Considerable doubt has 
been cast on this view, e.g. by McCarthy et al. 


(1966), and in any case the influence of religion 
is likely to be maximal where both the patient's 
family and the legal authorities share the 
Catholic faith and where the verdict is made 
public. This situation does not pertain in 
Scotland. 

Lastly, it may be noted that an appreciably 
higher proportion of economically active men in 
Scotland are engaged in alcohol trades than is 
the case in England and Wales (1:4 and 0:4 per 
cent respectively) in line with the allegedly 
higher prevalence of alcoholism in Scotland 
(Macrae et al., 1965). In view of the high rate 
of suicide among alcoholics, it would be ex- 
pected that the Scottish male rate would be 
higher than that of England and Wales. 
Although the reverse is true, alcoholism may 
yet be important in determining the shape of 
the curve for age-specific rates in Scotland, 
even though it does not explain the overall 
lower prevalence. 

Thus there is little immediate evidence to 
suggest that different representation of sub- 
groups in the population could account for the 
observed discrepancies between the two coun- 
tries. The remaining possibility is that suicide is 
indeed less common in Scotland as a cause of 
death, albeit rapidly accelerating in certain 
age groups. If this is so it would repay detailed 
enquiry. Few will suppose that the provision of 
care for those in the second half of life, and in 
particular for the elderly, is markedly superior in 
Scotland to elsewhere in the United Kingdom. 
Nevertheless it is possible that greater family 
cohesion or some allied factor underlies the 
difference between Scotland and England and 
Wales, and if this is so elucidation becomes a 
matter of some urgency, since all current 
evidence suggests that the Scottish figures will 
at least equal those of the rest of the United 
Kingdom within the foreseeable future. 


SuMMARY 

1. Official statistics have always shown 
Scotland to have lower suicide rates than 
England and Wales. Over the past twenty 
years, however, the rates have been converging. 
The England and Wales rates for men have 
fallen slightly while in Scotland they have 
risen. Among women both countries show an 
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increasing rate, but this is more marked іп 
Scotland. 

2. In 1966-8 the age-specific rates were very 
similar in the two countries up to age 55 in 
men and 45 in women. Scotland has lower rates 
in the older age-groups. 

3. Differences in the methods of investigating 
suspicious deaths are briefly discussed and are 
considered unlikely to explain the discrepancies. 
Different criteria for suicide may be operative, 
but if so must be reflected only in certain age-sex 
groups. 

4. Demographic differences are considered 
unlikely to be important. 

5. It can also be hypothesized, but not 
concluded, that the pattern of suicide is actually 
different in Scotland, and the effect of alco- 
holism in this context is mentioned. 
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Changes in the Conviction Rate for Indecent Exposure 


By GRAHAM ROOTH 


Indecent exposure is the second commonest 
sexual offence in England and Wales. The 
offenders responsible usually fall into the clinical 
group known as exhibitionists. Exhibitionism is 
one of the less well understood sexual disorders, 
and is virtually confined to males. It is charac- 
terized by the urge to expose the genitals to 
members of the opposite sex in a more or less 
public situation. 

There are no estimates of the prevalence of 
exhibitionism in this country, and the annual 
conviction rate for indecent exposure is the best 
available measure of exhibitionist activity in the 
community. The difficulty about conviction 
rates is that they are sensitive to unquantifiable 
variables such as changes in police procedure, 
crime detection, and the social attitudes re- 
sponsible for crime notification. The conviction 
rate therefore bears an unknown relationship 
to the true offence rate, and even substantial 
fluctuations in the annual returns can mean 
little. 

These considerations apply less forcibly when 
the conviction rate shows a trend which is 
sustained over a period of years in the absence 
of any obvious administrative or legislative 
changes. Such a situation has recently arisen 
with indecent exposure, and provides a prima 
facie case for the existence of a change in the 
true occurrence rate of the offence. 

Before we consider this further, the relation- 
ship between indecent exposure and exhibi- 
tionism needs clarification, the first being a 
legal, the second a clinical concept. 

Since 1824, anyone ‘wilfully, openly, lewdly 
and obscenely exposing his person with intent 
to insult any female’ has been guilty of an offence 
under section 24 of the Vagrancy Act, and most 
indecent exposure convictions are made under 
this charge. The offence was defined in the 
words given above after considerable delibera- 
tion in order to distinguish ‘wanton’ exposure 
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from accidental exposure. Wanton or purposeful 
exposers fall into at least three categories— 
exhibitionists, paedophiliacs and a mixed group 
of heterosexual offenders. 

The first group is by far the largest, and the 
great majority of exposure offences are exhibi- 
tionistic in character, i.e. the act of exposing to 
a woman or girl is an end in itself, and not a 
preamble to some form of sexual interference 
nor an invitation to sexual intimacy. Radzino- 
wicz (1957) suggests that at least 80 per cent of 
exposure offences are exhibitionistic, basing his 
estimate on the police and court records of 490 
convictions for indecent exposure. 

Exposers convicted under Section 4 of the 
1824 Vagrancy Act are classified in the Criminal 
Statistics under group 139 (Indecent Exposure). 
Other non-indictable forms of indecent exposure 
come under group 164. À few cases of indecent 
exposure are the subject of Common Law 
proceedings and are included in group 7o (Other 
Misdemeanours). 

For convenience I have only taken the group 
139 cases, those convicted under the Vagrancy 
Act, which accounted for 462 (i.e. 94:3 per cent) 
of the 490 non-indictable cases of indecent 
exposure studied in the Cambridge project 
(Radzinowicz, 1957). 

Fig. 1 shows the overall conviction rates per 
million males aged 14 and over between 1948 
and 1969 (14 years has been taken as the cut-off 
point because of the change in the age of criminal 
responsibility introduced in 1964). The figure 
demonstrates a gradual upward trend charac- 
terized by peaks and troughs which never quite 
return to previous levels. 

In Fig. 2, the conviction rates are plotted by 
age-groups. Here the figures produce a remark- 
ably steady over-21 rate which shows no sign of 
the sustained upwards trend illustrated in Fig. 1. 
The explanation for this lies in the striking rise 
in the under-21 conviction rates, which dates 
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Fra. 1.—Convictions for indecent exposure (males aged 14 and over). 


from thé mid-1950's, the mean conviction rate 
' increasing by 50 per cent between the first and 
last decades shown in Table I. Thus: 


Tase I 
Mean conviction rate for indecent exposure per million males 





Total 
14-17 17-231 ar-+ (over 14) 
1948-1957 146 171 129 199 
1960-1969 .. 218 253 127 142 
(1970 251 367 18:5 — 1557) 





Table II gives the average number of con- 
victions per year over the same two decades, 
and shows how the steady rise in the total 
convictions is largely due to the under-21 
contribution. 

The figures for 1969 show a small downswing, 
with a return in 1970 to the previous high level. 
'The latter figures were published too late for 
inclusion in the figures, but are shown in Tables 
I and II for convenience. All the indications are 
that there has been a real increase in the 
amount of exhibitionistic behaviour in males 
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Fic. 2.—Conviction rate per million males by age group 
for indecent exposure. 


under 21 in England and Wales. Other inter- 
pretations along lines suggested earlier in this 
article are possible, but the dimensions of the 
trend and its sustained rise make them un- 
likely. The simplest and most probable explana- 
tion, that proportionately more young men are 
exposing, will be discussed. 








. Taste П 
Mean number of convictions for indecent exposure per year 
otal 
14-17 17-21  2t-- (over 14) 
I 1957 .. 126 185 1,887 2,198 
tow o 288 356 1,953 2,542 
(1970 . 253 501 2,085 2,839) 





Adolescent sexual offenders fall into two 
categories—those in whom the behaviour is a 
relatively transient response to the multiple 
stresses of adolescence; and a smaller group in 
whom it is symptomatic of a more profound 
disturbance in sexual and personality develop- 
ment. Medical and penal measures alike fail 
to influence some members of the latter group, 
and they continue to expose into adulthood. 
For these offenders and their families such an 


outcome can be as much of a disaster as a chronic 
mental illness, with the added burdens imposed 
by society’s punitive and hostile reaction to the 
problem. Exhibitionism in the second group can 
involve serious social morbidity, and the recent 
increase in under-21 exposure offences could 
foreshadow a substantial rise in the number of 
such recidivist adult exposers. 

The possibility is a real one. According to 
Kinsey-—‘Exceedingly few males modify their 
attitudes on matters of sex or change their 
patterns of overt behaviour in any fundamental 
way after their middle teens’ (1948, p. 446). 
Certainly some clinicians believe that adolescent 
onset exposers carry a particularly bad prognosis, 
which Rosen (1964), for instance, attributes to 
the conditioning process being particularly 
strong in young people. 

However, the biased’ nature of the exhibi- 
tionist sample seen by psychiatrists prevents one 
drawing valid conclusions from clinical experi- 
ence about exhibitionists in general—and in fact 
the present indications are that the ‘new’ young 
exposers, ie. those responsible for the recent 
increase in convictions, are not continuing to 
commit exposure offences as adults. For although 
more than a decade has elapsed since a rise first 
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Fic, 3.—Conviction rates by age groups per million males 
for indecent exposure and indecent assault. 
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' became apparent in the younger group, the 


adult conviction rate remains remarkably stable 
(see Table I and Figs. 2 and 3). This fact alon 
makes it likely that most of the new Seded 
stop exposing by the time they are 21. , 

An alternative though unlikely Kur M 
of the static adult rate is that the young offenders 
go on exposing as they grow older, but are not 
caught. À more worrying possibility is that they 
stop exposing because they progress to more 
serious sexual offences. 

Although clinical experience with previous 


' generations of exhibitionists suggests that such a 


change is behaviour would be most unlikely, it 


' would be interesting to clarify the relationship 
' between indecent exposure and other sexual 
. offences, in particular indecent assault, the only 


other common heterosexual offence in England 
and Wales. 

Indecent assault is a heterogeneous legal 
category which does not correspond to any 


` single clinical entity, but many of the offences 


grouped under this heading seem to belong to 
the same area of sexual pathology as exhibi- 
tionism and paedophilia, particularly in the 
under-21 group. For instance, it is not unusual 
for exposers to commit assaults at some stage in 


‚ their career—which is not surprising if one 


considers the two activities to be complementary 
aspects of the same kind of genital exploratory 


' behaviour more usually found in pre-pubertal 


children. Indeed the victims of both types of 
offence are quite often themselves children, and 


' discriminating between such cases and true 


paedophilia becomes difficult. More specifically, 
it is not unusual to find that exhibitionists have 
committed paedophiliac acts in their "teens; 
and Mohr et al. (1962) have observed a ten- 


. dency for persistent exposers to children to 
‘ develop paedophiliac behaviour in later life. 
:On the Continent an association between 
: exhibitionism and paedophilia seems to be more 


generally acknowledged that it is in the English- 


. speaking countries (De Buck, 1969). 


We have digressed from the question whether 


: the static adult exposer rate could be due to some 


adolescent exposers moving into the Indecent 


` Assault category as they grow older. A follow-up 


study would be required to exclude this possi- 
bility, but a major exposer contribution seems 
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unlikely while the under-21 Indecent Assault 
rate is still increasing more rapidly than the 
adult rate, as it is at present (see Fig. 3). 

So far we have considered and failed to find 
support for one hypothesis—that an increase in 
severe sexual disturbance is responsible for the 
change in the under-21 exposure rate. The other 
possibility worth considering is that the offence 
is in most cases a relatively transient reaction to 
the internal and external stresses of adolescence. 
If this is the case then one can ignore the 
specifically sexual nature of the offence, and 
consider it instead as an impulsive, anti-social 
act comparable with other forms of delinquency. 

Taking and Driving Away, and House- 
breaking* have been chosen for comparison, 
being two typical non-sexual offences committed 
by young males in our society. Their annual 
under-21 conviction rates are plotted loga- 
rithmically in Fig. 4 together with those for 
Indecent Exposure and Indecent-Assault. This 
figure shows clearly the extent to which the 
growth rate of indecent exposure (I.E.) over the 
last decade parallels that of Housebreaking 
(H.B.), and to a lesser extent that of Taking and 
Driving Away (T.D.A.). 

A regression analysis was carried out on the 
conviction rates for all four offences between 
1958 and 1968 (1958 was taken as a convenient 
starting-point, since in that year a previous 
pattern of peaks and troughs apparently 
changed into one of sustained growth). As one 
might expect from Fig. 4, the curves for all four 
offences showed a significant linearity over this 
period. The coefficients giving the slope of the 
regression lines emphasized the similarity be- 
between І.Е. and H.B. (0:0484 and o-0652 
respectively), The difference between these 
slopes was not statistically significant. 

A second order curve analysis was carried out 
on the full 21-year period, 1948-1968. Over this 
period of time, T.D.A. was the only offence to 
show significant linearity; but both I.E. and 
H.B. had a significant curve component corre- 
sponding to the quadratic functioà in y = 
byx + b,x? + С. 

The difference between the values of this 


* The Theft Act 1968 came into, force on 1 January 
1969, altering these offence categories. Hence it is not 
possible to include figures for 1969 in the comparison. — ^ 
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Fic. 4.—Conviction rates per million males (under 21) 
(plotted logarithmically). 


function for the two offences was not statistically 
significant. 

These results support the idea that the rising 
conviction rate for Indecent Exposure has to be 
seen as part of the general increase in delinquent 
behaviour rather than as a specifically sexual 
phenomenon. It is puzzling that Indecent 
Assault should apparently be less affected than 
Indecent Exposure. ‘Assault’ in this context is a 
specialized legal term which does not necessarily 
imply the use of force or violence and covers a 
wide range of offences. This consideration, 
together with the clinical heterogeneity of 
offenders in the Indecent Assault category, 
makes it difficult to generalize about the con- 
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viction rate for this offence. Nevertheless, this 
category does include a substantial number of 
offences where a degree of force or violence, 
however minimal, is used, and one might predict 
that the Indecent Assault rate will continue to 
rise in keeping with the general increase in 
crimes of violence against the person. It remains 
to be seen whether the Indecent Exposure rate 
will fall should this happen. Some support for 
this possibility comes from Germany, a country 
where exhibitionism is also common: despite a 
fall in the overall incidence of sexual crime, 
including exhibitionism, in that country, sexual 
offences show a trend towards increasing sadism 
and violence (Bauer, 1970). It may also be 
relevant than in 1969, for the first time, Indecent 
Assault took over from Indecent Exposure as the 
commonest sexual offence in England and 
Wales (3,314 vs 2,647 convictions). Previously it 
had only outnumbered Indecent Exposure in the 
under-21 group. 


Discussion 


The adult conviction rates for Indecent 
Exposure are static; and the under-21 increase 
appears to be part of the general phenomenon of 
rising delinquency rates. These two considera- 
tions make it likely that the rise in under-21 
exposure offences is attributable to offenders 
whose disturbance is transient, and has a good 
prognosis. 

This conclusion may seem to dispose of a find- 
ing which at first seemed something of an 
anomaly—an increase in sexual difficulties 
among young people reared in a society dedi- 
cated to the removal of those inhibitions and 
barriers supposedly responsible for the sexual 
perversions and neuroses. However, although 
we may now suspect that the exposure offences 
do not indicate an increase in serious sexual 
pathology, they are nonetheless still abnormal 
acts in the sense that exposure behaviour of the 
kind involved almost certainly does not form 
part of normal adolescent sexual development. 
Admittedly there are no prevalence data to 
substantiate this claim, but clinically exposure 
offences in adolescence are sufficiently often 
associated with other evidence of disturbance 
to justify one in regarding the behaviour as 
pathological Іп this the adolescent exposer 
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resembles other sexual offenders whose beha- 
viour also reflects difficulties in psychosexual 
development, in particular those who engage in 
sexual activities with pre-pubertal children, and 
probably also those whose offence consists of 
impulsively touching the female breasts or 
genitals, the touching being an end in itself. 

The numbers involved are still relatively 
small, eg. about 750 exposure and 1,200 
heterosexual assault convictions for the 4 million 
youths at risk in 1970—but the rate of increase 
has been impressive. The apparent association 
between this increase and the growth in other 
types of non-sexual delinquency has made it 
plausible to argue that there has been no 
increase in the prevalence of serious sexual 
pathology among young people, but rather an 
increasing tendency for such sexual pathology 
as there is to find expression in delinquent 
behaviour. 

However, the evidence offered is not con- 
clusive, and one cannot exclude the possibility 
that there may in fact have been a general 
increase in the proportion of young males 
experiencing difficulty in establishing adult 
heterosexual behaviour. 

Issues of this kind highlight the present lack of 
basic information about sexual behaviour, and 
will not be resolved until reliable prevalence 
data become available. Prevalence studies are 
costly and time-consuming but could provide 
vital feedback to a society seeking legislation to 
facilitate rather than impede the full psycho- 
sexual development of its younger members. 


CONCLUSION 
The figures discussed in the article suggest an 
increase in minor sexual delinquency amongst 
young people. The significance of this is un- 
certain, but it raises the possibility that changes 
in the social environment are exercising an 
adverse effect on psychosexual development. 
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Further information is required to clarify the 
situation, and its collection will inevitably 
require close co-operation between the Courts 
and psychiatric research teams. 


SUMMARY 


Evidence is presented to suggest that there 
has been an increase in the prevalence of expo- 
sure behaviour in the under-21 age group which 
has been sustained over the last decade. Its 
significance is discussed in relation to the steady 
over-21 conviction rate, and the conviction rate 
for 3 other types of offence. It is concluded that 
the rise probably does not indicate an increase 
in the number of youths with serious sexual 
disturbance, but is rather related to the overall 
increase in delinquent behaviour. The increase 
in sexual delinquency is briefly considered in 
relation to wider issues. 
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A Method for Measuring Depression: Validity 
Studies on a Depression Questionnaire. 
By I. Prowsxy and D. SPALDING. 


Using items in a depression questionnaire, a 
Depression Scale has been constructed. The sensi- 
tivity of the scale has been evaluated in terms of the 
degree to which it correlates with clinical change. 
Evidence of validity has been obtained by correlating 
the depression score with self and observer ratings of 
depression. The results obtained suggest that the 
scale has potential as a method for assessing de- 
pression. 

I. Pilowsky, M.D., M.A.N.Q.G.P., M.R.C.Psych., 
Professor of Psychiatry, 

University of Adelaide Department of Psychiatry, 
Royal Adelaide Hospital, 

Adslaide, South Australia 5001. 


Birth Order and Family Size of School Phobic 
Adolescents. By Ian BERG, ALAN BUTLER and 
RareH McGure. 


A hundred school-phobic youngsters were investi- 
gated for birth order and family size. Ninety-one 
non-school-phobic admissions and 127 normal 
secondary school children of similar age were used 
for comparison. It was found that the school phobics 
tended to be late in birth order when they came 
from families with three or more children in them. 
The two control groups, however, did not differ 
significantly from what would be expected on 
theoretical grounds. The mean value of Slater’s 
index for the school phobics was 0-5942, which was 
significantly greater than the expected value of 0:5. 

Only children were found in similar proportions in 
the school phobics, in the normal secondary school 
controls and in a large sample of boys previously 
surveyed by the Scottish Council for Research in 
Education. The family size distribution, more 
generally, did not differ significantly between the 
school phobics and normal secondary school young- 
sters. Reasons are given why it was not considered 
necessary to use the Greenwood and Yule method of 
correction for family size estimations. 

The non-school-phobic cases bore some resem- 
blance to a sample of delinquent boys, previously 
studied, in their birth order and family size charac- 


teristics. 


It is suggested. that the raised maternal age of the 
school-phobic group may be of actiological import- 
ance in this condition. 
lan Berg, M.D., М.В.С.Р.(Еа.), M.R.C.Psych., 
Highlands, Scalebor Park Hospital, 

Burley-in- Wharfedale, Yorkshire. 


Heterosexual Aversion in Homosexual Males. 
By Kurr Freonn, Ron LANGEVIN, STEPHEN 
Ствівт and YAROSLAW ZAJAG. 


Penile volume reactions of homosexual and hetero- 
sexual males were compared, using slides of nudes of 
both sexes at various ages and slides of bland sexually 
neutral pictures. With the exception of the larger 
responses of the heterosexual controls to children of 
their preferred sex, the responses of the two groups to 
the various sex-age categories were comparable (no 
significant differences). With both groups, the 
responses to the various age categories of the non- 
preferred sex were indiscriminable from those to the 
neutral pictures. 

In a further experiment, six stimulus categories of 
slides were exposed: (1) pictures of skin afflictions 
from a dermatological textbook, (2 and 3) two 
categories of neutral slides, (4) nude pubescents, and 
(5) nude adults of the non-preferred sex. Prior to 
exposure of these slides, subjects were prearoused with 
slides of adult nudes of their preferred sex. 

With both groups the pictures of skin afflictions 
produced significantly more penile detumescence 
than the remaining stimulus categories. Pictures of 
persons of the non-preferred sex and the neutral 
slides were not significantly different. 

The heterosexual controls rated the pictures of 
skin conditions as more disgusting than those of 
males and the latter in turn as more disgusting than 
neutral pictures. The homosexual males rated the 
skin afflictions as more disgusting than all the other 
pictures, but there was no significant difference in 
their verbal rating of female pictures and neutral 
slides. 

'The studies did not support the hypothesis that 
homosexuality is a neurotic symptom. 


Kurt W. Freund, M.D., D.Sc., 

Head, Section of Pathology, 

Clarke Institute of Psychiatry, 

250 College Street, Toronto r30, Canada. 
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Post-Partum Mood Change in Jamaican 
Women: A Description and Discussion on 
its Significance. By J. R. Т. Davison. 

This is a prospective study of 43 Jamaican women 
attending a hospital Antenatal Clinic. They were 
interviewed twice during pregnancy, when assess- 
ments of mood state and anxiety levels were made. 


After parturition they were seen daily in hospital; 


60 per cent manifested mild depressive change but 
this was not so severe as were depressions occurring 
during pregnancy. The post-partum blues were of 
Short duration and did not seem to be the outcome 
of labour difficulties or antenatal factors, The positive 
"findings were that high parity, tubal ligation, and 
ambivalent feelings during pregnancy which were 
accompanied by higher anxiety all bore a statistical 
association with severe blues. In this particular 
population such a reaction to childbirth is deemed 
to be the result of socio-economic stress leading to loss 
of self-esteem. 


J. R. T. Davidson, M.B., B.S., D.P.M., 
Top Flai, St. Clare Cottage, 

Polwithen, Penzance, 

Cornwall. 


Psychiatric Sequelae to a Civil Disturbance. 
By Exc-SEoNG Tan and КонАшр C. Smons. 

On 13 May 1969 intercommunal rioting broke out 
in Kuala Lumpur and continued for a full week. 
Life in West Malaya came to a standstill and large 
sections of the population of the city lived in fear of 
their lives. This paper reviews the demographic 
characteristics, symptomatology, diagnoses and the 
relevance of symptoms to the riot experience of the 58 
patients who came to the University of Malaya 
Medical Center psychiatric unit whose psychiatric 
complaints were validly attributed by themselves on 
their relations to the riots. 

The racial distribution of these patients paralleled 
that of those killed. Typically, a patient lived in a 
riot-affected area and had his person, his relatives or 
his property threatened by the rioting. He was of 
lower social status and was more exclusively identified 
with his own ethnic community and less integrated 
into the larger multiracial society of the city. Morbidi- 
dity was manifested mostly in the form of generally 
recognized psychiatric syndromes, though a number 
of patients had short-lived psychotic episodes with a 
strong affective content. Most recovered with 
supportive crisis management and chemotherapy. 


Although the University of Malaya Medical Centre ` 


psychiatric unit was the only psychiatric facility in 
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Kuala Lumpur at that time, this sample reflects but 
does not constitute, the total psychiatric morbidity. 


` Eng-Seong Tan, M.B., B.S., M.R.C.Psych., 


Professor and Head, Department of Psychological Medicine, 
University of Malaya, 
Kuala Lumpur, Malaysia. 


A Social Rehabilitation Programme for the 
Long-stay Mental Hospital Patient. By 
К. C. Braw and С. W. Н. Nixon. 

A milieu programme for long-stay patients, mainly 
institutionalized schizophrenics, was established. The 
patients were divided into small groups each with a 
responsible staff member. Attention was directed 
toward social retraining and responsibility, rather 
than on intrapsychic pathology. 

Assessment of medication used on the group of 
patients before and during the programme showed 
minimal changes only. 

Nursing rating scales indicative of social behaviour 
showed. considerable improvement, and about one 
third of the patients were discharged over a six- 
month period. 

It is suggested therefore, that milieu programmes 
may benefit this type of patient over and above any 
improvement produced by medication. 

R. С. Bland, M.B., ChB., F.R.C.P.(C.), 

Clinical Director, 

Alberta Hospital, Edmonton, 

Box 307, 

Edmonton, Alberta. 

A Taxonomy of Depressive Phenomena and its 
Relationships to the Reactive-Endogenous 
Dichotomy. By J. J. Квлк-Соімеш.. 

A questionnaire/interview was verbally admini- 
stered to 203 consecutive admissions to a mental 
hospital. The content of the items was concerned with 
depressive phenomena and antecedents. Fifty-four 
items were included in the study, plus age, sex and 
social class. 

The sample was found to consist of ro2 patients 
who had a definite depressive illness diagnosed by a 
psychiatrist; and there were ror patients who did 
not have a formal depressive illness although the 
majority of them reported depressive symptoms. 

The data from the questionnaire were analysed by 
the method of principal components, and the resultant 
factor matrix was rotated to oblique simple structure. 
Six significant factors were extracted from the data 
at the first order, and these resolved into two second 
order factors; the first was one of general depression, 
and the second appeared to represent a reactive 
versus endogenous depression factor. 
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The results displayed significant differences be- 
tween depressive illness patients and other patients 
in terms of their depressive phenomenology. Syste- 
matic differences were also found between those 
patients who had been diagnosed as reactive de- 
pressions and those who had been diagnosed as 
endogenous depressions. These differences were such 
as to suggest that reactive and endogenous de- 
pression are very different types of psychiatric 
disorder, the former being a very loosely organized 
collection of symptoms and the latter an organized 
syndrome. However, there did not appear to be any 
important differences between the two types of 
depression in their general level of depression. The 
questionnaire/interview also proved to have useful 
psychometric characteristics, ie. it was valid and 
reliable. 


J. J. Kear-Colwell, BSc., M.B.C.S., D.C.P., A.B.Ps.S., 
Principal Psychologist, 

Southern General Hospital, 

Glasgow, G51 4ТЕ. 


An Unusual Response to Chlorpromazine 
Therapy. Ву Pau. WiLLIAMS, 

Phenothiazine-induced catatonic states are com- 
monplace occurrences in laboratory animals, but such 
responses in humans are exceptionally uncommon, 
One such case is reported. 

A 40-year-old female suffering from recurrent 
mania was admitted to hospital in an acutely dis- 
turbed state. She was treated with chlorpromazine 
200 mg. intramuscularly, and 100 mg. orally every 
six hours thereafter. Within forty-eight hours a state 
of catatonia was apparent: this subsided soon after 
withdrawal of the phenothiazine. This patient had 
no previous history of catatonic manifestations, 

There are two previous reports in the literature 
describing such cases, and these are discussed. It 
seems that this unusual drug reaction is best regarded 
as a variant of the well-known drug-induced 
Paul Williams, M.B., B.Ch., 

Senior House Officer, 
Whitchurch Hospital, Cardiff CF4 7XB. 
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STRUCTURALISM 


Structuralism. By JEAN Pracer. Translated 
and edited by Cannan MASCHLER. 
Routledge & Kegan Paul Ltd., 1971. 
London. Pp. 153. Price £2.00. 


Patriarchs usually evoke respect rather than 
surprise: Jean Piaget continues to elicit both. 
This, his twentieth book, published in his 
seventy-fifth year, tackles as modern a theme as 
anyone could wish. 

Structuralism has been hailed as the successor 
of existentialism, as well as a unifying philosophy 
of linguistics, anthropology and Gestalt psycho- 
logy. It is largely derived from general systems 
theory, and is claimed to be the newest of new 
looks in the philosophy of science. What then is 
this theory? The central concept, as the name 
implies, is that of a structure. According to 
Piaget a structure is defined by three charac- 
teristics. First, it is a whole, in the sense of being 
composed entirely of interdependent units; 
second, it exhibits transformation between its 
constituents, which means that there are laws 
governing the relationships between its various 
parts; lastly it is self-regulated in the sense that 
the transformations never lead beyond the 
system, but rather always remain ‘enclosed’ 
within it, as can be most readily appreciated 
with mathematical systems. From the outset 
Piaget is concerned with whether structures 


exist ‘out there’ in nature, already formed in , 


some given, innate or Platonic sense, or whether 
it is the human psyche that creates structures by 
formulation. His own sympathies are clearly with 
the second viewpoint, as opposed to such 
thinkers as Chomsky. 

The best known structures are those found in 
mathematics and logic, though evidently these 
disciplines are defined very broadly: for 
example, Piaget quotes Levi-Strauss to the 
effect that cultural anthropology is really 
a branch of algebra. He comments that modern 
mathematics is no longer compartmentalized, 


but is an ‘architectural’ whole whose unifying 
processes (those of classification, serialization 
and the perception of contiguity) are found in 
children before they reach the adult concept of 
natural numbers. The latter are evolved by a 
process of ‘reflective abstraction’ on the nature 
of these primary operations. 

The paradox of deriving elementary from 
higher levels instead of the converse is developed 
by considering the relationships of logical 
systems. Logicians choose an arbitrary starting 
point for their theories, but their systems remain 
open at the bottom, since their axioms cannot be 
proved, and again at the top where the meta- 
theory takes over. Nor can any system demon- 
strate its internal consistency except by appeal 
to the next highest theory. Logic does not pro- 
ceed, then, from self-evident propositions upon 
which a pyramid of knowledge is erected, but 
rather depends for its validity on its most 
developed or apical level from which everything 
else is subtended downwards. 

In a brief chapter on physical and biological 
systems Piaget considers what we mean by 
saying we understand a causal process. He 
concludes that the kinds of physical processes we 
claim to understand are essentially those we can 
view as analogous to human operations, and 
that this is no accident, since we discover reality 
only by human action. Learning by interaction 
is illustrated by all biological systems; all 
organisms show structured behaviour resulting 
from the active adaptation to the environment of 
homeostatic (including genetic homeostatic) 
mechanisms. 

In psychology, structuralism arose as an 
anti-associationist doctrine which reached its 
first peak in the Gestalt school. There is approval 
for the notion that the perceptual whole is 
primary to that of the parts, and that there is 
no such thing as absolute perception. Gestalt 
methods are criticized, on the other hand, for 
overlooking the activity of the observer and for 
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taking no account of ‘reflective abstraction’, as 
illustrated most clearly in the development of 
intelligence. Piaget believes that intelligence 
originates with ‘preformed roots’, namely those 
features of the central nervous system which 
define the characteristics of reflex responses and 
of sensorimotor co-ordination. These responses 
become increasingly differentiated by the 
operations of assimilation, accommodation and 
ordering, each of which is capable of consider- 
able sophistication at the intellectual level. 
For example, the experience of organizing a 
sequence of physical movements provides the 
basis required for ideas of serial magnitude. 
Similarly each further development of logic 
requires the abstraction of what is innate or 
essential at one level so that it may be the 
explicit data of the next. A final leap into 
adult intelligence occurs when the individual 
can operate directly on an operation itself, as 
when classifying alternative classifications. 

Linguistic structures also come in for special 
attention. They are unique in that they are 
concerned not with ‘things’ but with signifiers, 
Le. words defining each other and hence in 
equilibrium. Linguistic analysis has already 
suggested many intriguing possibilities, such as 
that children employ a qualitatively different 
structure from adults and not just a simplified 
version, and that the emotions may have their 
own structure, as Freud has supposed. (Psycho- 
therapy is then the translation of a private 
symbolic language into a public and conscious 
one). But a vast amount of work remains to be 
done, especially on the development of language 
from the biological, historical, and individual 
perspectives before conclusions can be drawn 
about the ultimate relationship of language and 
logic. Meanwhile Chomsky’s conclusions con- 
cerning the innate basis of ‘deep’ language 
structures is at best premature. 

Theories in the social sciencies can hardly 
avoid being structuralist, since they are all 
concerned with complex organizations whose 
components stand in formal relationships to 
each other. Few, however, attempt to find a 
mathematical or logical construct analagous, 
say, to the construct of causality in physics by 
means of which phenomena can be explained. 
A number of theorists are discussed, with Talcott 
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Parsons comjng in for praise, but most attention 
is devoted to the anthropological views of Levi- 
Strauss, one of the originators of modern 
structuralism. Piaget is enthusiastic about 
Levi-Strauss’s view that social life reflects the 
structure of human thought, and not vice versa 
as many have claimed. Criticism is reserved 
solely for Levi-Strauss's doctrines on the un- 
changing nature of human intelligence; how- 
ever, the developmental aspects of much anthro- 
pological data, such as the origins of myths, 
beliefs and kinship organization, may by now be 
irremediably lost in the mists of time. 

In conclusion the author points out that 
structuralism, though fashionable, is not all 
that new. It is an intellectual method rather 
than a doctrine, a perspective rather than a 
master theory. Piaget’s own contribution is 
essentially to humanize; he stresses growth 
rather than completion, the construction of 
knowledge rather than simple encounters with 
novelty, and the fluid nature of all human 
thought, including logic itself. Altogether a 
remarkable book, wherein intricate thought is 
lightly clothed in a style of deceptive simplicity. 

N. KREITMAN. 


SUICIDE 


The Savage God. A Study of Suicide. By A. 
ALVAREZ. London: Weidenfeld and Nicolson. 
1971. Pp. xiv + 249. Price £3.25. 

Mr. Alvarez is a poet and an eminent critic of 
poetry. His book is the product of two personal 
experiences; the suicide of Sylvia Plath, triggered off 
recollections of his own attempted suicide ten years 
before, and brought him to a personal confrontation 
with problems which he has here tried to understand. 

His book begins with an account of his acquaint- 
ance with Sylvia Plath and with his appreciation of 
her qualities as a poet, which he rated very highly. 
She should never have died when she did. She had 
rade well-laid plans for discovery and rescue in 
time from a gas-filled kitchen, but accidents conspired 
against her. In his own case, fortune was on his 
side, but it was touch and go. During a very un- 
happy stage in his life, the desire to have done with it 
all built up slowly to culminate in the taking of a 
hoard of sleeping tablets. The attempt served its life- 
purpose. After its failure, an abrupt revulsion took 
him into a frame of mind in which life was no longer 
beyond bearing, nor his problems insoluble. 
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death was the entry to paradise, enforced their own. ^", , 
martyrdom. Theologians, horrified at this sel- . 
slaughter, made suicide a mortal sin; and Dante | 
confined the perpetrator to the seventh circle of his. ^ Ў 


His own experience, so similar as he must think, 
does not help him to understand the act of Sylvia 
Plath; he is cut off by the gulf that separates the 
reactive from the endogenous depression, alike in 
appearance but different in kind. Sylvia Plath was a 
manic-depressive. In her autobiographical novel 
she has described in limpid prose no less beautiful 
than her poetry the deep depression that came on her 
at about the age of 20 when, as it would seem, life 
was brimming with academic success and brilliant 
opportunities and she, heartfree and without cause 
for care, was enjoying every moment of it. The Bell 
Jar, the title of this classic auto-pathography, is her 
name for the invisible wall that came down around 
her to isolate her in an enclosed desert of the spirit. 
Alvarez quotes a poem which holds in its few lines the 
same irony and gallows-humour and dead-pan 
courage which so move one in her novel: 

Dying 

Ts an art, like everything else. 

I do it exceptionally well. 

I do it so it feels like hell. 

I do it so it feels real. 

І guess you could say I’ve a call. 

Her depression at 20 had its climax in a cold- 
blooded suicidal attempt, which failed by accident 
and through no fault of planning. She recovered 
from the depression after a short course of electro- 
shock treatments. So also, one feels, she might have 
been saved when a later recurrence of the depression 
destroyed her. 

From this tragic pointless misadventure, Alvarez 
turns to the history of human concepts and values 
relating to suicide. This makes up the middle part of 
his book, sandwiched between the two personal 
episodes. He gets no help from the psychiatrist. He is 
told ‘almost nothing’ by the social scientist, whose 
procedures make the subject unreal, who seems to miss 
the heart of the matter, whose elegant superstructures 
are “built on simple misery, a terminal inner loneliness 
which no amount of social engineering will alleviate’. 
The psychoanalyst may untangle motives, but can say 
little about what it means to be suicidal, and how it 
feels. 

How it feels i is what he is after; his own feelings at 
the moment of his attempt were blotted from his 
mind by the alcoholic blackout in which it was done. 
Causes and motives are alike irrelevant in his search. 
More to the point for him is what he can learn from a 
historical progress. Through the centuries sccial 
attitudes have swung from one pole to another and 
half-way back again. For the Romans, suicide was 
one way of dying, better than many another, to be 
chosen when expedient and to be conducted with 
serenity and decorum. Early Christians, for whom 
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Inferno, below the heretics and the murderers. Very 
gradually we are beginning to recoil from this ethical 
extreme, and changing attitudes are traced for us 
through the work of Donne, Cowper and others, 
All this does not lead to any definite conclusion. 
Mr. Alvarez is trying to solve an enigma which he 
has created for himself. When one asks, what was in 
the mind of the suicide, there are as many answers as 
suicides, one for one. The infinite number of ways of 
dying include the infinite of ways and moods of killing 
oneself. To the Alvarez analysis of personal meanings 
there can be no conclusion; it is a universe of dis- 
course in which the negation of a truth is not false- 
hood but another truth. Of suicide Camus said, ‘an 
act like this is prepared within the silence of the heart, 
as is a great work of art’; and Valéry, ‘the victim lets 
himself act, and his death escapes from him like a 
rash remark’. 
Error SLATER. 


INSTITUTIONS 


Patterns of Residential Care: Sociological 
Studies in Institutions for Handicapped 
Children. By R. D. Kme, М. V. Raynes and 
J. Tizarp. Routledge and Kegan Paul 1971. 
Pp. 255. Price £3.50. 

Large numbers of children are brought up in 
institutions of one kind or another: in 1963 more 
than 146,000 were deprived of a normal home life 
for a variety of reasons. It may be that for some 
better community services could have prevented 
their removal from home, but for many it was un- 
avoidable. Bowlby’s report to the W.H.O. in 1951 
noted the severe impairment of psychological develop- 
ment which sometimes resulted from an institutional 
upbringing, and pointed to the deplorable conditions 
in many of our institutions for children. This resulted 
in the closing down of many residential nurserics 
and the cutting down of day-nursery provision for the 
children of working mothers in the belief that even a 
bad home is better than an institution. More recently 
long-stay hospitals for the mentally retarded have 
come in for severe criticism and there have been 
pressures to shut down these hospitals. 

That many institutions are indeed crassly insensi- 
tive to the needs of children is undoubtedly true, but 
over the last twenty years it has become apparent 
that the, progress of children in some institutions is 
very much better than in others. Much of the damage 
to children's development stems not from simple 
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separation from their families but from the quality of 
care they receive. Professor Jack Tizard has long 
urged the need to study patterns of child manage- 
ment in residential units, and this book describes the 
findings of his sociological research group based on 
observations of more than 100 living units in 26 
institutions, most of which provided care for mentally 
retarded children but some of which catered for 
physically handicapped or ‘deprived’ children. 
Goffman has alerted us to the characteristics of 
institutions as a closed social system, and now King, 
Raynes and Tizard have gone one stage further and 
shown that there are great contrasts between different 
types of institutional care. It is a mistake to regard 
them as all alike. Marked differences were found 
between hostels, homes and hospitals in the type of 
life provided for the children. It was difficult to 
determine to what extent differences in the children’s 
physical and mental handicaps influenced the type of 
care they received. They must do to some extent, but 
the authors put forward convincing arguments that 
the children’s handicaps are not the main, and 
certainly not the only, determinant. 

The value of the book lies chiefly in its attempt to 
account for the differences in child care in terms of 
the sociology of the institution. The authors’ con- 
clusion is revolutionary in its implication that present 
nursing training has the result of fostering rigid, 
depersonalized, distant, ‘block treatment’ of people 
without account for their individual needs. It is 
suggested that this is a function of the institutional 
structure within which they work, and that it is not a 
question of personal qualities. This means that it is 
not the slightest use deploring conditions in long-stay 
hospitals and exhorting staff to behave differently 
since it will be very difficult for them to do so without 
changing the structure of the institution itself. 

While the implications of the research findings 
challenge the very basis of long-stay hospitals and of 
the training given to the staff who run them, the style 
of the book is far from revolutionary. The authors 
provide a careful documentation of the life of children 
in different types of residential care and of the work 
routine of the child care staff. Great care was taken 
to develop reliable measures which truly reflected 
important elements in institutional life. Each hypo- 
thesis was critically examined in terms of the available 
evidence, and sociological theories are repeatedly 
brought back to the real-life experiences of individual 
children. | 

This is an important book, and should be read by 
everyone concerned with the care of children or with 
the running of institutions for people of any age. It 
does not give a simple solution to the problem of how 
to provide residential care, nor does it show the effects 
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on children of different patterns of upbringing (an 
important task for the future). The authors are at 
pains to point out the further research that is needed 
and the difficulties yet to be surmounted. However, 
what the book does do is to show that methods of 
child care can be measured. The results of this 
measurement challenge many of the assumptions 
upon which hospital care is currently organized. 


MICHAEL RUTTER. 


Dynamics of Institutional Change. By M. GREEN- 
BLATT, M. R. SuaRAF and E. M. Ѕтоме. 
University of Pittsburgh Press. 1971. Pp. 260. 
Price $8.95. 

Milton Greenblatt has had a distinguished career 
in social psychiatry; in charge of research at the 
Massachusetts Mental Health Center, superintendent 
of Boston State Hospital and commissioner of the 
Massachusetts Department -of Mental Health. This 
book stems largely from his years at Boston State. He 
and his co-authors are concerned to show that 
medical administration is not just a dull grind but a 
complex activity requiring a high degree of skill and 
dedication upon which the success or failure of a 
medical service depends quite as much as upon the 
efforts of individual physicians or clinical teams. This 
was the message which David Clark put across in his 
Administrative Therapy. Writing about such matters is a 
thankless task, because the audience so often starts 
from the contrary assumption that administration 
inevitably means red tape and obstruction. Green- 
blatt and his colleagues do not underestimate the 
power of bureaucracy to hinder or kill à promising 
new development, but they also indicate that even 
in a gigantic organization like Boston State Hospital, 
something can be done to advance progressive policies 
when everything seems to favour a rigid application 
of the rules. The book is parochial; the reader really 
needs to know the hospital and its social environment 
in order to appreciate the issues discussed. It is 
difficult to compare the rather authoritarian organi- 
zation described with the committee structure 
favoured in this country, and something of the isola- 
tion of the large state hospital from its community 
and from the rest of the medical and social services is 
reflected in the text. There is little discussion of 
alternative systems and no attempt to consider the 
highly relevant literature concerning different 
patterns of service in other countries. 

Although the resources devoted to research make a 
British reader envious, the results reported are skimpy. 
Most of it is ad hoc, inconclusive and undeveloped—a 


symptom perhaps of the prevailing customer-con- 
tractor grant system. The book really comes alive at 
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a point where a young medical student describes the 
admission procedure as it must appear through a 
patient's eyes. 

One is left with the impression of a skilled and 
humane group of people battling against odds from 
within a system that ultimately must defeat them. 
Each of the problems discussed has its parallels in this 
country and its lessons for our own clinicians and 
administrators; some of them, such as the enormous 
problem of disturbed adolescents, may reflect our own 
future. The book is a store of anecdote and comment, 
written by experienced men who have something to 
say which we cannot afford to ignore when planning 
our own services. 


J. К. Wmo. 


CHILDHOOD 


The Growth of Sociability. By H. R. SCHAFFER. 
Harmondsworth: Penguin Books. 1971. Pp. 199. 
Price ор. 

Socialization. By Kurr Danziczr. Harmonds- 
worth: Penguin Books. 1971. Pp. 175. Price 45p. 

Speech and the Development of Mental Pro- 
cesses in the Child. By A. R. Lure and 
Е. La Yuponian. Harmondsworth: Penguin 
Books. 1971. Pp. 110. Price 40р. 


In the last decade there has been a breakthrough 
in useful knowledge about infancy. It has come about 
in various ways; one of them has been to develop 
cognitive theory and discover that experimental 
techniques can be used to study the first two years of 
life. It is therefore valuable to have the researches into 
this period reviewed by Schaffer who has done much 
to advance knowledge. Kurt Danziger also covers the 
same period, but more briefly because his field is 
larger; as well as infancy, moral development and 
extra-familial influences etc. are included. This 
volume, though less important, reviews its subject 
matter sensitively and critically. These two can 
provide an overall view of the literature. The 
importance of The Growth of Sociability should not be 
overlooked because it is a ‘Penguin’, it should be 
read by all non-specialist psychologists and psychi- 
atrists who believe more exact knowledge of infancy 
is important. 

Speech and the Development of Mental Processes in the 
Child is different. It is the reprint of a classic volume 
which starts with a vigorous and refreshing partisan 
introduction and then records the development of 
identical twins who were separated. Not only their 
speech but also their play and their ‘intellectual 
operations’ showed interesting developments. _ 

MICHAEL FORDHAM. 
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Orthopsychiatry and Education. By Еп M. 
Bower. Wayne State University Press, Detroit. 
1970. Pp. 470. Price $16.95. 

The American Orthopsychiatric Association is a 
multidisciplinary body, concerned with the study and 
treatment of behaviour disorders, expecially in young 
people; but its concerns do not stop there. It is a 
Member Association of the World Federation for 
Mental Health, and shares with many other such 
Associations a concern with factors in family life and 
in society which either favour or militate against 
healthy personality development. 

The present volume, drawn largely from papers 
recently published in the American Journal of Ortho- 
psychiatry, includes research reports, descriptions of 
experimental projects and speculative essays, all 
concerned with ways in which the educational 
system, from pre-school kindergarten to post- 
graduate studies addresses the task of realizing the 
intellectual and personal potential of today’s younger 
generation. We are reminded in the preface that the 
U.S. ‘educational establishment’ is composed of more 
than 58 million enrolled students, nearly 3 million 
teachers, some 200,000 administrators, with an 
annual budget (for 1969-70) of 65 billion dollars. 
They have been familiar for many years with com- 
pulsory schooling to the age of 16, which is viewed 
with trepidation by so many in Britain today; and 
their secondary and tertiary education knows much 
higher rates both of enrolment and of drop-outs than 
in the U.K. 

The blurb on the dust-jacket rather over-states: 
‘This volume represents the best research and 
thinking of the outstanding behavioral scientists in 
the United States on the problems and processes of 
education’; but setting hyperbole aside, there are 
many short, interesting articles here on topics as 
varied as “Education and the Preschool Child’, 
‘Curriculum Innovations’, Reading Disability’, ‘The 
Role of Social Class in Language Development’ and 
‘Student Use of University Psychiatrists’. 


G. М. CARSTAIRs. 


School Counselling. By H. J. Тлугок. Macmillan. 
1972. Pp. 160. Price £1.60. 


This book is one of a series of basic books in educa- 
tion, whose other titles show that the editorial 
policy is to try to come to grips with the need to 
re-think almost all inherited ideas in this field. 

The book gives a brief survey of the implications 
and aims of school counselling. To me it seemed most 
successful where it was based on practical experience 
rather than the review of literature. I particularly 
enjoyed the section about adolescents in Chapter 3, 
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and the very adequate discussion of ‘Aspects of 
Appraisal’ which forms Chapter 4. 

The very existence of the need for school cotinsellors, 
however, points to the deplorable failures 'of com- 
munication that occur between children} i in our 


, Secondary schools and the adults who should be 
* trying to lead them into life, as well as teaching them 


useful knowledge. This aspect is touched upon in 


, the book, and reference’ is made to the sociological 


implications of the researches of Bernstein‘ and his 
team into the use of language by the different 
communities within our society. 

The implications of the need for such a book as 
this must cause concern to all thinking members of 
our community. Within the given format, it fulfils its 
purpose, but this is sufficiently restricting to make it 
frustrating to read it. One would have liked far more 
thinking based on the author’s own experience, and 
his views on overcoming the vast gulfs that are 
opening up more and more in our society, not, as he 
rightly says, because of any age gaps, but because the 
words we use increasingly fail to carry meaning. 


Eva A. FROMMER. 


Stress in Youth. By Mary Capes, ErmABETH 
Gouron and Мошу Townsenp. Oxford Univer- 
sity Press for Nuffield Provincial Hospitals Trust. 
London. 1971. Pp. 103. Price 75p. 


This is a pilot survey of the work of the Wessex 
psychiatric services, including a four-year study of 
153 maladjusted adolescents, With more careful 
initial planning, strict operational definitions, and the 
application of simple statistical procedures, this work 
could have been a useful contribution. As it is, it 
suffers from too many undigested and indigestible 
figures; the few definitions which are given are 
muddled and arbitrary, so that the work could not 
be repeated. The results are as unsystematic as the 
method: on page 71 we learn the number of boys 
who had had influenza, undescended testicles and 
late circumcision, the number of girls with dysmenor- 
rhoea, pregnancies, abortions, sexual problems, who 
had had sex education, been interfered with, attended 
coeducational schools, been enuretic, or smoked, and 
over the € page we can read how many bit their nails, 
went swimming and ‘complained in no uncertain, 
terms about boredom’, 

The authors confirm the high proportion of, 
adolescents’ difficulties which can be traced to 
adverse experiences in early childhood, and conclude’ 
in their planning for the future, that the psychiatric 
services for the under fives should be strengthened. ' 

CHRISTOPHER J. WARDLE. 
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! ABSCONDING 


Absconding from Approved Schools. By R. V. G. 
Craggs and D. N. Martm. Home Office 
Research Studies, Report No. 12. London: 
H.M.S.O. 1971. Pp. 146. Price 85р. 


The researches upon which this book is based took 
place between 1960 and 1968 at which time there 
were nine and a half thousand girls and boys in the 
121 approved schools; 40 per cent of the boys and 
60 per cent of the girls absconded or broke bounds 
during their stay, many of them persistently, and this 
tendency is increasing. Now approved schools have 
been replaced by ‘community homes’—but the 
problem by any other name is just as obdurate and 
serious; particularly since Wilkins has shown that 
absconding during training is the single most power- 
ful predictor of subsequent reconviction, and because 
absconding rates tend to be high if the school en- 
vironment places the boy under stress, if it provides 
opportunities for absconding and if the behaviour is 
positively reinforced. A great number of factors have 
been studied under these headings: for example, 
absconding rates are high for a short time after 
admission and after holidays, in the dark winter 
evenings unless it is very cold outside, at the week- 
ends, when absconding has not recently been 
punished by caning, amongst boys admitted in busy 
periods, and among those exposed to the influence of 
absconders early in their careers. These environmental 
and learning factors are shown to be of greater 
importance than individual differences between 
absconders and non-absconders, for the application of 
a wide range of tests reveals no significant differences 
between the two groups, nor do specific sorts of boys 
tend to abscond from specific sorts of schools. 
Absconders and non-absconders are remarkably 
similar groups, Absconding, like delinquency itself, 
is no respecter of personalities. Furthermore the 
absconding rates in different schools vaty widely, 
some being five or six times as high as others, despite 
the absence of any appreciable differences between 
the boys admitted to the schools. 

These findings are clearly both important and 
hopeful, for it should be уёгу much easier to change 
schools than to change boys and girls. It is interesting 
to recall that the findings have been paralleled else- 
where; notably Michael Powers has found that in the 
Tower Hamlets area of London there are high delin- 
quency schools and low delinquency schools, inde- 
pendently of the intake. Sinclair reached similar 
conclusions about hostels; and Keogh, in a Cali- 
fornian training school for boys, finds that absconding 
varies with, the administrators’ emphasis PR custodial' 


aspects. 
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It is to be hoped that these researchers wilrnow go 
on to discover the differences between those schools 
having high rates of absconding and reconviction, 
and those with low rates, and that they will have 
better co-operation from the school authorities than 
did Michael Powers’ unit in the Tower Hamlets area, 


P. D. Scorr. 


PSYCHODYNAMICS 


The Wolf-Man and Sigmund Freud. Edited by 
MUREL GARDINER. Psychoanalytic International 
Library, No. 88. Pp. 370 + xii. London: 
Hogarth Press. 1972. Price £3.75. 

The History of an Infantile Neurosis is regarded as the 
most important of Freud's case histories. It is a report 
of the analysis of a man in his late twenties suffering 
from severe obsessional symptoms which were closely 
related to a childhood neurosis. In the psycho- 
analytic literature the patient is known as the Wolf- 
Man, after a temporary phobia of wolves the inter- 
pretation of which played a significant part in the 
analysis. Before consulting Freud, the patient, who 
belonged to a family of wealthy Russian landowners, 
had been treated by Kraepelin and other leading 
European psychiatrists. Following his analysis he was 
free from symptoms for twelve years. He then 
developed a transient paranoid state, for which he 
was treated by Ruth Mack Brunswick for several 
months. The patient, who is still alive and in good 
physical and mental health, has co-operated in the 
presentation of his life history and has enabled the 
editor to bring together in one volume everything that 
is relevant to his case. 

The first part of the book consists of a well-written 
unpretentious autobiography translated from the 
German by the editor. The patient comes across as 
an interesting and engaging person who adjusted 
himself well to emigration and poverty. The second 
part of the book contains his recollections of Freud, 
who for a time assisted him financially, together with 
the case history published in 1918, and a supplement 
to that history by Brunswick published in 1921. 
The third part contains information on the patient 
in later life and the editor's diagnostic impressions. 
She concurs with Freud’s summing-up in 1918, 
four years after the conclusion of treatment: ‘This 
case, like many others which clinical psychiatry has 
labelled with the most multifarious and shifting 
diagnoses, is to be regarded as a condition following 
upon an obsesdional neurosis which has come to an 
end spontaneously but has left a defect behind it 
after recovery.’ A defect manifest mainly in a ten- 
dency to reactive depressions which, however, were 
not disabling. This singularly well-documented case, 
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which shows Freud at work at the height of his 
powers, will have an assured place in the history of 
twentieth-century psychiatry. 


E. STENGEL. 


Shame and Guilt in Neurosis. By Heren Brock 
Lewis, International Universities Press, New 
York. 1971. Pp. 525. Price $15.00. 

This book follows three lines of enquiry: the 
phenomenology of shame and guilt in relation to 
neurosis, their correlation with different perceptual 
styles, and their significance in psychotherapy. 
The author's experimental studies suggest that field- 
dependent subjects are likely to be female, to experi- 
ence shame through failure to live up to an ideal, and 
to exhibit neurotic depression. On the otber hand, 
field-independent subjects are more likely to be male, 
to experience guilt from voluntary transgressions, and 
to exhibit obsessional symptoms. 

Not exactly a book for bedtime, but a challenging 
contribution to the complexities of superego function- 
ing and a timely reminder of the importance of guilt 
and shame in psychotherapy. 

Joun HARRINGTON. 


Structure and Functions of Fantasy. By Eric 
KrmcER. John Wiley and Sons. 1971. Pp. х + 
424. Price 56.30. 

Psychiatrists and psychoanalysts alike may realize 
from reading this book that there is much more to 
fantasy than they had previously thought. Dreams, 
play and problems of definition are discussed. A 
theory of fantasy is developed (and conveniently 
summarized), in which constructs such as;motivation 
and drive сосхізі with psychodynamic ideas. Relevant 
experimental work is discussed fully and fairly. The 
conclusion seems to be that while fantasy, properly 
defined, is more amenable to experimental! study than 
some have had us believe, very little rigorous acientific 
work has yet been done on it. The book is a mine of 
information, and very readable. 

ДР; Watson. 


Love and Hate: On the Natural History of Basic 
Behaviour Patterns. By  InzNAus Emr- 
Epesrerpt. Translated from the German by 
G. SrRACHAN. Methuen and Co. Ltd. 1971. 
Pp. 263. Price £2.50. 

'This book propounds the view that the instinctual 
drives of animals and man are just as much factors for 
social integration and altruistic co-operation as for 
self-seeking aggression and social disruption. The 
observations on man and animals which are quoted 
are interesting, instructive and beautifully illustrated. 


i 
1 
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The references range from Freud to Mao Tse-Tung. 


Chapter 8 is of particular value to clinicians, as the 
subjects of aggression, regression and sexuality are 
discussed. This chapter illustrates well the merit of the 
book, namely its ability to illuminate in a new way 
and from a new standpoint what had been an 


` ordinary and familiar situation. Whilst reading the 


book the reviewer found that images of past inter- 
views with patients and relatives were recalled to 
mind which paralleled exactly examples in the book 
taken from far away tribes or the animal kingdom. 
The book is of greater interest to psychiatrists than 
a cursory glance would suggest, and as a bonus it is 
very easy to read. 
N. L. GITTLESON. 


Psychic Traumatization: Aftereffects in Indi- 
viduals and Communities. Edited by H. 
KRvsrAL and W. G. NeneRrLAND. International 
Psychiatry Clinics, Vol. 8, No. 1. London: 
J. and A. Churchill. 1971. Pp. 236. Price £5.00. 

This is unfortunately not a.definitive book on the 
subject, but the ten chapters contain useful informa- 
tion from Holland, Norway and Israel, and North 
America, Social considerations' include effects of 
- disaster on leadership, on religion, on public beliefs 
about causation of events, and on trust in human 
goodness. However, the main perspective is psycho- 
pathological and psychotherapeutic. Among psychi- 
atric consequences of disaster discussed are the acute 
traumatic neuroses, long-term effects of sudden 
natural catastrophe such as the Arkansas tornado of 
1962, and prolonged disaster as with the responses 
of Nazi cóncentration camp victims. 

Family pathology in three kibbutzim is reported 
from an Israel state hospital, but the narrative 
material based on 25 families is not analyzed ade- 
quately. An Amsterdam psychoanalyst, de Wind, 
considers the diverging opinions about the reversi- 
bility of personality damage in concentration camp 
survivors and he quotes Eissler's pessimistic view: ‘I 
presume that those upon whom the shadow of the 
concentration camp has fallen during many years are 
lost and cannot be saved.’ The victim of massive 
psychic traumatization can obviously not be ‘cured’ 
in the sense of getting rid of dreadful recollections, but 
their mental state does not resemble that of psycho- 
neurotic patients whose psychic traumata in child- 
hood were phantasied. It is more akin to patients who 
suffered actual long-lasting trauma, being ill-treated 
or abused during childhood. 

The differing effect of trauma, depending on 
whether the person has been previously traumatized 
during childhood or not, has wide psychopathological 
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relevance. In those not traumatized during child- 
hood, the regression (with decathexis of adult psychic 
structures and recathexis of infantile ones) proves 
reversible, not only with therapy but presumably 
also without special treatment in many instances. 
"The concentration camp survivors who had also been 
traumatized іп childhood, however, experience adult 
disaster in terms of re-activated infantile trauma. 
Their concentration camp syndrome is frequently 
irreversible. Moreover, treatment of such patients 
is grossly complicated by the re-experience in the 
transference of infantile phantasied traumata. 

Reactions to private disaster also receive considera- 
tion. In a paper on bereavement, Schmale of Roches- 
ter, N.Y. describes women whose husbands died of 
cancer. He documents an initial phase of shock and 
disbelief, a psychic immobilization already familiar 
from the literature on civilian disaster, and then 
emphasizes a finding emerging also in other investi- 
gations: an anticipatory distress reaction does not 
protect the person from a subsequent repetition of 
breakdown when actually bereaved. 


Н. J. Watton. 


Recollection and Reconstruction: Reconstruc- 
tion in Psychoanalysis, Edited by BERNARD D. 
Eme, Epwarp D. Јозерн, and Herserr F. 
WarpHORN, International Universities Press, 
Inc., New York. 1972. Pp. 128. Price: $4.00. 


Three main themes seemed to run through the 
apparent confusion of the film Last Year in Marienbad. 
The first was the uncertainty as to whether the loca- 
tion of the Palace was Marienbad or Frederichsbad, 
and whether the central characters remained the 
same or became different. The second was that the 
recounting of some recollection always preceded the 
visual portraying. The third was a card game in 
which the central characters always lost to a myste- 
rious stranger. Interpreted briefly, the themes are: 
the baroque palaces and their inhabitants are all 
different, but they are all the same; what you 
remember is what happened; and, finally, no matter 
how you play, you can't win. 

The same three themes confound the efforts to 
mechanize psychoanalysis. This monograph is devo- 
ted to a study of. the realities behind the efforts to 
reproduce recollections and to recognize reconstruc- 
tions. Cases are quoted, and the book is a record of the 
discussions of the Kris Study Group. In some senses 
it is a memorial to Ernst Kris. 

The study group arrived at conclusions of which 
this is one: 

‘Freud struggled inconclusively throughout his 
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career with the question of whether it was ordi- 
narily necessary, or even possible, to distinguish 
between fantasy and reality in analytic reconstruc- 
tions. Since then, other analysts have never fully 
resolved this issue either.’ 

The efforts towards precise definition must con- 
tinue, but you can’t win. 

J. H. Kaun. 


PSYCHOTHERAPY 


The Effects of Psychotherapy. By S. RACHMAN. 
International Series of Monographs in Experi- 
mental Psychology, volume 15. Pergamon Press. 
1971. Price hardback £3'75; flexicover £2.50. 

The title of Dr. Rachman’s latest book requires a 
word of explanation. The publishers call it ‘a com- 
prehensive critical review of the evidence for the 
effects of psychotherapy and its value in treating 
psychiatric patients’. To deal with such a large and 
controversial subject in a mere 162 pages of text would 
set an almost impossible task. The author has, in fact, 
restricted his field: he has left out all reference to 
so-called process studies, and he has considered only 
the interpretative therapies (in which he includes 
Rogerian non-directive methods). 

All this makes good sense, for otherwise the subject 
would be unwieldy. However, it is rather surprising 
to find that the last 40 pages of this book are devoted 
entirely to a review of behaviour therapy. And a 
very enthusiastic review it is, introduced with a 
quotation from (of all people) Mr. Richard Crossman 
who, we learn, described behaviour therapy in a 
speech in 1964 as ‘a real, genuine scientific break- 
through’. Two pages earlier, in closing the section on 
psychotherapy, a quotation is also used, in this case 
a more familiar one, namely that psychotherapy is ‘an 
undefined technique applied to unspecified problems 
with unpredictable outcomes’. 

Although Dr. Rachman has tried to present the 
literature about the effects of psychotherapy fairly, 
these two quotations betray his viewpoint all too 
clearly. He has written an excellent brief critical 
review of outcome studies in psychotherapy, but he 
has deliberately excluded any discussion of what he 
calls the ‘technical problems’ of outcome studies. By 
doing this he also avoids having to consider how better 
information might be obtained. Neither does he 
discuss the contribution which psychologists can 
make to these difficult problems of assessment, or 
how research in future might be more effective, All 
this leaves a lack of constructive suggestions about the 
way that research might proceed in future. Instead, 
Dr. Rachman offers us behaviour therapy as an 
alternative. 
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The book is directed to clinical psychologists and 
psychiatrists. The latter will find it a useful summary 
of the literature about outcome studies of psycho- 
therapy, with an extensive and well chosen biblio- 
graphy. They should, however, read it against the 
background of a wider knowledge of psychotherapy. 
It is to be hoped that the psychologists to whom it 
is mainly addressed will also supplement it with other 
reading. With these reservations, the book can be 
recommended as an important addition to the 
section of psychotherapy in post-graduate libraries. 

M. G. GELDER. 


Small Group Psychotherapy. By MAXWELL JONES, 
Frang MaPuerson, Donoruv Stock WHITAKER, 
J. D. Surmer.anp, Henry Watrron, Herz 
Worrr. Edited by Henry WarroN, Penguin 
Books Ltd. 1971. Pp. 128. Price 35р. 

This book is described as ambitious, and so it is. 
These experienced and well-known psychotherapists 
have put their ideas together, and as each of them 
has a different approach, the result is bound to be 
slightly confusing. The book is difficult to read and 
it would have helped a great deal had it been pre- 
sented in a really systematic and orderly way, 
expressing lucidly each author's approach under one 
heading. There is no detailed table of contents, and 
the index, although fairly detailed, would have been 
better divided into authors on the one hand and 
subjects on the other. The references are extensive 
but not exhaustive, and no mention is made, for 
instance, of Battegay's excellent work on groups. 

These criticisms apart, this little book is very 
erudite. Its attempt at pointing out the infinite 
variables in group psychotherapy, its suggestions as 
to research, its emphasis on training for group 
psychotherapists (pp. 68/69) are very helpful, as is its 
implied criticism of non-therapy as practised by 
untrained enthusiasts. The reviewer sees this book as a 
nucleus as well as a first step to making psychiatrists 
fully aware of the now indisputable fact that group 
methods of treatment are an absolutely indispensable 
tool in the armamentarium of psychiatry. i 

G. C. HELLER. 


SCHIZOPHRENIA 
The Schizophrenic Syndrome: An Annual Review 
1971. Edited by Ковевт Canoro. Butterworth, 
London for Brunner/Mazel, New York. Pp. 791. 
Price £9.00. 

This is intended to be the first of a series of annual 
reviews of the literature on schizophrenia, aimed at 
offering ‘interested professionals’ guidance through 
the rapidly growing mass of publications on the 
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subject. Aided by an international! advisory board, 
itself composed of several of the' most important 
contributors to this field, the Editor has been at pains 
to survey the European and Asian literature as well 
as the American. For completeness, a list is given of 
publications recommended but not included for 
various reasons. 

There are eight sections: Historical Development, 
Classification, and Theoretical Considerations; Dyna- 
mic Considerations including Family Interaction; 
Social, Developmental, and Existential Factors; 
Biochemical Studies; Genetic Studies. Cognitive and 
Perceptual Studies; Prognosis; and Therapy. These 
headings indicate the wide sweep of the contents. 
Inevitably, the quality of the articles varies, but there 
is a good balance: while some of the general articles 
are rather discursive, this is compensated for by 
several dealing with more specific topics which are 
short, crisp and informative. Several of the bio- 
chemical studies reported, however, are too specific 
for the general reader, and space might have been 
better used for more generous coverage of practical 
aspects of pharmacotherapy, or the social care of the 
chronic schizophrenic, which seem to be under- 
represented. 

The picture that emerges from the contributions is 
of some modest additions to knowledge during the 
year, rather than fundamental advances, but this may 
be to do less than justice to the importance of the 
genetic studies reported. 

Overall, the reviewer, as a clinical psychiatrist, 
found the book indispensable: it brought readily to 
hand a number of key articles he had resolved to 
collect and reread; a resolution no more likely to 
be kept than most. In addition, it attracted to his 
attention interesting aspects of the subject he would 
otherwise have been quite unaware of. It is hard to 
image anyone involved in this field who will not find 
this book useful. 

D. ABRAHAMSON. 


Mary Barnes: Two Accounts of a Journey 
Through Madness. By Mary Barnes and 
Josepn Berke. MacGibbon and Kee, London. 
1971. £2.95. Pp. 351. 

Two-thirds of this book are devoted to Miss Barnes’ 
account of her apparently schizophrenic experi- 
ences set against the background of the Kingsley Hall 
community; she gives a graphic description of her 
‘regression into schizophrenia’ and subsequent 
recovery. She is helped by the constant support of 
Dr. Joseph Berke, the discovery of a latent talent for 
uninhibited finger-painting and the use of colour, 
and religion. Dr. Berke, who became interested in 
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R. D. Laing’s writings while in New York, and helped 
found the community in 1964, gives Miss Barnes’ 
account some perspective. He describes the difficulties 
the community encountered because of her histrionic 
behaviour during some phases of her illness, and how 
they coped with her. Connoisseurs will find this 
book illuminating, but the less aesthetic may balk at 
the chiaroscuro of Laingian light seen against the 
hinterland of eclectic psychiatry. 


Н. С. S. SERGEANT. 


PSYCHOLOGY 
Encyclopedia of Psychology. Vol 1. (A-F). 
Edited by H. J. Eysenck, W. Авмоір and 
R. Mezur. London: Search Press. 1972. Pp. 396 
+ xviii. Price £8.00. 


This is the first part of a three volume work which 
aims at an international readership. The entries 
range from brief dictionary definitions to articles of 
up to 4,000 words followed by a bibliography. The 
editors hope that the work will be used not only by 
psychologists but by everybody interested in psycho- 
logy, including psychiatrists. They have secured the 
co-operation of an imposing number of experts, 
many of whom are leaders in their fields of study. 
Some of the terms listed belong to abnormal psycho- 
logy. Needless to say, the majority of the items are 
dealt with competently, but some are disappointing. 
‘Amnesia’, for instance, is dealt with in only a few 
rather uninformative lines whilst, under ‘amnesic 
syndrome’ the reader is referred to ‘confabulation’, 
but no such item is listed. There is a long article 
under ‘autism’, with a paragraph on the history of the 
concept, but Bleuler is not mentioned and the reader 
is given the impression that autism is always infantile. 
Only ten lines are spared for ‘ethology’, although 
Lorenz, but not Tinbergen, is mentioned under 
‘comparative psychology’. Depersonalization is de- 
scribed as ‘the feeling of a patient that he has lost 
his identity’. The reference to ‘euthanasia’ is con- 
fusing. ECT is dealt with under both ‘convulsive 
therapy’ and ‘electroshock’ by different authors 
without cross reference. ‘Broca’s area’ is not the left 
inferior frontal gyrus, but only its posterior third. 

It is true that to the psychologist nothing that 
concerns the organism is quite irrelevant, but it is 
difficult to understand why adiadochokinesis and 
abortion have been given more space than some 
important psychological concepts. 

Blemishes such as those mentioned above may be 
inevitable teething troubles of a work which is a 
mixture of encyclopedia and dictionary and seems 
to have been produced in a hurry. It is to be hoped 
that it will prove to be the pacemaker for a real 
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encyclopedia of psychology which will take its place 
among the great encyclopedias of other fields of 
knowledge. 


E. STENGEL., 


Cognitive Psychology. Special issue of British 
Medical Bulletin, Vol. 27, No. 3. Ed. A. SUMMER- 
FIELD. 1971. Pp. 290. Price £2.00. 


The Psych. Lib. movement has flowered largely 
outside the bounds of official academia. It has mani- 
fested itself through student anti-psychology con- 
ferences on to encounter groups hither and yon, by 
way of & renaissance of ideas in the field of psycho- 
therapy, and so forth. Within formal academic 
psychology it has taken the self-consciously respect- 
able and sober form of a significant growth of interest 
in ‘cognitive psychology’. This collection of brief 
essays is no very dramatic portrait of thinking man, 
but it is a useful step away from the moribundities 
of neo-S.R. At its best (say Morton’s paper on psycho- 
linguistics) it conveys, in modest form, some of the 
excitement of contemplating a ‘subject’ who is very 
nearly as clever as the ‘scientist? who pronounces 
upon him. 

D. BANNISTER. 


Biofeedback and Self-Control 1970. Edited by 
T. X. BARBER, L. V. DrGara, J. Kamya, N. E. 
Muer, D. Sarro and J. Srovva. Aldine- 
Atherton. 1971. Pp. 546. Price $12.00. 


Ignore the title. This is a useful book, the first of an 
annual series of reprints of papers on operant condi- 
tioning of autonomic and other ‘involuntary’ re- 
sponses, All of the material was published in 1970, 
mostly in such highly reputable journals as Nature 
and Science. The editors, including such luminaries as 
Dr. T. X. Barber and Dr. Neal Miller, may have 
tried too hard to be all-inclusive, since some of the 
papers are from popular science periodicals. There is a 
bibliography of the 'psychology and physiology of 
meditation and related phenomena’, but with no 
mention of St. Teresa of Avila. 

In the title, ‘self-control’ refers to voluntary 
control of ‘involuntary’ bodily processes. 'Biofeed- 
back! refers to the supply of information that makes 
operant learning possible. To think that Dr. Barber, 
with such classical forenames as Theodore Xenophon, 
could stoop to such a bastard neologism! 


J. L. Сіввомз. 
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HOMOSEXUALITY 


Homosexual Behaviour: Therapy and Assess- 
ment. By M, P. Fetpman and M. J. Mac- 
CuLLoaH. Pergamon Press, Oxford. 1971. Pp. 
288. Price £8.00. 


Behaviour therapy for the treatment of sexual 
deviation has been one of the therapeutic success 
stories of the past decade. In this volume, Feldman 
and MacCulloch describe their systematic develop- 
ment of the principle of anticipatory avoidance 
conditioning applied to the treatment of male 
homosexuality. In the context of their previous 
papers, they report on the treatment of their original 
48 homosexuals by this method, and on a later 
controlled trial using avoidance conditioning, classical 
conditioning and psychotherapy (carried out by one 
of the authors). The electrical circuitry used in 
applying this treatment is in itself complex and is a 
credit to the ingenuity and capacity for improvisation 
which the authors have shown in developing the 
technique from the original concept. The volume 
concludes with a speculative discussion on the 
biological aspects of homosexuality. 

The logistics of the development of the technique 
are cogently argued. It is in the evaluation of the 
results that reservations must be made. Although 
the patients are said to be ‘unselected’ by the authors, 
they were selected to their Department, since 42 per 
cent had requested treatment following Court referral. 
The desire of this high proportion to acknowledge a 
change in their behaviour towards heterosexuality, 
could be reflected in the considerable improvement 
rates obtained, compared with previous methods of 
treatment. 

The authors have produced a work of considerable 
value and practical application. This derived tech- 
nique for the treatment of homosexuality would have 
been applauded by the doyens of sexual psycho- 
pathology, and the text will become a clinical manual 
for those clinicians using this method. It is hoped that 
the complex circuitry can be condensed into a form 
suitable for use in the clinic. It will then remain for 
clinical psychiatrists and psychologists to evaluate 
finally this technique, when removed from the 
setting of pioneering enthusiasm. 

Joun Jounson, 


Homosexuality and Pseudohomosexuality. By 
LioEL Ovesey. Science House, New York. 
1969. Pp. 160. Price $8.95. 

The author is Clinical Professor of Psychiatry, 

Psychoanalytic Clinic for Training and Research, 

Columbia University. The book consists of six 
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chapters all based on previously published papers 
written over a ten-year period. He writes clearly, 
illustrates his points with case histories and is com- 
mendably free from jargon. After stating the classical 
Freudian arguments he presents his own modifica- 
tions. He recognizes the importance of socio-cultural 
factors as well as non-sexual ones. Unhappily the 
latter seem to be limited to two, dependency and 
power, and make up what the author calls pseudo- 
homosexuality. He acknowledges no debt to Adler. 
The book is well produced, with an index and a few 
selected references, but is relatively expensive. 


F. E. KENYON. 


CULTURE 


Cross-Cultural Studies of Behavior. Edited by 
IusaN Ar-Isa and Wayne Dennis. London: 
Holt, Rinehart and Winston. 1970. Pp. 522. No 
price stated. 

The editors of this book bave set themselves the 
task of presenting cross-cultural differences in normal 
and abnormal human behaviour; for this purpose 
they have assembled a wide range of previously 
published . articles and book contributions which 
bear upon the main topic. The editors, in the preface, 
state that 'this book proposes to introduce the reader 
(whether a student of integrated social science, 
psychology, sociológy or any related field in any 
country) to what can be achieved in human under- 
standing when one steps outside his own culture’. 
While this aim is partially achieved, the book's main 
focus is on cultural anthropology and cultural 
psychology; to the psychiatrist interested in deepen- 
ing his understanding of transcultural psychiatry it 
may be considered as part of the basic science aspect 
of the discipline. 

In the attempt to provide an overview of the total 
field, material has been selected on the basis of 
importance and quality regardless of the year of 
publication, and recent studies are interspersed with 
some of the more classical ones such as those of 
Piaget, Whorf and Hollingshead, and Redlich. About 
one-fifth of the total work is devoted to cross-cultural 
mental health studies, a chapter which this reviewer 
(perhaps because of professional bias) considered to 
be the best of the selections. One might suggest indeed 
that the work would have seemed more balanced had 
this area been given greater emphasis. 

However, this book constitutes a major contribu- 
tion for the reader who wishes to begin the study of 
cross-cultural behaviour patterns. For the psychiatrist 
it provides an academic reminder that there is more 
to ‘transcultural psychiatry’ than flitting about the 
globe presenting papers and hobnobbing with pro- 
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fessional colleagues from different continents. One is 
left with the impression, however, that the major 
purpose of the work is to serve as an introduction for 
students of psychology and anthropology. As such it 
suffers from the attempt to encompass too much 
material into a short space; each of the six chapters 
chosen could well have been expanded into a textbook 
on its own. 


W. С. Burrows. 


Sociology in Medicine. By H. W. Susser and W. 
Watson. 2nd Edition. Oxford University Press. 
1971. Pp. 468. Price £3.50 paperback. 

"This revised and extended second edition covers a 
wide range of the social aspects of community and 
family life. It contains much that is of importance for 

psychiatry, and each chapter is followed by an 
impressive list of references. There can be no doubt 
that it is a valuable work in an area of medicine 
somewhat neglected by doctors, if not sociologists. 

The authors regard it as an introduction to the 

subject, but the range, the conciseness and a certain 

heaviness of style all combine to ensure that it will be 

a book to be consulted rather than read as a whole. 

It will continue to be a useful reference work, and to 

this end it would have been helpful if the contents 

listed subheadings as well as the rather enigmatic 
chapter titles. There is an excellent index. 


Ricardo Mayov. 


CHROMOSOMES 


A Psychological-Psychiatric Study of Patients 
with Klinefelter's Syndrome, 47,XXY. By 
ALICE THEILGAARD, JOHANNES NIELSEN, ANDREAS 
Sorensen, ANDERS FRGLAND and Svenp С. 
Јонмвем. Munksgaard, Copenhagen. 1971. Pp. 
148. Price 50.00 Danish Kroner. 

The authors’ intent was to give an integrated 
picture of the personalities of the patients as seen with 
the help of the Rorschach test, Thematic Apperception 
test and Word Association test. The results of these 
tests are compared—it appears successfully—with 
a previous psychiatric study of the same patients, 
reviewed in the Journal in 1970 (x17, 341). Many of 
the statistical tests of significance are of doubtful value 
since the population samples studied are not homo- 
geneous with regard to distributions of age or IQ. 

The treatise as a whole would have benefited from 
a more succinct style. 


Jacos Kaun. 
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Trisomy G/Normal Mosaicism. A Cytological 
and Clinical Investigation, By E. S. SAans. 
H. E. Stenfert Kroese N.V./Leiden. 1971. Pp. 93. 
Price D. fl. 19.23. 

Of the 85 pages of text, only six pages are devoted 
to chromosomal investigations. This is regrettable 
since the selection of the sample of patients was made 
on cytological criteria. Table V on page 23 does not 
given the necessary information. As a cytogeneticist 
I would have liked to know the identity of missing or 
additional chromosomes. For example, there are more 
monosomic cells than trisomic cells in four out of ten 
cases, In fact it is not clear whether cells with a count 
of 46 chromosomes are not trisomic for G and mono- 
somic for another chromosome. The clinical part— 
including the case histories—is more convincing and 
makes for better reading. In it the ten mosaic mongols 
were compared with standard trisomic mongols and 
normals in respect of body measurements, leucocyte 
changes and other characteristics. A dermatoglyphic 
index, and possibly a lower iliac angle, differentiated 
patients with more than 30 per cent trisomic cells 
from the others. 

i Jacos Kann. 


MISCELLANEOUS 
Risk-Taking Behavior. Edited by R. E. Carney. 
Springfield, Il: Charles C. Thomas. 1971. 
Pp. xii + 211. Price $13.75. 

Many of the thirteen papers in this symposium 
discuss the concepts and theory of risk-taking 
behaviour. Three apply this knowledge to explain 
smoking and the misuse of drugs by young people 
and to justify schemes intended to reduce drug- 
taking in schools. The illustrations of the theoretical 
discussions tend to be anecdotal, although references 
are made to the growing experimental literature. 
The reviewer was disappointed at the lack of neat 
statistical’ devices which research in this area tends 
to ‘throw up. Some painstaking investigations are 
described, using attitude scales, e.g. the editor's risk- 
taking attitude questionnaires (RTAQ). Scores on 
RATQ have been found to correlate relatively 
highly with drug-taking. The secret of controlling 
drug misuse has yet to be discovered, but the authors 
express remarkable optimism about the potential of 
their educational programmes. 

К. Russet Davis. 


Decisions, Organizations and Society. Edited by 
F. С. Castes, D. J. Murray and D. C. POTTER. 
Penguin Books and Open University Press. 
1971. Pp. 424. Price бур. 

This book is a collection of papers published in 
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association with the Open University Press and 
edited by three members of the staff of the Open 
University. It is divided into three parts: (1) Indi- 
vidual and Organizational Decision- Making, which 
adapts social psychology theories, (2) Influencing 
Decisions, which analyses the composition of pressure 
groups and those who wield power, and (3) Decision 
Making and the Structure of Society, which is mainly 
a collection of socialist and anarchist philosophies 
including Marx, Marcuse, K. H. and R. B., Wolff and 
our own Antony Crosland, whose essay on ‘The 
Decline in the Economic Power of the Capitalist 
Class’ is very much at variance with the other authors 
who arc in no doubt that capitalism is still rampant. 

Two articles may be of interest to the psychiatrist; 
one on “The Hospital and its Negotiated Order’ 
which analyses the staff organization at the psychi- 
atric unit of the Michael Reese Hospital in Chicago, 
and the other on ‘The Determinants of Pressure 
Group Politics’, with the British Medical Association 
as its model. The former is of limited value, but 
the other, which was originally published in 1960. 
almost ignores the B.M.A., and anybody secking to 
learn how the B.M.A. functions as a pressure group 
now would be very disappointed. 

If this book is prescribed reading for those studying 
social sciences at the Open University, it would be 
interesting to know to what counter-propaganda, if 
any, these students are exposed. 2 


Myre бм, 


Medical and Dental Hypnosis. By Joun 
HanmrTLAND. Ballitre Tindall, London. Second 
Edition 1971. Pp. 389. Price £4.00. 


Many people still regard hypnotism as a mysterious 
and satumine cult with a transcendental and 
Svengali-like connotation. That neither mysticism 
nor mantology are involved is amply demonstrated 
by the principal author of the second edition of this 
definitive text-book. Herein the theory, principles 
and practice of trance induction are clearly stated. 
The therapeutic possibilities in miscellaneous medical 
and psychiatric problems are described, and the 
author must be congratulated upon the emphatic 
warnings he gives regarding the misapplication of 
hypnosis in psychotic and certain neurotic ailments. 

Analytical psychotherapy receives due notice, and 
the book ends with a chapter on dental treatment by 
hypnosis. 

There is a comprehensive bibliography, and the 
work can be confidently recommended to those 
interested. 


H. С. ВессіЕ 
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Progress i in Brain Research. Vol. 33: Computers 
‘ and Brains. Edited by J. B. Scuap# and J. Surrg. 
Barking: Elsevier Publishing Company. 1971. 
Pp. 263. Price £9.50. 

This book, which is the report of a workshop on the 
comparison of brain function with analogue and 
digital computers, is not for the general psychiatrist. 
Tt is specialized and highly technical, and so will only 
appeal to those people who are interested or currently 
involved with signal processing or complex analysis 
of neurophysiological electrical wave forms. Many 
aspects of the papers in this book have already been 
published, and the techniques described are fre- 
quently those in common usage. Despite this, how- 
ever, there are some useful and interesting papers with 
excellent references, The series of papers by W. R. 
Adey and H. Petsche on EEG analysis are stimulating 
and comprehensive as far as they go. I would also 
recommend the article by Н. Fallon ef al. on the 
extraction of general medical data for the setting up of 
a multiple choice computer programme for use in the 
making of diagnoses. I was sorry that the editors had 
not included, a larger section on the analysis of the 
statistical distribution of nerve spikes. ‘The last section 
ofthe book is devoted to actual computerprogrammes, 
together with a short explanation of how they function 
and what they are intended to do. Although the 
explanations are valuable, the programmes could well 
have been left out of the book, for not only are they 
difficult to interpret but also I feel that it is less time- 
consuming to write one's own programme than to 
attempt to adapt someone else's that has not been 
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written for one's own machine. On the whole, 
a book which is better on the library shelf than in 
one's own book case. 

Р. B. C. Fenwick. 


Monographs on Drugs. Vol. 1: Drugs and Driving: 
a Survey of the Relationship of Adverse Drug 
Reactions, and Drug-Alcohol Interaction, to 
Driving Safety. By GERALD Момин. John Wiley, 
for Australasian Drug Information Services Pty. 
Ltd. 1972. Pp. 124. Price £3.90. 

"his monograph is the first volume in a series. 
designed to examine selected aspects of drugs and in 
particular the medical, biological and social conse- 
quences of drug use and misuse. The author presents 
a comprehensive review of the literature and of his 
own research relating to this important subject. In 
spite of the many references it is a readable book 
enlivened by the very obvious crusading zeal of the 
writer and the judicious use of literary quotations 
ranging from Isaiah to Aldous Huxley. However, 
more positive mention might have been made of the 
important part which psychotropic drugs have played 
in the alleviation of much human misery and suffer- 
ing. This would have increased the value of the con- 
tribution by putting drug treatment in its proper, 
perspective. It would also have gone some way to 
assuage a feeling of mounting anxiety readers may 
experience when next they prescribe even a single 
tablet of a psychotropic drug. 


Kurt ScHAPIRA. 
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Beyond Freedom and Dignity. By B. E. SKINNER. 
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Drugs, Society and Human Behavior. By Oaxrzv 5. 
Rav. Henry Kimpton, for C. V. Mosby Company, San 
Louis. Price £2.70. 

Alcohol and Drug Dependence: Treatment and 
Rehabilitation. By W. PauL James, Cumrorp E. 
Saurer and H. Сковок Tuomas, King Edward's 
Hospital Fund for London. Price £1.50. 

Reconstructions in Psychoanalysis, By MicuAEL T. 
McGume. Butterworth, for Appleton Century-Crofts 
Price £3.20. 

Practical and Theoretical Aspects of Psycho- 
analysis. By Lawrence S. Козш. International 
Universities Press, No price stated. 

Behavior Modification in Mental Retardation. By 
Wurm I. GARDNER. University of London Press, for 
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The Explanation of Social Behaviour. By R. Harré 
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Rorschach Theory and Symbolism. By Ковевт S. 
McCurry. Churchill Livingstone, for Williams & Wilkins 
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Contemporary Psychiatry. By Laurence Н. Snow. 
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Price £4.20. 
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Price £1.95. 


A Hospital Looks at Itself: Essays from Claybury. 
Edited by ErmasrgrH SHOENBERG. Faber and Faber, 
Jor Bruno Cassirer. Price £2.50. 

Abortion, Obtained and Denied: Research Approaches. 
Edited by SibNzv H. Newman, Мповер В. Beck and 
Saran Lewrr. The Population Council, New York. 
Price $4.50. 

Helping the Battered Child and his Family. By 
С. Henry Keare and Ray E. Herrer, Blackwell 
Scientific Publications, for J. B. Lippincott. Price £4.25. 

The Family and Human Adaptation. By THEODORE 
Luz. International Universities Press. No price stated, 

Crisis in Child Mental Health: A Critical Assessment. 
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Le Suicide et la Tentative de Suicide d’aprésjles 
Statistiques Officielles Suisses. Bureau Federal de 
Statistique, Berne, Price Fr. 5. 
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Many of these books will be reviswed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


CHARTER ADDRESS AND DURKHEIM’S 
VIEWS ON SUICIDE 


Dear Sm, 


Readers of the Journal will be glad of the oppor- 
tunity to study Sir Martin Roth’s Charter Address 
(April, pp. 359-66). One section—the medical model 
—-will no doubt be of particular interest. In this 
section, Professor Roth refers to Durkheim's Suicids 
(1897, translated 1952), but rather than draw 
attention to the valuable discussion of the social 
factors involved and the question of causality he 
does, I believe, rather overemphasize the inadequacy 

` of Durkheim’s examination of suicide in relation to 
mental illness (psychopathic states). 

Durkheim was concerned to find the factors which 
accounted for the variations in the suicide rate. He 
not unreasonably felt he would thus be led to the 
causes of the phenomenon. He was satisfied that these 
were social, and his discussion of ‘insanity’ is based 
on his belief that it is essentially intrapersonal and 
extrasocial He reached the conclusion that "insanity 
and ‘neurasthenia’ could not account for the varia- 
tions observed, but he did not try to deny that they 
played their part at an individual level. It is clear 
that there are several unsatisfactory things in his 
discussion of suicide and psychopathic states. He 
was wrong, for instance, to regard neurasthenia as 
being merely a less severe form of insanity. This is 
surprising in one way, in that he had already cate- 
gorized the different types of suicide occurring in the 
insane, but understandable in that he was unable to 
examine the relationship between neurasthenia and 
suicide directly for lack of available data. He admitted 
that there must be many more neurasthenics than 
insane, but he put forward the view that the neuras- 
thenic would merely be more susceptible to the 
(social) suicidogenic currents than the normal person. 

As is to be expected, much of Durkheim's discussion 
in the latter part of the book centres around the 
question of causality. In modern terms, the issue 
revolves in part around the relationship between 
suicideand depression, but both, not to mention crime, 
alcoholism and drug dependence, can be usefully 
seen in terms of Durkheim’s thesis (Carstairs, 1962). 

We who are used to letting our notions reverberate 
in computers, and who have tasted the delights of 


factor analysis, may well find Durkheim's own 
multivariate analysis of the data available to him 
rather tedious, and there are certainly many minor 
points over which he has been proved wrong. His 
basic thesis, however, still stands, and the results of 
recent rescarch are by no means incompatible with it. 
It was Hume (1777) who first disentangled suicide 
from ‘superstition and false religion’ and exposed the 
bogus nature of the reasoning used to defend the 
sanctions against it. It was Durkheim who, with his 
account of Egoistic and Anomic suicides in particular, 
effectively answered Hume’s extreme position ‘that 
suicide may often be consistent with interest and with 
our duty to ourselves’, and provided psychiatrists 
with a most valuable framework within which to 
tackle the problem. 
R. F. Rocxsrro. 
Royal Cornhill Hospital, 
СотЕШ Road, 
Aberdeen, ABQ 22H. 
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THE ROYAL COLLEGE OF PSYCHIATRISTS’ 
MEMORANDUM ON THE ABORTION ACT 
IN PRACTICE 


Dear Sm, 


I was interested to read the College’s ‘Memoran~ 
dum on the Abortion Act in Practice’ (Journal, 
April 1972), but surprised that there was no mention 
of psychiatric follow-up. 

Whilst the majority of recent papers report 
favourable results (e.g. Peck and Marcus, 1966; 
Patt et al., 1969; Whittington, 1970; Senay, 1970), 
there are undoubtedly some women who react un- 
favourably to termination of pregnancy. 

Nidwander and Patterson (1967) found that only 
5 per cent of 16: women who had been aborted 
suffered regrets, and these were married women 
aborted for medical reasons. Pare and Raven (1970) ' 
noted that psychiatric sequelae were much more 
common in those patients reluctant to have the 
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operation, e.g. those with organic disease or mentally 
ill husbands. Senay (1970) comments that psychiatric 
complications were predictable in the sense that they 
emerged from an identifiable high risk group. 

In a small ongoing prospective study (unpublished) 
of 52 women whose pregnancies were terminated, I 
found at 6-month follow-up 11°5 per cent with 
psychiatric sequelae, all of whom had obvious pre- 
operative ambivalence. 

The memorandum mentions that the patient’s ‘true 
wishes may be hard to ascertain, and yet this'is clearly 
an important prognostic factor. With the number of 
patients being seen by a psychiatrist dwindling sharply 
since the Abortion Act became law, the current 
system makes little provision for careful pre- or post- 
operative assessment. Hordern (1971) comments that 
after operation, where necessary, psychiatric care and 
support should be provided. Clark et al. (1968) state 
that psychiatric damage can be avoided by selection and 
psychiatric support during the woman's stay and after. 

I wish to suggest that, where a pre- or post- 
operative psychiatric assessment is not routinely 
obtained, a psychiatric social worker, or other staff- 
member with at least equivalent training, should be 
available to sec all patients referred for termination, 
and when crisis intervention is considered an un- 
suitable alternative should make provision for care 
and support for those considered at risk, for as long 


as may scem necessary. 


Bryan LASK. 
The Maudsley Hospital, 
Denmark Hill, 
London, S.E.5. 
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DE CLERAMBAULT’S SYNDROME 
ASSOCIATED WITH FOLIE À DEUX 
Dear Sir, 
The firmly held delusional belief, held despite all 
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evidence to the contrary, that someone, usually of 
superior social status is in love with the patient—the 
so-called psychose passionelle of De Clérambault (1) —is a 
relatively uncommon syndrome to-day and seems 
likely to become more so with the passage of years. 
Its occurrence in a middle-aged spinster associated 
with folie à deux between the patient and her mother 
seems worthy of recording. 


In April 1971 an elderly woman was visited by a Mr. P., 
an officer from the local Social Security office, for the 
purpose of assisting her over some matters connected with 
her supplementary pension benefit. As she herself felt 
unable to deal with the paper work involved, she asked 
that he would call again when her 54-year-old spinster 
daughter would be at home, and this he did a few days 
later. Shortly after this second visit the daughter (herein- 
after ‘the patient’), became increasingly convinced that 
this man was the ‘soldier boy’ whom she had met some 
80 years before and who had on one occasion taken her to 
a local dance. This was her first and only ‘date’ with a 
member of the opposite sex, and the patient had neither 
seen nor heard from the boy since that time. A few days 
after his second visit Mr. Р, bad passed the patient in his 
car and had acknowledged her with a wave of his hand. 
During the weeks following, the patient experienced in- 
creasingly vivid ‘telepathic’ communications with him in 
which, she claimed, he had made it abundantly clear that 
he would wish to marry her as soon as he was in a position 
to do so. On one occasion she had a sudden delusional 
belief that he had been severely injured in a car crash and 
she had pestered the life out of the staff at a local hospital 
for news of him. At the time she was first referred she was 
unshakable in her belief that he was currently in an 'iron 
lung’ in the operating theatre of the local hospital, that 
both of his legs were severely injured and that his right 
lung had been removed. She ascribed the absence of any 
written communication from him to his severe injuries, 
but meanwhile seemed quite content with her ‘telepathic’ 
experiences and the comfort which his loving messages 
afforded her. 

At first her mother had been incredulous of her daugh- 
ter’s revelations but later on began to believe that they 
must have some basis in fact and finally had become firmly 
convinced of their reality. When confronted with the fact 
that Mr. P. was a happily married man in excellent 
physical health, neither could accept that this could 
possibly be so. Both insisted that, as he had’ ‘pledged 
himself to the patient, any so-called marriage must have 
taken place without his full knowledge and consent and 
must, therefore, be ‘bigamous’ and that the failure of the 
hospital to provide information about him merely con- 
firmed their own worst fears regarding the severity of his 
injuries. Acting on her delusions the patient had caused a 
disturbance in her local church by informing a young male 
member of the congregation that she 'knew' he was 
praying for his father ‘my loved one’. It was following this 
and several other such incidents that she had finally been 
admitted to hospital. 

Whilst the precise status of De Clérambault’s 


CORRESPONDENCE 


: syndrome as a nosological entity in its own right 
remains somewhat questionable, its occurrence in 
classical form is sufficiently distinctive to justify the 
retention of the eponymous term. This particular 
case was of interest from several points of view. It 


departs, to some extent, from the classical syndrome , 


in that, although Mr. P. undoubtedly existed and the 
patient had seen him on two occasions, she had made 
no further attempts—apart from the one frenzied 
enquiry at the local hospital—to get into physical 
contact with him and had seemed quite content to 
continue with her ‘mystical union’ until, ‘in the 
Lord's good time’—to use her own words—he would 
openly declare his love for her. 

The relative contributions made by heredity and 
by environment to the clinical picture were particu- 
larly well demonstrated in this patient’s illness. Both 
her sister and a maternal aunt had suffered psychotic 
breakdowns of paranoid type in the past—the former 
after attending a particularly vivid ‘hell fire’ sermon 
at her local church, and the latter in her senium. 
Both had responded dramatically to antipsychotic 
treatment and it seems reasonable to suppose that the 
patient herself had a genetic predisposition to 
psychotic, rather than neurotic, illness. The precise 
form of her illness and its delusional ‘content’ were 
pathetically obvious from her early history. A narrow 
and somewhat puritanical childhood and a restricted 
and sexually inhibited adolescence had been followed 
by many years of social and emotional isolation. Her 
only outlets had been her frequent attendance (with 
her mother) at their local Evangelical church; here 
both had developed a somewhat bigoted and in- 
tolerant attitude towards those who did not share their 
convictions or whose daily lives fell short of the rigid 
standards the couple had set for themselves. Against 
such a background it is not difficult to understand the 
breakdown of a vulnerable defence system and 
the 'eruption' into consciousness of long repressed 
desires. 

Within a week of the patient's admission to 
hospital her mother lost all her induced delusions 
and accepted without question that these had been 
the product of her daughter's disturbed mental state. 
Up to the time of writing the patient, despite some 
six weeks of intensive antipsychotic therapy, remains 
unconvinced of their falsity although more wil- 
ling now to concede the possibility that she may 
have been a little 'over-imaginative' on some 
points. 

With the revolutionary socio-cultural changes that 
have taken place in the Western world over the last 
half century coupled with the far greater freedom of 
expression in sexual matters now enjoyed by young 
people it seems likely that this particular syndrome 
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will become an even greater rarity that it is at the 
moment. 
ARNOLD PEARCE. 
Park Prewett Hospital, 
Basingstoke, 
Hants. 
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FATAL HEART BLOCK AND CARDIAC 
ARREST FOLLOWING ECT 
Dear Sm, 

Lest the issues raised by M. O. A. Malik's case 
report ( Joumal, January 1972, 120, 69) be clouded, we 
feel that a few comments regarding J. L. Barton's 
letter to the Editor (Journal, March 1972, 120, 355) 
are in order. Barton seems unaware of two lines of 
evidence. The first is that, to the best of our know- 
ledge, no one has ever been monitoring an ECT with 
an electrocardiograph when a fatal incident has 
occurred. Specific cardiac rhythms immediately 
following treatments that have proved fatal are 
therefore unknown. The second is that, in the 
largest published series of monitored ECT (over 1,500 
treatments), we have never had anything approach- 
ing a life-threatening vagal-induced arrhythmia, 
and we have exclusively used the subcutaneous route 
of atropine administration in doses ranging from 
0:65 mg. to 2:5 mg. Patient acceptance of sub- 
cutaneous atropine, likewise, has never been a 
problem at this hospital. 

Relatively minor changes in treatment technique 
are not the issues. To rephrase Malik’s clearly stated 
conclusion, proper caution with pretreatment patient 
evaluation (including an EKG) and proper prepara- 
tion for rare and unexpected emergencies should 
always be made. 


С. L. Rica. 
F. N. Prrrs, Jr. 
Department of Psychiatry, 
Washington University School of Medicine, 
4940 Audubon Avenue, 
St. Louis, Missouri, 63110, U.S.A. 
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‘PLAYING AND REALITY’ BY 
D. W. WINNICOTT 


Dear Sm, 


I would ask for a modest space in your corre- 
spondence columns in order to set right the record 
concerning the circumstances in which Donald 
Winnicott’s posthumous work, Playing and Reality, 
came to be compiled and published, since the facts 
are quite other than the suppositions made by your 
reviewer, Frank J. Menolascino, in your issue of 
January 1972 (p. 106). 

It is obviously legitimate for a reviewer to criticize 
structure, content, and style in a work under scrutiny. 
The reviewer's reputation alone is at risk if what he 
writes is inaccurate or irrelevant. When, however, the 
reviewer speculates about the procedures followed by 
an author and his publisher in order to bring a book 
to publication, he should take care to ascertain from 
a reliable source the facts of the case. 

Playing and Reality is a volume to which Dr. Winni- 
cott gave much thought during the last few years of 
his life. With Mr. Masud Khan and myself he deter- 
mined most carefully what material should go into 
this book and what into a companion volume 
entitled Maturational Processes and the Facilitating 
Environment now published in the International 
Library of Psychoanalysis. Dr. Winnicott lived to 
correct the proofs of both books, and he himself 
provided the beautiful drawing that was used for the 
book-jacket. Furthermore, this is not Dr. Winnicott’s 
‘final publication. Material exists, and was discussed 
in great detail by Dr Winnicott, for two further 
volumes, which will be prepared for publication by 
Clare Winnicott, his widow, and Masud Khan. The 
rich store of his writings is not yet exhausted, though 
I hope that your reviewer’s fantasies may be stilled 
or diverted by the facts I have given. 

Jonn HARVARD WATTS, 
Managing Director. 
Tavistock Publications Lid., 
II New Fetter Lane, 
London, EC4P 4EE. 


Dear Sm, 


May I refer to the review of Playing and Reality 
which appeared in your issue of January 1972? 

Iam barely concerned with your critic's views of 
the nature of the book, for Dr. Winnicott's work will 
long outlast Mr. Menolascino’s opinion thereof. I 
must, however, take objection to his statement 
concerning the compilation of Playing and Reality. 
I had the privilege of knowing Dr. Winnicott for a 
number of yearsand I clearlyrecall discussing with him 
in September 1970, various suggestions for a title for 
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his book, the proofs of which he had already corrected. . 

I believe it fair, Sir, that your readers be made 
aware of the injustice and incorrectness of your 
reviewer's allegation on the mode of compilation of 
Playing and Reality. 

Harry KARNAC. 

Н. Kamac (Books) Lid., 
56/58 Gloucester Road, 
London, S.W.7. 


A MODEL FOR MANIC-DEPRESSIVE 
PSYCHOSIS 
Dear Sm, 


Court (1972) suggests a continuum model for 
manic-depressive psychosis with mania at the top 
end of the scale as the most severe form of this 
disease. The observations make for interesting reading 
but the evidence in itself is flimsy. He mentions the 
triangular model of Whybrow and Mendels (1969) 
put forward to explain the ‘paradoxes’ of this disease, 
forgetting that Baillarger, who originally described 
the disease in 1859, termed it ‘folie circulaire’. Court 
puts forward nine lines of argument for his model 
which I should like to answer. 

(1) I do not agree that a transition from depression 
to mania without a period of normality excludes a 
bipolar illness. 

(2) The addition of stress to a depressed patient 
rarely results in mania but usually in a deepening of 
the depression and/or increase in agitation. 

(3) The same forms of treatment do not generally 
prove effective in both mania and depression. It is 
true that tranquillizers damp down activity in both 
forms, but I have yet to see the effectiveness of anti- 
depressant drugs in mania. Knowing but little about 
the ‘blanket’ effect of ECT, it is very difficult to discuss 
objectively its effect in manic-depressive psychosis. 

(4) The occurrence of depression before, during and 
after manic states could support Court’s model 
although depression after mania is rare, but in my 
opinion also supports a continuum model with, 
equal weight given to depression and mania. 

(5) The existence of ‘mixed states’ does not disturb 
the bipolar model according to Kleist (1942) and 
Neele (1949). Leonhard (1959) explains this pheno- 
menon by subdividing the illness into unipolar states 
of depression and mania, and manic-depressive 
psychosis. 

(6) The biochemical and psychophysiological 
findings in manic-depressive psychosis are still in an 
early stage of evolution, and support for almost any 
model can be found. Court himself states that Why- 
brow and Mendels (1969) conclude that catechol- 
amine secretion ‘may reflect a general response to 
stress’. 
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(7) The severity of impairment of psychomotor 
performance in mania is a reflection of the severity of 
the condition and thus is hardly surprising. This 
severity supports no theory other than that most 
psychiatrists would rather manage a depressed 
patient than a manic patient. Similarly one cannot 
assume that leukaemia is a more severe form of 
hypochromic anaemia, just because it is a more 
severe blood disorder. 

(8) The relative frequency of mania and depression 
is a reflection of the expression of manic-depressive 
psychosis. A bipolar model does not demand equal 
distribution. 

(9) The relative infrequency of pure manic states 
is one again a reflection of the expression of the disease. 

Court’s model is an oversimplified explanation. It 
makes for many unanswered questions. Is a mild 
hypomanic state more severe than a depressive 
stupor? Why don’t most manic states respond to 
antidepressant drugs?, etc. As shown in the above 
answers, I am not in agreement with Court’s predic- 
tions which he states are necessary for a bipolar 
model. However, I also feel that the bipolar model 
does not explain all the paradoxes that occur in 
manic-depressive psychosis. I myself would suggest 
that a bi-axial bipolar model could better explain 
these ‘paradoxes’. In this model it is suggested that 
there is a primary disturbance of mood along a 
depressive-cuphoric axis and a primary disturbance 
of motility along a retardation-hypermotility axis. 
Disturbances could occur along either axis, in different 
directions at the same time. Thus we see manic 
stupor, agitated depression, hypomania etc. Support 
for this idea is indirectly given by Mayer-Gross et al. 
(1969) who consider involutional depression as 
‘depressive affect and manic hypermotilty'. The 
bi-axial bipolar model does not explain all the 
paradoxes of manic-depressive psychosis, but is a 
model which I feel is worth further consideration. 

M. H. ABENSON. 
Director of Psychiatry, 
Kaplan Hospital, 
Rehovot, Israel. 
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DO MENTAL EVENTS EXIST? 
Dear Sir, 

May I add a further response to the article by 
J. J. Ray (Journal, February 1972, pp. 129-32), who 
18 to be congratulated on the ingenuity of his 
imagination but must be criticized for his conclusions, 
Watson was justifiably discredited for his denial of 
the existence of mental events. He was, for example, 
unable to account for his consciousness of the non- 
existence of consciousness. Ray also denies the exist- 
ence of mental events, but for different reasons. 

His physicalistic thesis would seem to be that 
because every so-called mental event may have a 
physio-chemical counterpart it follows that mental 
events are identical or, as Ray puts it, ‘completely 
interchangeable’ with their physical correlates. But 
if they were identical the connection would not need 
to be established by an experiment, it would be 
established by logic and nothing more (1). If Ray 
insists that mental events are to be translated into the 
class of physical statements he leaves us without any 
way of communicating in ordinary everyday language 
about meanings, values, purposes and the like. In doing 
so he fails to accept phenomena as they are but rather 
dictates what they shall be. His use of the meaning of 
words becomes arbitrary and monopolistic. 

When, for example, I say to a friend about someone 
else ‘he came to know something’, I am not ordinarily 
saying, as Ray states, that the other person ‘had an 
orienting and perceptual response to a particular 
event that caused structural alterations in the brain’. 
This is not to deny that his statement can express one 
meaning of the phrase, but it is difficult to see why we 
are not allowed to have other meanings, 

In contradistinction, Ray writes of his man wired 
up to an oscilloscope looking at a series of objects 
shaded blue, and noting as he looks at his oscilloscope 
the one brain event going on which always coincides 
with his seeing blue, and which never occurs without 
his seeing blue. He considers that all people except 
some philosophers would agree that this man is right 
and his statement accurate when he says, ‘Now I 
know what the perception of blue is made up of.’ It 
could be contended, however, that a more accurate 
statement would be if the man said, "Now I can see 
and to some extent know what goes on electro- 
physically in my brain when I perceive blue.’ To 
claim what Ray says is right is to limit the use of the 
word 'know' to nothing but representations of 
physical events in the brain. His thesis also, of course, 
reduces the personal category of the ‘I’ who does the 
seeing and knowing to a similar representation. 

It might help if he did some revision on N. Hart- 
mann's hierarchical model of the structure of know- 


^ 
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ledge, which has been so well expounded and elabora- 
ted by Sir Peter Medawar. Knowledge here is secn as 
a building with a series of floors, one higher than the 
other. On the ground floor are the basic sciences. As 
we go up we come to biological, sociological, anthro- 
pological, and psychological levels, to name a few. 
Each level has its own laws, categories, language and 
new ideas which are not explicable in the language 
or conceptual resources of the level below, Biology 
cannot for example be interpreted in terms of 
chemistry. Higher levels of knowledge of the nature 
of man cannot be ‘reduced’ to the terms of lower level 
phenomena. 

If Ray were to accept this model, he would respect 
each level for its own insights and interpretations and 
avoid a tendency to physicalistic imperialism in his 
use of such crucial words as ‘know’ and ‘real’. His 
*persuasive definitions', as C. L. Stevenson (2) would 
call them, suppress other insights into what can be 
known as mental events. 


Lingdale, 
Weston Avenue, 
Mount Hooton Road, Nottingham, NG7 4BA. 
1. Aver, A. J. (1956). The Problem of Knowledge, Chapter 5, 
Section V. Pelican Original. 
2. Stevenson, C. L. (1938). ‘Persuasive definitions’, 
Mind, xlvii, July, 331-50. 


BRIAN LAKE. 


FREUD AND PHILOSOPHY 


Dear Sm, 
The version of psychoanalysis advocated by Paul 
Ricoeur in his book Freud and Philosophy, reviewed in 


your April number, pp. 455—7], is, if the reviewer’s ' 


account is accurate, a version Freud would hardly 
have recognized. Ricoeur, we are told, holds that 
psychoanalysis should not be regarded as an observa- 
tonal science, that its whole matter is endopsychic 
and makes no contact with the external world, and that 
its theory is to be accepted as an integrated whole. 
Admittedly, there are analysts who have despaired 
of developing psychoanalysis as an observational 
science and have taken refuge in this solipsistic version. 
Freud held other views. Time and again he empha- 
sizes the very tentative status of his theories and 
recognizes that scientific theories, like other living 
things, are born, live, and die. He writes: *... a 
science erected on empirical interpretation . . . will 
gladly content itself with nebulous, scarcely imagi- 
nable basic concepts which it hopes (either) to 
apprehend more clearly in the course of its develop- 
ment or ... to replace by others. For these ideas are 
not the foundation of science (which) is observation 
alone . . . but the top of the whole structure and 
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they can be replaced and discarded without damaging i 
it (‘On Narcissism’, 1914)’. 

In his Autobiographical Study (1925) he speaks 
in the same vein, referring blithely to the ‘speculative 
superstructure of psycho-analysis, any portion of 
which can be abandoned or changed without Joss or 
regret the moment its inadequacy has been proved. 

In asserting that analysts have ‘skirted the 
“agonizing revision" that is called for’, your reviewer 
shows himself out of touch with research on the 
relation of personality development to family inter- 
action, a field in which psychoanalysts have played 
and still play a leading part and which promises to 
reshape psychiatry as well as psychoanalysis. 

Psychoanalysis is a theory of personality develop- 
ment. Because all development is the resultant of 
genome interacting with environment, it is necessary 
for psychoanalysis to pay as much attention to envi- 
ronment as to developing personality. In the past this 
has been an area of weakness, but it need not remain 
so. There are many analysts working, with others, to 
make this deficiency good, and some who are also 
attempting to reformulate theory in a form in keeping 
with modern biology and better suited to an observa- 
tional science. One such attempt is the writer’s 
Attachment and Loss, a three volume work now nearly 
two-thirds complete. If this fails, others may do better. 

Joss Bowrsv. 

School of Family Psychiatry and Community Mental Health, 
Tavistock Centre, 
Belstze Lane, 
London, NW3 5BA. 
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A COMPILATION OF SELECTED PAPERS 
FOR USE BY POSTGRADUATE STUDENTS 
OF PSYCHIATRY 

Dear Sm, 

The Clinical Tutors Sub-Committee of the Royal 
College of Psychiatrists through the courtesy of 
John Wyeth and Brother, has prepared a second 
printing of 350 copies of the Compilation of Selected 
Papers in Psychiatry for Postgraduate Students. 
Copies may be obtained free of charge by writing to 
to Mr. H. Vosper, c/o John Wyeth and Brother, Ltd., 
Huntercombe Lane South, Taplow, Maidenhead, 
Berks. 

В. M. BanRAGLOUGH, 


B. E. Heme, 
Editors. 
МЕС Clinical Psychiatry Unit, 
Graylingwell Hospital, 
Chichester, Sussex. 
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Disorders of Mood 


Edited by Joseph Zubin and 
Fritz A. Freyhan 


Over two million Americans are treated annually for 
depressive disorders. Significant advances have been 
made in recent years in both the diagnosis and the 
treatment of mood syndromes. Disorders of Mood 
brings together the latest research on diagnostic, 
etlological, therapeutic, and clinical aspects of mood 
disorders, 
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Selected Papers of Eliot Sleter on 
Psychlatry and Genetics 


Edited by James Shields and 
Irving |. Gottesman 


Eliot Slater, renowned researcher in psychiatric 
genetics and Editor-in-Chief of the British Journal of 
Psychiatry, has provided more than his share of data 
and ideas on problems which continue to challenge 
workers in the behavioural sciences. Of Dr. Slater's 
more than 140 papers and books, thirty-three of the 
most significant works are here presented together 
for the first time. 


The 33 papers include his now classical twin study of 
1953, his work on the schizophrenia-like psychoses 
of epilepsy, papers on the neurotic constitution based 
on experience with soldiers іп wartime, and his 
Maudsley lecture on ‘Hysteria’. An important early 
study of manic-depressive psychosis and a recent 
account of personality disordered twins appear in 
English for the first time. Galton’s Heritage, The 
McNaughton Rules and Modern Concepts of 
Responsibility, and the paper on Robert Schumann's 
mental illness, illustrate the wide range of Dr. Slater's 
interests. 


An Autobiographical Sketch and Retrospect have 
been specially written for the volume. 


^will provide a wealth of clear thinking and writing, 
wit, and clinical observation; it is one of those few 
books which ought literally to be read for pleasure 
and enlightenment by every psychiatrist'.—/Amerícan 
Journal of Psychiatry. 


‘There is a good deal of clinical observation of un- 
common freshness. But for the large part there are 
just some of those hard-won nuggets of truth 
indispensable for the advance of knowledge.— 
British Medical Journal. 
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Lentizol 
Three British 
clinical trials 


The effectiveness of Lentizol — 

the new sustained-release amitriptyline— 
has now been further confirmed by three 
British double-blind trials. 


One was a controlled hospital study, comparing Lentizol with 
ordinary amitriptyline. Lentizol, given as a single dose at night, 
showed equal therapeutic effect to ordinary amitriptyline, but 
at two-thirds of the dosage. The single dose was also regarded as 
a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 48%? 

Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies**. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary 
amitriptyline was equally effective. 


т. Brit. J. Psychiatry (1972) x20: 65. 2. Brit, Med. 7. (1965) 21 790-793. 3. Brit. J, Clin. Pract. (1972) 
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Psychiatry in Latin America* 


By CARLOS A. LEON 


I. THE AREA, THE PEOPLE 


For the purposes of the present report we will 
include under the generic term of Latin 
America a group of 20 countries with geo- 
graphic, ‘historical, political and cultural 
common links, which because of being former 
colonies of Spain and Portugal might better be 
called Iberoamerica. Tied together in regional 
groups during colonial days, they became 
independent at the beginning of last century 
and initiated their republican life as separate 
countries. In almost all of them Spanish is 
spoken as the exclusive or major language, the 
two exceptions being Brazil and Haiti. 

Whereas there may be common characteristics 
leading to the identification of the ‘Latin’ element 
in each one of these countries, they are better 
defined by their differences and the hetero- 
geneous nature of their national idiosyncrasies. 
Most of these are probably related to the follow- 
ing four main variables: cultural status of the 
aboriginal population before European domina- 
tion, contribution of the African element, 
attitude towards the mother country and 
migratory currents after independence. Thus, 
the countries which were part of the Inca or 
Aztec empires kept a well-defined aboriginal 
physiognomy such as is seen today in Mexico, 
Peru, Bolivia and Ecuador, while the lack of a 
well-established cultural or political system in 
the aboriginal population of Argentina deter- 
mined an easier penetration of the European 
patterns which were later reinforced by suc- 
cessive waves of European immigration. Brazil, 
on the other hand, smothered its weak aboriginal 
influence with the introduction of a strong 


* This paper is the first of a series of three invited 
articles under the general heading, ‘Psychiatry in Deve- 
loping Countries’, The others, by Professor G. Allen 
German on Sub-Saharan Africa and by Professor J. S. Neki 
on Asia, will follow in due course. 


African component, and because of consistently 
friendly relations with its mother country, 
Portugal, attracted an abundant European 
immigration before and after independence. 
The geographic aggregate of Latin America 
has an extension of about 20 million square 
kilometers and a population of approximately 











274 million inhabitants. 
TABLE I 
Population and area of 20 Latin-American countries (1969) 
Arca 
Countries Population (in square 
(Inhab.) kilometres) 

Argentina 24,727,000 2,776,655 
Bolivia 4,804,000 1,098,581 
Brazil . 96,215,000. 8,511,965 
Chile 10,000,000 756,945 
Colombia 21,118,000 1,136,167 
Costa Rica 1,706,115 50,900 
Cuba .. is ss 8,250,000 114,524 
Dominican Republic .. 4,174,000 48,442 
Ecuador " us 6,177,125 270,670 
ЕІ Salvador 3,390,000 21,393 
Guatemala 5,200,000 108,889 
Haiti .. 4,768,000 27,844 
Honduras 2,718,044 112,088 
Mexico 48,319,438 1,927,545 
Nicaragua 1,953,000 127,664 
Panama 1,469,500 75,650 
Paraguay 2,303,000 406,752 
Peru... 19,586,300 1,285,215 
Uruguay 2,852,000 186,926 
Venezuela 10,204,000 912,050 
Total 273,923,122 19,956,865 


Source: Data adapted from the United Nations 
Demographic Year Book, 1969. 


Its population doubled in the period 1925- 
1960, and with an average annual growth rate 
of 3*1 per cent (1968), regarded as the largest 
in the world, it will soon double again. It is a 
predominantly young population; 40 per cent 
under 15 years of age and only 5 per cent over 
60 years. 
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Although the number and variety of natural 
resources are immense, physical obstacles for 
their development and adverse social and 
political conditions have successfully interfered 
with their use and brought about a chronic 
state of poverty for large sections of the popula- 
tion. 'There are those who see in this state of 
affairs the results of a feudal system of land 
tenure operating since colonial days, when the 
Crown bestowed huge extensions of land on a 
handful of favourites who in turn enslaved the 
natives for labour in farming and mining. The 
descendants of this elite became the possessors 
of most of the riches, to the extreme that 
according to estimates 10 per cent of the popula- 
tions owns 9o per cent of the wealth in some 
countries. 

Social conditions evolved in such a way that 
the indigenous population was dispossessed and 
thoroughly subdued by the colonizers and their 
descendants. It should be clear why this must 
have generated intense feelings of frustrated 
anger, hopelessness and inferiority among the 
Indians, who took refuge in isolation and 
restriction of contacts with the white population. 
However, because of extensive and promiscuous 
miscegenation, there soon emerged the ‘mestizo’ 
and ‘mulatto’ groups which now constitute thé 
predominant ethnic element in most countries. 
In Bolivia, Peru and Ecuador there is a notice- 
able preponderance of the Indian element in 
the population, with varying degrees of mixture 
with the white; whereas in Argentina and 
Uruguay it is estimated that more than go per 
cent of the population is white. In extensive 
regions of Brazil and the Caribbean there is a 
predominance of the African stock. 


II. IMPRESSIONS, CONTRASTS, MISCONCEPTIONS, 
PROBLEMS 


The stereotyped image of Latin America as a 
land of romance where people lead carefree, 
hedonistic lives in luscious tropical surroundings 
and the mirage of luxurious hotels, inviting 
beaches and charming tourist resorts is shattered 
when a closer observation reveals the dismal 
picture of squalor, hunger, crime and disease in 
the ubiquitous slums of the Latin-American 
cities (Lewis, 1959; De Jesus, 1963; Mangin, 
1965; Rogler, 1967) and the misery of huge 
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rural areas where peasants literally die of 
hunger, or barely exist, fighting a losing battle 
against a merciless nature in a barren land 
(De Castro, 1946). To those who remark 
cynically that these are means of maintaining an 
ecological balance against the inordinate rate of 
growth of the population it must be pointed out 
that the rate of infant mortality is decreasing in 
most Latin-American countries, and also that 
there is evidence that children who survive 
infant malnutrition may carry permanent 
central nervous system damage and make 
submarginal levels of adaptation (Cravioto, 
1964). 

The per-capita income of some of the Latin- 
American countries is among the lowest in the 
world, and it has been estimated that at the 
present rate of development it may take 
hundreds of years for some Latin-American 
countries to reach standards comparable to 
those in the U.S.A. and other developed 
countries today (Kann and Wiener, quoted by 
Bryant, 1969). 


Tase H 
Per-capita income and illiteracy rate in 20 Latin-American 
countries (1969) 


Per-capita 
Countries income in Illiteracy 

U.S. dollars % 

Argentina 818 8 
Bolivia .. 135 60 
Brazil .. 290 30 
Chile .. 510 II 
Colombia 334. 27 
Costa Rica 450 15 
Cuba .. re - 540 ? 
Dominican Republic . . 275 35 
Ecuador e 291 32 
El Salvador 280 51 
Guatemala 310 62 
aiti 84 80 
Honduras 250 52 
Mexico 560 22 
Nicaragua 360 50 
Panama 565 23 
Paraguay 224. 25 
Реги .. 300 38 
Uruguay 590 9 
Venezuela 915 24 


Average: 401 Average: 34'5 


Source: Data adapted from the United Nations 
Demographic Year Book, 1969. 
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The obstacles in the way of improving health 
standards in the face of these problems seem un- 
surmountable, and the prospect of even harsher 
conditions for the future tends to stifle any 
incipient effort. 

One of the most active factors increasing 
social problems in Latin America seems to be 
the massive migration from rural areas to the 
cities, which contributes to overcrowding, 
congestion of public services and breakdown of 
environmental sanitation as well as to the 
appearance of physical and mental diseases pro- 
duced by disadaptation (Seguin, 1956; Hauser, 
1961; Rotondo et al, 1962; Valdivia-Ponce, 
1970). The extremely low socio-cultural con- 
ditions of these great masses of population are 
evidenced by the high rate of illiteracy which 
conspires against the possibility of their cultural 
and technical development. However, these 
very same people are exposed to the so-called 
"information explosion' of our age, since they 
have ready access to the influence of transistor 
radio and television which make them even 
more painfully aware of their own misery and of 
the differences that separate them from other 
layers of the population living under the 
standards of an affluent society. In turn the 
resentment and frustration created by these 
confrontations is systematically exploited by the 
strategists of the new social revolution who 
advocate violent and incessant attack on the 
established regime by all sorts of unorthodox 
means (Debray, 1967; Romeo, 1969; Guevara, 
1969). 

The endemic manifestations of violence in 
Latin America can hardly be surpassed by those 
in any other part of the world. The homicide 
rates per 100,000 inhabitants of all ages were 
estimated at 36 and 25 for two Latin-American 
countries in 1962, and homicide occupied the 
8th and gth place respectively among the causes 
of death for the general population. For the 
population between the ages of 15 and 44 in the 
same countries homicide was the first cause of 
death, with rates of 6r and 47 per 100,000 
respectively (W.H.O. 1967). 

At the individual, as well as the social 
behavioural level, violence is a constant feature 
in Latin American life. "The popular image of 
Latin America as an area of endemic revolution 
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is warranted. The resolution of succession 
problems by methods not authorized by con- 
stitutional prescription is a recurring pheno- 
menon, and the replacement of leading per- 
sonnel, notably Presidents, by acts of violence 
is common' (Kling, 1969). Between 1950 and 
1965, 40 successful revolutions took place in > 
Latin America, and 3,500 insurgency or 
insurgency-related events occurred during the 
period 1946-1963 (Kling, 1969). Rather than 
an aberrant type of behaviour, violence is a 
pervading phenomenon which ‘is capable of 
becoming a self-perpetuating style of political 
behaviour’ (Kling, 1969). 

One of the main ingredients for nurturing 
violence in Latin America is ‘machismo’, a 
very prevalent attitude in the male population 
(‘macho = male) characterized by an exag- 
gerated emphasis on virility as expressed through 
both aggressive and sexual manifestations. A 
‘macho’ is a man who displays his masculinity 
in an overt manner and relishes his ability for 
aggression or for sex. He is also very sensitive, 
has a keen sense of his own ‘dignity’ and is 
always ready to respond to any real or fancied 
offence. In aberrant forms of violence, which 
exceed by far the most relaxed limits of local 
tolerance, one can detect the presence of clear 
reparative mechanisms against feelings of rage 
due to thwarted self-assertion, which under 
favourable circumstances may explode with 
unsuspected strength (Leon, 1969). Life-long 
experiences of misery, oppression and continuous 
fear may generate deep feelings of envy, resent- 
ment and hatred which only await an oppor- 
tunity to overflow. 

Only a small proportion of people in some 
Latin-American countries have access to ade- 
quate health services and medical care. Magical 
notions about health and disease, folk remedies 
and traditional ways of healing such as the 
practices of ‘curanderismo’ and spiritualism, are 
widely followed and in some areas involve large 
segments of the population (Sal y Rosas, 1958; 
Gutierrez de Pineda, 1961; Bustamante, 1961; 
Rogler and Hollingshead, 1961; Silva et al., 
1966; Alvarado, 1965; Adis Castro, C., 1967; 
Leon, 1968; Chiappe, 1970). Many of these 
practices are the residue of aboriginal beliefs 
and customs; but in some countries they also 
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became enriched by the introduction of African 
elements which at present are prevalent in 
large regions of Brazil and the Caribbean 
(Bastide, 1967). 

There is a vicious-circle relationship between 
lack of adequate health services and magical or 
folk practices of medicine. The absence or 
inaccessibility of medical services forces the 
population to use the readily available popular 
substitutes, and these in turn reinforce magical 
notions and foster mistrust and rejection of 
professional medical services even when they 
may be available. 

Of all the misconceptions about Latin 
America and other underdeveloped areas of the 
world perhaps the most fallacious is the belief 
that since people are not submitted to the 
excessive demands and pressures imposed by 
technological development they are free from 
stress and therefore free from emotional pro- 
blems and mental disorders. Despite the relative 
lack of adequate epidemiological studies, 
wherever prevalence of mental disorders has 
been explored in Latin America it has been 
found that rates are comparable to those in 
other parts of the world (Rotondo et al., 1963; 
Leon, 1967; Mariategui et al, 1970; Tarno- 
polski, 1970; Adis Castro, G., 1968; Marconi, 
1970). Although these studies have used 
different methodologies, adjustment of data 
shows that ‘the proportion of mental disorders 
in metropolitan urban zones in Latin America 
fluctuates between 17 and 18 per cent of the 
general population at risk’ (Mariategui and 
Adis Castro, G., 1970). Furthermore, when com- 
mon methodologies are used, the results are quite 
similar to those found in developed countries 
(Adis Castro, G., 1968; Leon, 1970b). Itis there- 
fore a sad reality that Latin-American countries, 
without having even partially solved their 
health problems in the areas of communicable 
diseases, malnutrition, parasitosis and environ- 
mental sanitation, also have to confront the very 
serious problem of mental disease in similar 
proportion to that existing in developed 
countries and without even a small fraction of 
their resources. There are indeed a bewildering 
plurality of fronts which have to be attacked 
in order to bring some badly needed relief to this 
part of the world. 
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III. Brrer Historica, OVERVIEW 

A comprehensive paper by Roselli (1970) 
gives an excellent picture of the historical 
development of psychiatry in Latin America 
from its aboriginal beginnings to our day. 
According to this author, there is evidence that 
more than 200 aboriginal ethnic families 
existed in Latin America in the pre-columbian 
era, ranging from very primitively organized 
tribes to the highly developed cultures of the 
Aztecs, Mayans, Chibchas and Incas. Informa- 
tion about their medical and psychiatric 
practices is very scarce, and the only valid 
sources are monuments, archaeological findings, 
reports by Spanish chroniclers, a few trans- 
literated codexes, anthropological research on 
traditional beliefs, and observation of surviving 
folk practices and rituals. 

Therapeutic procedures included shamanistic 
practices, priestly rituals and botanical remedies. 
Central to all practices seems to have been the 
notion that disease is either produced by loss of 
the soul or by the introduction into the organism 
of a disturbing foreign element through sorcery. 
Cranial trephining for medical or magico-ritual 
reasons, sometimes with replacement of the bone 
fragments by metal plates, was practised in 
Mexico and Central America, and especially in 
Peru, where it attained high levels of sophisti- 
cation. 

The use of psychotropic and hallucinogenic 
plants was widespread in pre-columbian times, 
and in several regions the practice has survived 
to our own day. Coca (Eritroxilon coca) 
*Chamico' (Datura tatula) and ‘Ayahuasca’, 
‘Capi’ or “Yage’ (several species of Banisteri- 
opsis) were used as trance-inducing elements for 
divination and therapeutic purposes in extensive 
areas of South America. It has been found that 
*Chamico' contains hyoscyamine, and 'Yage' 
harmine. Two species of cactus, ‘Peyotl’ 
(Lophoia willamsii) and ‘Aguacolla’ or ‘San 
Pedro’ (Trichocerens pachamoi) are rich in 
mescaline and are still widely used in Central 
America and in Peru and Chile, respectively. 
Several varieties of mushrooms such as the 
‘Teonnacatl’ (Psylocibe mexicana) used in 
Mexico and Guatemala, contain psylocibine. 
‘Olioluqui’ (Ipomea violacea) also used in 
Central America, contains active principles 
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*similar to LSD. Indians from some areas in 
the Caribbean and South America also used a 
variety of hallucinogenic snuff powders pre- 
pared from seeds or bark of trees such as 
‘Cebil (Piptadenia macrocarpa) and ‘Ерера’ 
(Virola calophylloidea). It has been found that 
both species are rich in potent indole alkaloids 
(Naranjo, 1969). 

The most frequent purpose of the use of 
hallucinogens in therapeutic and religious 
practices was that of trying to establish contact 
with the gods, who would answer transcendental 
questions and give advice on the nature of the 
disease and how to treat it. 

Since time immemorial there has been in 
Latin America a body of knowledge about 
entities such as ‘jani’, ‘susto’, ‘espanto’, condi- 
tions characterized by a variety of symptoms 
such as anxiety, depression and somatic com- 
plaints. The essential cause of these ailments 
is believed to be the loss of the soul and its 
replacement by evil spirits, noxa or evil humours 
in the body of the victim. The most effective 
treatment is a shamanistic ritual aimed at 
‘cleansing’ the body and bringing back the soul 
(Gillin, 1956; Sal y Rosas, 1958; Leon, 1963; 
Rubel, 1964). 

For treating mental disorders the Incas used 
balneotherapy, blood-letting and individual or 
collective confession. Either individuals or 
entire communities were submitted to a period 
of fasting which lasted up to five days, after 
which the priests listened to the penitents in 
confession; then they proceeded to strike their 
backs lightly with stones; and finally priest and 
penitent together spat on a handful of grass 
which was thrown into a river. This might have 
been a symbolic way of washing away the sins 
(Metraux, 1962). 

Mental disorders were well known to Mexican 
aborigines; they used different terms for excited 
and quiet patients and attributed most of the 
disorders to exotoxic causes (Calderon, quoted 
by Roselli, 1970). 

The use of hallucinogenic plants was generally 
restricted to shamans, priests and civil authori- 
ties, to see into the future, to see at a distance, 
to interpret dreams, and to discover the cause 
of illness. For the common man they were 
usually forbidden, since they could lead to 
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chronic insanity or death. The Spanish con- 
querors learned the hard way how some of 
these plants could produce acute insanity—as 
reported by the Spanish chronicler Joaquin 
Acosta in describing what befell the troops of 
Gonzalo Jimenez de Quesada during the 
invasion of the kingdom of the Chibchas: ‘40 of 
Quesada’s soldiers who marched from Bogotá to 
Choconta temporarily went out of their minds 
when they arrived at a place where some 
Indian women mixed their food with the seeds 
of a plant called ‘Borrachero’ (Datura arborea) 
(quoted by Roselli, 1968). Another chronicler 
mentions that eating wild mandioc made some 
soldiers ‘walk around as if drunk or insane’ 
(Juan de Castellanos, quoted by Roselli, 1968). 

Most of the aboriginal methods for treating 
mental disorders, or inducing them, came to an 
abrupt end with the establishment in the New 
World of tribunals of the Inquisition in the 
viceroyalties of Lima 1570, New Spain (Mexico) 
1571, and New Granada (Cartagena), 1610. 
According to a chronicler ‘what startled the 
Inquisitors more than anything was the infinite 
number of witches and sorcerers who swarmed 
in the New Kingdom’ (Llinas, quoted by 
Roselli, 1968). 

The first insane asylum in the New World 
was founded in Mexico in 1566 by the Spaniard 
Benardino Alvarez, who although having been 
in his youth an ‘adventurer, gambler and 
escaped convict? later became a devoted 
protector of the mentally ill, One year after 
he had founded the hospital in Mexico he 
established in Oaxtepec a rural colony for 
chronic patients. A hundred years later, José 
Sayago, a carpenter, and his wife, founded in 
Mexico the Hospital Real del Divino Salvador 
for women mental patients (Muriel, quoted by 
Roselli, 1970). In colonial days some of the 
general hospitals had sections for the care of 
the mentally ill, but in most places patients 
were imprisoned in cells or dungeons where 
they lay naked chained down to the floor, and 
submitted to a barbarous routine of whippings 
and cold showers. Unfortunately, this state of 
affairs prevailed in some places in Latin 
America for many years, and it is only in recent 
decades that the last remnants of these abhorrent 
practices have been eradicated. After inde- 
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pendence from Spain was secured, France began 
to exert a lasting cultural influence on all Latin 
American countries. Most of the prominent 
physicians were trained in Paris, and this 
fashion continued until the Second World War, 
when the centre of influence was shifted to the 
U.S.A. 

During the nineteenth century we witness a 
period of increasing enlightenment in the atti- 
tudes towards the mentally ill, as reflected by 
the teaching of mental pathology in medical 
schools and the passing of special laws for the 
protection and care of the patients. The first 
chairs of psychiatry as an independent discipline 
were created at the end of the century in Buenos 
Aires and Rio de Janeiro. The first open-door 
hospital was inaugurated in Brazil by Azevedo 
Riveira in 1907 and Franco Da Rocha initiated 
in São Paulo the first system of foster-home 
care for the mentally ill in 1908. 

The first out-patient clinic for psychiatric 
patients was created at Hospital Santa Ana in 
Lima in 1915. Baltazar Caravedo Prado, the 
initiator of the mental health movement in Peru, 
started the first private psychiatric clinic in 
partnership with Herminio Valdizan in 1919. 
In 1941 Сагіоѕ А. Seguin started the first 
psychiatric unit in a general hospital at Hospital 
Obrero in Lima. The first psychiatric journal, 
Archivos de Psiquiatria у Criminologia was published 
in Buenos Aires by José Ingenieros in 1902. 
The Sociedad de Psicologia de Buenos Aires, 


founded in 1908, was the first professional. 


association in the area of psychology in Latin 
America. The Sociedad Brasileira de Neurologia, 
Psiquiatria y Medicina Legal was founded in 
Brazil in 1909. The first Latin American 
conference on Neurology, Psychiatry and Foren- 
sic Medicine met in Buenos Aires in 1928. 
Honorio Delgado, an outstanding Peruvian 
psychiatrist, published his doctoral thesis on 
psychoanalysis in 1915, and was the first Latin 
American to become a member of the Inter- 
national Psychoanalytic Association, though he 
later abandoned this orientation. Angel Gama, 
Celes E. Carcamo, Enrique Pichon-Riviere, 
Arnaldo and Luis Raskowsky and Marie Langer 
founded the Asociacion Psicoanalitica Argentina 
in 1942. At present there are psychoanalytic 
Associations in Montevideo, Rio de Janeiro, 
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Santiago, Porto Alegre, Mexico, Bogota and * 
Caracas. A co-ordinating organization of Latin- 
American psychoanalytic associations (COPAL) 
was founded in Santiago in 1960. 

A group of prominent Latin American 
psychiatrists attending the First World Congress 
of Psychiatry in Paris (1950) conceived the idea 
of creating the Latin-American Psychiatric 
Association (A.P.A.L.). It was through the 
untiring efforts of Gregorio Bermann, Jose 
Angel Bustamante, Guillermo Davila, Raul 
Gonzalez-Henriquez, Antonio Carlos Pacheco e 
Silva and Carlos A. Seguin that this Association, 
which brings together 14 national psychiatric 
societies in Latin America, was formed. There 
have been congresses in Caracas (1961), 
Mexico City (1962), Lima (1964), Buenos Aires 
(1966), Bogotá (1968) and São Paulo (1970). 

The Inter-American Council of Psychiatric 
Associations (L.A.C.P.A.) which co-ordinates 
the Latin American Psychiatric Association 
(A.P.A.L.) with The American Psychiatric 
Association and the Canadian Psychiatric 
Association was founded in 1965 under the 
aegis of Daniel Blain, Guillermo Davila and 
Carlos A. Seguin. Under the auspices of 
Т.А.С.Р.А., the first Conference for Mental 
Health in the Americas took place in San 
Antonio, Texas, in 1968, attended by an 
enthusiastic group of psychiatrists from the 
hemisphere. This was a unique opportunity for 
assessing the present and future of psychiatry 
in terms of existing services, needs, resources, 
education, research and planning. A wealth of 
information was collected in working papers 
prepared by several commissions, circulated 
among participants and discussed during the 
meetings. From the discussions a series of 
recommendations were formulated and pre- 
sented in a final report (Brody, 1969). Material 
presented at the conference has been of great 
value in the preparation of this paper. 


IV. RESOURCES 
The psychiatrists 
Because of overwhelming difficulties in obtain- 
ing reliable and comparable information about 
the different types of professionals involved in 
psychiatric activities in Latin America, we will 
restrict our discussion to psychiatrists. Accord- 
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‘ing to a 1968 estimate there were in Latin 
America about 3,350 psychiatrists. 


ТАВІЕ ПІ 
Distribution of psychiatrists in 20 Latin American countries. 


Total number and rate per 100,000 inhabitants (с. 1968) ` 














Total Rate by 
Countries number of 100,000 
psychiatrists inhabitants 
Argentina 1,000 4rt 
Bolivia .. ES ae 20 O'4 
Brazil .. 1,000 1:2 
Chile .. 155 2 
Colombia 162 o-8 
Costa Rica 127 8 
Cuba .. 2 190 1*5 
Dominican Republic «e 7 0:2 
Ecuador va Sa 30 0:5 
El Salvador .. - _ 15 0-4 
Guatemala... RS 13 0*8 
Haiti .. NIS St 4 0-08 
Honduras no m 5 0:2 
Mexico 279 0:6 
Nicaragua Р 6 0'5 
Panama . .. ne 17 1:8 
Paraguay "E 73 10 Or" 
Peru .. “+ А 140 1-2 
Uruguay 60 2-1 
Venezuela 220 2:2 
"Total 3,390 Average: 1:52 
Source: Working papers for the Conference on 


Mental Health in the Americas. San Antonio, 
1968. 


A previously published Provisional Directory 
of Latin American Psychiatrists (Р.А.Н.О. 
1967) lists 3,445 professionals. However, its 
accuracy is questionable, because of over- 
representation in some countries and under- 
representation in others. 

The distribution of psychiatrists according to 
countries is quite uneven, ranging between 
rates of 0-08 and 4:1 per 100,000 inhabitants, 
with an average for the whole region of 1:52. 
It is evident that even in the best of situations 
the number of psychiatrists falls short of the 
minimal proportion recommended by W.H.O. 
(5 psychiatrists per 100,000 inhabitants). Fur- 
thermore, because of the high concentration of 
psychiatrists in the big cities, and the difficulties 
in transportation and communication, there are 
extensive areas in which many people are 
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entirely deprived of psychiatric services and 
even of general medical services. Because of 
inadequate systems of public medical care, large 
sections of the population who cannot afford 
private fees never have the opportunity to 
receive psychiatric care, short of admission to a 
public psychiatric hospital during an acute 
psychotic episode. 

A study made in 1966-7 on a sample of 
Latin-American psychiatrists, stratified by 
country (Leon, 1970a) showed that the largest 
proportion of Latin-American psychiatrists are 
engaged in private practice as their main 
professional activity, followed by hospital work 
with in-patients, and teaching (Table IV). 


Tase IV 
Main professional activity of a sample of Latin-American 
psychiatrists (1966-1967) 























Main professional activity N % 
Private practice n 42 34:2 
Hospital work with in-patients .. 20 16:3 
Teaching 12 9:8 
Hospital work in 1 out-patient clinics . 9 7T'8 
Work in health centres a 2E 2 1:6 
Research - 2 1:6 
Several concomitant (rather than.one 

main activity) .. a .. 83 26:8 
Others .. `.. к E T 3 2:4 
"Total 123 100'O - 
Source: Data from Leon (19702). 

TABLE V 
Predominant scientific orientation of a sample of 
Latin-American psychiatrists (1966-1967) 
Scientific orientation N % 

Eclectic А EP га 5: 33:3 
Psychodynamic ns s e 0007 22:0 
Psychoanalytic КЎ ‚> .. 20 16:3 
Biologic a $4 T ИМЕ 9:8 
Phenomenologic i А 6 4'9 
Existential 2 1:6 
Behaviouristic I o-8 
Reflexologic 2 T E I o:8 
Several concomitant .. 5 ie 4 3:2 
Other .. " 5'7 
No answer 2 1:6 
Total 123 


100'0 








Source: Data from Leon (19702). 
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With regard to scientific orientation it was 
found that the predominant type is the ‘eclectic’, 
followed by the ‘psychodynamic’, while the 
‘reflexological’ and ‘behaviouristic’ orientations 
have a minimal representation (Table V). 

The average period of psychiatric training for 
this group of professionals is two years. Most of 
them (74 per cent) were trained in their own 
countries, but some spent at least one year in 
training abroad, mostly in the U.S.A. (17 per 
cent), France (5 per cent) or the United 
Kingdom (4 per cent). 

In a very perceptive profile of some of the 
characteristics of Latin-American psychiatrists, 
Martins describes the senior professionals work- 
ing for public institutions as usually engaged in 
bureaucratic or administrative activities, very 
often sceptical of the initiatives for institutional 
change and disdainful of the use of socio- 
therapeutic methods. On the other hand the 
young psychiatrist is described as the product 
of one or two years of training in a psychiatric 
hospital or rarely in a university department of 
psychiatry; usually he has been unable to 
receive good training because of financial 
difficulties or lack of regional facilities, and 
looks forward to the opportunity of obtaining a 
fellowship to study abroad where he hopes to 
have the training he has idealized. If he leaves 
the country he may not return, and if he does 
it is quite likely that he will be unable to 
adjust to institutional work and will turn 
exclusively to private practice (Martins, 1970). 


The Services 


The traditional neglect of public office every- ' 


where in matters relative to the psychiatric 
care of the population truly reaches alarming 
proportions in the underdeveloped countries. 
After adequately solving the basic problems of 
communicable diseases and environmental sani- 
tation, the developed countries have gradually 
turned their attention to the psychiatric cover- 
age of the population by increasing the number 
and quality of their facilities. It is only in the 
last decades that an incipient awareness has 
developed in Latin America with regard to the 
tremendous social and economic impact of 
mental disorders on a community. This is 
understandable in an area where the resources 


PSYCHIATRY IN LATIN AMERICA 


for public health have always been acutely* 
insufficient to face such problems as tuberculosis, : 
malnutrition, infectious and parasitic diseases. 
Only to the extent that these problems have 
been successfully confronted has the need to do 
something about mental disorders begun to 
emerge. 

The traditional means of dealing with 
psychiatric problems has been the large hospi- 
tals for custodial care of overtly psychotic 
patients. Large buildings crowded with patients, 
the number almost always greater than the 
number of beds, where in an indiscriminate 
mixture one can see patients representing the 
whole gamut of degenerative neurological 
disorders, psychoses and mental deficiency, 
and care provided by an absurdly insufficient 
number of doctors and nurses who often lack 
even an elementary type of training. In our 
very day, there are only a few countries in which 
the number of psychiatric hospitals and the 
number of beds (Table VI) reach the propor- 
tions considered as minimal by W.H.O., and 
in some cases the shortage can hardly be 
matched elsewhere in the world. 

As a general rule, the physical facilities of the 
hospitals are overtaxed by the great number of 
patients, and the conditions of hygiene, comfort, 
food and professional care could hardly be worse. 

Mexico, the first country of Latin America 
where a psychiatric hospital was founded, 
continues to be in the vanguard of progress in 
the provision of services through an institutional 
network which incorporates the most recent 
advances in design, comfort and therapeutic 
facilities (Calderon-Narvaez, 1970). 

During recent years, in conjunction with 
marked improvements in the teaching of 
psychiatry and the training of specialists, we are 
witnessing a progressive increment in several 
countries of the number and quality of psychi- 
atric facilities and personnel, as well as the 
adoption of ‘modern’ patterns of psychiatric 
care: open-door hospitals, psychiatric units in 
general hospitals, out-patient clinics, mental 
health centres, sheltered workshops, and various 
forms of community care (Lucero-Kelly, 1968; 
Brum-Butler, 1968; Argandona, 1969; Esquibel, 
1969; Carrizosa, 1970; Moraes, 1970; Cabral, 
1970). 
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Taste VI 


Distribution of public psychiatric hospitals*, number of 
psychiatric beds and rate per 10,000 inhabilants** in 20 
Latin-American countries 


Total Rate of 





Public number of beds per 
Countries psychiatric psychiatric 10,000 
hospitals beds inhab. 
Argentina is 91 29,294 12:2 
Bolivia .. a 4. 630 1:3 
Bras] .. T 56 62,882 T7 
Chile... os 5 8,970 11:2 
Colombia ү, 18 7,490 3°8 
Costa Rica i I 1,081 6:7 
Guba .. А 14 6,206 9 
Dominican Republic 2 715 2 
Ecuador А 3 1,702 3 
El Salvador I 496 1^5 
Guatemala I 1,172 2:6 
Haiti 2 20 0:06 
Honduras 2 190 o-8 
Mexico .. 33 8,405 2 
Nicaragua I 1,150 6 
Panama. 4 1,200 8:1 
Paraguay I 665 3 
Peru 3 2,010 157 
Uruguay 2 5,000 1-8 
Venezuela I4 4,527 4°5 





* Source: A Directory of World Psychiatry compiled 
by Dr. John Gunn on behalf of the World 
Psychiatric Association, 1971. 

** Source: Working papers for the Conference on 
Mental Health in the Americas—San Antonio, 
1968. 


There has been a gradual shift in some 
countries towards a criterion of crisis inter- 
vention, delegation of responsibilities to para- 
medical personnel, and community work aimed 
at the removal of the stigma attached to mental 
disorders, and increased contact between staff, 
patients and relatives. A few of the psychiatric 
hospitals or psychiatric units in general hospitals 
are evolving into centres for community mental 
health (Sisto, 1970). 

In comparing data from two reports published 
in 1963 on the state of psychiatric services in 
Latin America (Velasco-Alzaga, 1963; Bermann, 
1963) with those available for the 1968 Con- 
ference on Mental Health in the Americas, one 
can find a definite trend towards improvement, 
which although not shared in equal proportion 
by all countries points to progress in the 
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provision of services for the mentally ill. 
A report of the early sixties describing the 
recently changed conditions of a Latin American 
psychiatric hospital reads as follows: “The only 
place where clinical teaching could be con- 
ducted was in the so called ‘asilo’ (asylum) since 
no other facilities existed in the city for the care 
of psychiatric patients. In previous years the 
patients had been gathered in vacant lots 
surrounded by barbed wire fences where they 
idled naked and in utter promiscuity. Diagnos- 
tically they included psychotics, epileptics, 
mental defectives, as well as beggars, cripples 
and invalids of all kinds. At this ‘asilo’ the 
historical span of progress in the care of psychi- 
atric patients is much narrower than that of 
Europe or the United States. The institution has 
moved 200 years during the past eight years. 
Hight years ago, it was a human garbage pail 
for the unwanted mentally ill and mentally 
defective human begins of the region. Here the 
police literally dumped these disabled people 
over the wall into the enclosed compound of the 
hospital. Often bones were broken in the fall to 
the ground. Acutely disturbed patients were 
chained to the fleor of dirty cells or placed in 
strait-jackets and given cold showers with 
hoses. The emphasis was directed toward 
protecting the personnel rather than toward 
protecting the patients. Care was custodial, 
with enforced incarceration under the most 
unsanitary conditions and minimal emphasis 
on therapeutic rehabilitation. The philosophy 
of care was based on the old adage: ‘Where 
there is no sense, there is no feeling’ (Leon, 
quoted by Romano, 1967). Fighting the formid- 
able obstacles of a very inadequate budget and 
the inertia of tradition, a small group of pro- 
fessionals in a resolute move gained access to this 
institution and after re-naming it Hospital 
Psiquiatrico, abolished restraints, enforced a set 
of humane rules and regulations dealing with all 
aspects of patient handling, from admission to 
discharge, and secured the active participations 
of medical students and interns in the care of 
patients as an integral part of their medical 
training. At the same time, with the enthusiastic 
backing of a remotivated board of trustees, they 
carried on a very active campaign to build a 
new hospital which was completed by 1961.’ 
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As can be seen in Table IV, only a minimal 
proportion of psychiatrists in Latin America 
are engaged in research as their main activity. 
Indeed, there is very little tradition for this kind 
of work, and only in recent years has it begun 
to develop. 

Among the possible adverse factors in the 
establishment of research programmes and 
activities in Latin America we can readily 
identify the following: (a) Teaching and learn- 
ing methods, with emphasis on memorizing of 
information, on a bookish type of erudition and 
on ability in rhetoric rather than on empirical 
Scientific work, have seriously interfered with 
research activities, since neither teachers nor 
students have had opportunities for inductive 
thinking, systematic application of empirical 
observation or the use of statistical methods of 
analysis, (b) the meagre amount of local funds 
for financing research prevents professionals 
from devoting themselves full time to research 
activities, (c) the lack of a tradition for co- 
ordinated group work creates enormous pro- 
blems in building up a research team. 

Most of the recent psychiatric research deals 
with epidemiological, social or transcultural 
aspects of psychiatry. This is understandable, 
because there are so many fascinating un- 
answered questions in these areas. There has 
been a gradual accumulation of information 
about prevalence of mental disorders and 
related problems (Marconi, 1955; Horwitz et al., 
1958; Spinola and  Velasco-Alzaga, 1960; 
Rotondo et aL, 1963; Pages-Larraya, 1966; 
Marconi and Mufüoz, 1970; Bermann, 1970; 
Adis Castro, G., 1968; Moya et aL, 1969; 
Mariategui, 1970; Cabildo, 1970; Bachini et al., 
1970; Tarnopolski ei al., 1970). 

The acute lack of well-trained personnel, 
laboratory facilities and funds has been a serious 
handicap in the implementation of research 
activities in the basic sciences related to psychi- 
atry. In this area there is very little work indeed.* 


* However, it is fitting to remark on the very high 
quality of some of this research such as that of Hernandez 
Peon and Castellanos in Mexico, Fernandez Morán in 
Venezuela, Rocha e Silva in Brazil and Naranjo in 
Ecuador, to mention only a few. 


PSYCHIATRY IN LATIN AMERICA 


Clinical research dealing with therapeutic « 
methods bas increased during recent years, 
especially in relation to the periodic appearance 
of new psychotropic drugs. Lately, there has 
been increasing interest in operations research 
and systems analysis, primarily directed at the 
analysis of cost-benefit in psychiatric services 
and at the exploration of alternative models 
for the provision of health care. 

A total of 53 journals'dealing with psychiatry 
and related disciplines are published in Latin 
America (Table УП). Unfortunately a good 
many of them do not appear with strict regu- 
larity and only have national circulation, 
being virtually unknown in other countries. 
In spite ofthe great effort made by organizations 
such as the Latin American Psychiatric Associa- 
tion (A.P.A.L.) and the Pan-American Health 
Organization, communication between psychi- 
atrists in Latin America is at best sporadic and 


Taste VII 
Distribution of university departments of psychiatry 
psychiatric journals and psychiatric societies in 20 Latin- 
American countries 








University 
depart- Psychiatric Psychiatric 
Countries ments of journals societies 
psychiatry 
Argentina 10 12 3 
Bolivia 3 1 I 
Brazil 10 12 4 
Chile 4 2 2 
Colombia 6 ‚8 1 
Costa Rica I I 1 
Cuba .. n" 3 3 I 
Dominican Republic 1 I 1 
Ecuador . 2 I I 
El Salvador 2 I I 
Guatemala I I I 
Haiti 4 І І 
Honduras I I т 
Mexico .. І 6 2 
Nicaragua I I I 
Panama.. 3 I I 
Paraguay I I 1 
Peru E 7 3 2 
Uruguay I I I 
Venezucla 6 I 1 


Totals .. T 68 53 28 


Source: ‘A Directory of World Psychiatry’, compiled 
by Dr. John Gunn on behalf of the World 
Psychiatric Association, 1971. 
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* restricted, and a great deal more is known about 
psychiatry and psychiatrists in Europe or U.S.A. 
than about what goes on in neighbouring coun- 
tries. Under these circumstances it is encouraging 
to note that at least one journal, Acta Psiquiatrica 

y Psicologica de America Latina, enjoys a wide 
circulation and has become a forum for diffusion 
of psychiatric ideas and knowledge. It is edited 
under the dynamic direction of Guillermo Vidal 
and is sponsored by ACTA, Fondo para la 
Salud Mental. This foundation also sponsors 
the publication of monographs which deal with 
crucial problems of Latin-American psychiatry. 


VI. Epucation 

Traditionally the teaching of psychiatry as a 
subject in medical schools consisted of a very 
brief period at the end of the clinical years 
during which a summary review of the major 
mental disorders was presented through a 
series of lectures, usually divorced from any 
form of clinical practice. The abrupt confronta- 
tion with clinical entities, for the understanding 
of which the student had neither basic knowledge 
nor objective experience, must have been re- 
sponsible for the general attitude of regarding 
psychiatry as an esoteric discipline rather than 
as a crucial element in the making of a doctor. 
On the other hand, psychiatric training for 
specialists consisted of variable periods of 
affiliation of the candidate to the medical 
personnel of asylums, where without any sort 
of formal instruction or supervision and only 
guided by indiscriminate reading he started the 
formidable task of finding his way through a 
field plagued by uncertainties, vagueness and 
controversy. Only the very lucky could benefit 
from personal contact with a teacher and 
enjoy the privilege of tutorial apprenticeship. 
Furthermore, the conventional type of Latin 
American senior psychiatrist was far removed 
from the ideal of a benevolent teacher. In fact, 
we often see him as a confused mixture of 
speculative philosopher and bohemian: witty, 
sharp and sarcastic, always prompt to engage 
in polemics with his medical colleagues; bold 
in his conceptions, brilliant and imaginative, 
but utterly unproductive in systematic and 
disciplined work; acutely sensitive to criticism, 
always armed with irony and cynicism and a 
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heavy load of overvalued ideas; argumentative 
and eloquent, assiduous reader and skilful 
speaker, but because of a selfish and sceptical 
individualism incapable of attracting students 
or creating an academic atmosphere. 

It is a heavy task for present-day psychiatrists 
to erase this image from popular conception 
and substitute for it that of a professional person 
scientifically sound and with enough emotional 
stability to relate harmoniously with his fellow 
men and to serve them as an expert in the 
solution of their problems. However, the 
gradual emergence of an increasing number of 
psychiatrists with adequate personal and pro- 
fessional qualities seems to indicate that the 
situation is improving and that training pro- 
grammes are making efforts in this direction. 

At present there are in Latin America 154 
medical schools, and in each of them psychiatry 
is taught as an independent subject. However, 
there is a wide variation between different 
places in the number of hours devoted to 
psychiatry in the curricula, and whether teach- 
ing involves clinical work or not. The range 
goes from 15 to more than 600 hours, at one 
extreme consisting exclusively of lectures on 
clinical psychiatry and at the other of complete 
courses in medical psychology, psychopathology 
and clinical psychiatry, plus four weeks of clinical 
clerkship and four weeks of internship (Leon, 
1959). During the last two decades a great deal 
of concern has been expressed for improving 
the teaching of psychiatry, and several important 
publications bear testimony to this concern 
(Etchegoyen et al., 1960; Matte-Blanco, 1961; 
Leme-Lopez, 1961, 1962; Seguin, 1964; Querol, 
1965). The Pan-American Health Organization 
sponsored a seminar on the teaching of Psychi- 
atry and Mental Health in Medical Schools 
which met in Lima in 1967, producing a series 
of recommendations for improvement in this 
field. 

Currently there are 68 Departments of 
Psychiatry (Table VII) in Latin America, 
most of which offer teaching at both the 
undergraduate and the graduate level. It is 
estimated that there are a total of about go 
institutions for the training of psychiatrists. 
In some places this training takes a period of 
three years and is modelled after the American 
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system of ‘residency’ with full-time clinical and 
academic work, while others have an on-the-job 
type of training. Even though the differences 
between institutions is very great, there is 
reason for optimism because of the emergence 
of several centres which share the common 
characteristics of an intense devotion to their 
task and a vigorous enthusiasm for improving 
existing conditions (Gonzalez, 1964; De La 
Fuente, 1965; Vidal, 1965; Goldenberg, 1966; 
Pacheco e Silva, 1966; Perdomo, 1968). A full- 
time faculty and facilities for research and 
service have allowed a few medical schools in 
Latin America to create favourable conditions 
for the teaching of medicine and the training of 
specialists. Systems for selection which limit the 
number of students guarantee an optimal use of 
teaching facilities, and although these types of 
institutions are still scarce the effort and initiative 
seems to have brought about a process of healthy 
emulation which is gradually extending to other 
centres. 

An important aspect of the training of Latin- 
American psychiatrists is the fact that a sizeable 
number tend to travel abroad for specialization. 
Before World War II Europe, and more 
specifically France, was the place of preference; 
but since the early forties the U.S.A. has become 
the goal for many, and there is a steady migra- 
tion of Latin-American doctors seeking graduate 
studies in psychiatry. In general, for those who 
go to Europe, the United Kingdom now seems 
to be the place of choice for training. 

This fact, which in general terms could be 
regarded as desirable for the development of 
Latin American psychiatric potential, may 
however, be diminished in net value because of 
certain adverse factors, of which two stand out 
as quite prevalent. The first has to do with the 
reluctance of the young professional to go back 
to his country of origin upon completion of his 
training. The well publicized problem of the 
‘brain drain’ seems to apply to our countries and 
is justifiable in most cases because of the 
excellent working opportunities and high pay- 
ment found in the host country, in contrast with 
the difficulties existing at home. Secondly, 
the type of training received and the cultural 
context in which this occurs may not be 
related to conditions in the country of origin. 
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In fact, it is quite possible for the candidate * 
to be submitted to a type of training the 
operative value of which may depend on 
ethnic, social, economic and cultural conditions 
quite different from those at home. Moreover, 
his clinical experience may be inadequate or 
insufficient when it is acquired with patients 
from a different culture. In order to avoid these 
pitfalls, psychiatric training in a foreign country 
may need to be preceded by a solid conceptual 
background and clinical experience acquired at 
home. 

To maximize the advantages of training 
abroad, a select group of candidates could 
undergo a period of special preparation in their 
own institutions and then be sent to foreign 
centres to be trained in technical matters or 
specialized fields. People with such training 
might then become the academic core for 
teaching and research activities at local institu- 
tions. Likewise, foreign centres might send their 
trainess for prescribed periods of study and 
research in Latin America under adequate 
local supervision. 

This double current of young people in 
training might help to emphasize their mutual 
needs and reinforce both programmes by creating 
an effective basis for cooperation. 

Finally, there is the possibility of creating 
international centres in one or more regions of 
Latin America which could operate as institu- 
tions for advanced training for select groups of 
professionals under the sponsorship of inter- 
national agencies. 

In a proposal which goes a step beyond the 
above described cooperative programme, a 
system has been envisioned for reviewing and 
information exchange in psychiatry for the 
Americas which would eventually lead to the 
formulation of standards and guidelines, and 
finally to the establishment of an Inter-American 
accrediting and certifying Board. Such action 
would hopefully provide ‘a powerful impetus 
in the direction of producing competent psychi- 
atrically trained physicians whose credentials 
would be acceptable throughout the hemisphere’ 
(Brody, 1970). 


VII. FNAL COMMENTS 
An effort has been made to present a pano- 
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vamic view of psychiatry in Latin America. 
The main obstacle to the successful completion 
of this task has been the serious lack of accurate 
information regarding facts in each one of the 
countries. It is a well-known but often over- 
looked fact that one of the surest signs of under- 
development is the inability to measure problems, 
needs and resources. The 1968 Conference on 
Mental Health in the Americas was conceived 
as an opportunity for gathering and exchanging 
information which would enable countries to 
have a clearer image of their realities and 
visualize possible actions for improving them. 
Although great efforts were made to obtain 
accurate aud comparable information, the goal 
was only partially fulfilled. Yet it was possible 
to base most of the discussions on factual 
matters rather than on hypothetical issues. 
For this reason, and because they touch upon 
salient problems described in the text of this 
report, it may be worthwhile to state some of the 
recommendations made by the Conference 
(Brody, 1969) as valuable guidelines for 
needed action: 


‘It is recommended that governments and public 
institutions take steps to facilitate an appropriate 
distribution of time and effort between public and 
private psychiatric or other mental health practice. 
Possible approaches include improved recompense 
for public work, scholarships or fellowships awarded 
on the basis of agreements for later public service, 
improved programmes of health insurance, and 
liberalized regulations permitting combined private 
and public practice.' 

‘It is recommended that the Pan-American Health 
Organization consider the possibility of establishing 
agreements with member governments regarding 
mental health programmes similar to those which have 
previously been established regarding programmes of 
infectious disease control,’ 

‘It is recommended that the initial emphasis of 
research departments be placed on epidemiological, 
social, treatment evaluation and data utilization 
studies. These require a minimum of specialized 
equipment and permit a maximum of practical and 
locally relevant application of findings.’ 

“The following areas, as well as studies aimed at 
particular clinical categories, are recommended for 
investigation: 

1. The development of common international 
criteria for the classification of mental illness, the 
description of symptoms, and the estimate of mor- 
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bidity. This includes the development of indices of 
social as well as individual morbidity. 

2. The development of an integrated international 
system for data reporting. 

3. Studies of population dynamics in relation to 
behaviour. These might include attitudes toward 
family planning, factors involved in out-of-wedlock 
births in adolescents, socio-psychological correlates of 
family size, the influence of population density, and 
related issues. 

4. Studies of naturally occurring community sources 
of support, community social control systems, and 
community solutions to mental health problems 
such as alcoholism. These should include the study of 
the concepts, beliefs, and practices about psychiatric 
conditions and their treatment carried on in each 
culture through popular tradition (folklore).* 

‘It is recommended that steps be taken toward the 
establishment of one or more regional centres within 
Latin America located at already established univer- 
sities or hospitals. Such centres might be concerned 
primarily with education, including programme 
demonstration, research, including research training, 
or both. They would provide sites for future inter- 
national conferences. They would foster the retention 
of scholars in the area and encourage the develop- 
ment of studies with local or regional relevance. The 
centres should be developed whenever possible with 
multinational representation and financing. A system 
of grants and scholarships may be used to support the 
attendance of students and scholars from other 
countries.’ 

‘It is recommended that steps be taken toward the 
establishment of a mental health information centre 
or clearing house in Latin America, utilizing if 
possible already existing personnel and facilities.’ 


After this succinct review of the prevailing 
conditions in Latin America it is evident how 
the meagre resources and facilities for dealing 
with mental health problems can only take 
care of a small proportion of the universe of 
patients and only offer help in the area of 
treatment of acute disorders, but practically 
nothing in the fields of prevention or rehabilita- 
tion. Furthermore, in countries where unemploy- 
ment in otherwise healthy young people is so 
high, it is quite unrealistic to expect that with 
the help of a rehabilitation programme an ex- 
mental patient could successfully compete with 
those who never were ill. 

Problems in the area of mental health cannot 
be divorced from problems in public health, 
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education, social security and welfare. The 
solution to these problems seems to demand a 
joint mobilization of social, economic and 
political forces which could bring about sub- 
stantial changes in government, education, 
health and economic development in each 
country. In addition there is a great need for 
an effective system of international cooperation 
which could be instrumental for the develop- 
ment of human resources and the improvement 
of facilities. 

Latin American psychiatrists confront ex- 
tremely difficult situations when they decide 
to extend their range of activities from individual 
clinical work to the community or social areas. 
Yet this possibility may represent a great 
challenge and a unique opportunity for con- 
tributing in some degree to orienting the 
process of change in these countries. In a 
sense, the whole of Latin America may be 
regarded as a vast psycho-social laboratory, 
opened both to the inquiries of the researcher 
and to the creative impulse of the man of action. 
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The Effect of Psychiatric Education on Attitudes to Illness 
Among the Ganda 


By J. H. ORLEY and J. P. LEFF 


INTRODUCTION 


The Ganda are the most numerous tribe in 
Uganda. They live around the capital, Kampala, 
along the north-west shore of Lake Victoria 
and up to 50 to roo miles inland. They are a 
Bantu-speaking people, surrounded by other 
Bantu to the east, west and south, with Nilotic 
people to the north. 

Ganda concepts of disease have been described 
extensively elsewhere (Orley, 19702). The 
Ganda often categorize illnesses in terms of 
parts of the body affected. Certain illnesses are 
called diseases of the brain, and these include 
madness, epilepsy, foolishness and dizziness. 
(It has to be remembered that only rough 
English equivalents can be given for Ganda 
names. The defining symptoms are not neces- 
sarily the same for both the Ganda and the 
English concept.) The Ganda also refer some 
diseases to the heart. In particular there are 
diseases referred to the emmeme, which is the 
xiphisternum but by extension the heart. 
The same term can also denote the coccyx and 
by extension the anus. The emmeme can be said 
to be startled when a person suffers from 
palpitations associated with anxiety, but by 
most people only when this reaches patho- 
logical proportions. It can also be said to fall 
or fail and this condition is characterized 
by a loss of appetite and weight with a feeling 
that the emmeme is disappearing. The condition 
in children is associated with wasting from an 
organic cause, with a drawing in of the epi- 
gastrium or a prolapse of the rectum, but in 
adults it is more likely to be associated with 
anxiety or depressive disorders. (Ibid, p. 8.) 

Fieldwork by Orley, mainly using the method 
of participant observation, has indicated the 
ways in which illnesses are construed by a 
village population. Diseases are not only 
classified according to the part of the body 
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affected, but are also categorized on the basis 
of other criteria. These include the idea of 
whether the disease is thought to have been 
caused by supernatural means or to have 
come by itself and whether it is Ganda or 
European in origin. Orley felt that the way in 
which illnesses were viewed in terms of these 
criteria was related to whether they were seen 
as weak or strong. 'The idea of a disease having 
a natural causation or coming by itself is 
usually reserved for weak diseases, while strong 
diseases tend to be attributed to witchcraft 
or the action of spirits. A Ganda disease is 
one that is thought always to have affected 
the Ganda, but not Europeans who have their 
own disedses and their own medicines to 
cure them. Ganda diseases do not respond well 
to European medicine and require traditional 
treatments. The description is therefore used 
for illnesses which are untreatable by European 
medicine, or require long-term treatment. 
Similar categories of disease have been described 
in other parts of África, as reviewed elsewhere 
(Orley, r970b). During earlier research in 
rural areas, it was found that madness and 
epilepsy were considered to be strong Ganda 
illnesses, caused by witchcraft. Very few sufferers 
had ever sought treatment from Europeans, and 
indeed most thought that treatment was not 
available. (Orley 1970a, p. 45-6.) 

It was decided to investigate these constructs 
scientifically in a literate population, using 
the Osgood Semantic Differential. It was 
postulated that the attitudes of Ganda nurses 
would change during the course of their 
psychiatric training. There should be less 
tendency for trained psychiatric nurses to 
categorize illnesses in terms of the two tradi- 
tional criteria of Ganda and sent by witchcraft. 

Previous use of the Osgood Semantic Differen- 
tial in the Ganda language, using five spaces 
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on each construct, has shown it to be a practical 
instrument, even with a relatively uneducated 
village population. Using very disparate ele- 
ments (e.g. man, woman, child, madman, 
epileptic, thief, and others) to be construed, 
it was found that a strong evaluative component 
appeared, largely defined by the constructs 
happy—sad, good—bad, and safe—dangerous. 
In comparing madmen and epileptics as 
elements (i.e. the patients and not the illnesses 
themselves), it was found that they were well- 
differentiated by certain constructs. Madmen 
were seen as hard, fast, cruel and strong, while 
epileptics were seen as relatively soft, slow, 
kind and weak. While the evaluative component 
was seen to distinguish between ‘normal’ 
and ‘deviant’ people, it was used in the same 
way for epileptics and madmen, both being 
equally construed as very bad. (Orley, un- 
published data.) 


METHOD 

In order to investigate the effects of psychia- 
tric nursing training it was decided to compare 
a group of 19 qualified nurses with a group of 
17 nurses at the very beginning of their training, 
and with a group of 17 secondary school 
pupils of about the same educational standard 
~ as the student nurses. Each person was given 
an identical booklet containing Osgood Semantic 
Differentials with instructions, which they 
were asked to fill up. A sample page of one of 
these is appended. The completion of the test 
booklets was supervised to ensure that the 
instructions were understood and that no 
consultation took place between respondents. 
They were asked to rate a set of illnesses which 
form the elements, on a series of bipolar 5 point 
scales (the constructs). The English equivalent 
of the 11 Ganda names of illnesses used as 
elements are: epilepsy, worms, disease of the 
emmeme, fever, polio, madness, the common 
cold, leprosy, puerperal psychosis, pulmonary 
tuberculosis and gonorrhoea. 

Madness and epilepsy were included be- 
cause they were illnesses with which the nurses 
would have had most contact, and about 
which their attitude might have been expected 
to change the most. The puerperal psychosis 
was chosen because of its association with 
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madness. Leprosy and pulmonary tuberculosis * 
were included because they had been described 
as forming, with epilepsy, a feared triad of 
stigmatized illnesses thought to be contagious. 
Disease of the emmeme was chosen since it was 
considered to be a possible equivalent of 
neurotic illness in Western society. The remain- 
ing illnesses were selected because it was 
thought that they would ensure wide use of 
the constructs. Thus, polio has no Ganda 
name and is considered European. The common 
cold, worms, and also fever are considered 
less strong than the other diseases mentioned. 
(Orley, 1970a, p. 16.) 

These elements were rated on the following 
constructs. (1) Slow—fast, (2) Ganda—Euro- 
pean, (3) Sad—happy, (4) Strong—weak, . 
(5) Bad—good, (6) Comes by itself—sent 
by witchcraft, (7) Soft—hard and (8) Safe— 
dangerous. Of these 3, 5 and 8 are the three 
evaluative constructs mentioned as being found 
in the previous data. Those specifically pro- 
posed in Orley’s earlier work are also included. 
These are the two indicating a ‘traditional’ 
attitude, 2 and 6, particularly associated with 
diseases thought to be strong. Constructs 1 
and 7 were chosen since they were obviously 
associated with potency and activity, and had 
been observed to be used in Ganda conversa- 
tion and seen to be used in the previous work 
with the Semantic Differential. Each element 
was therefore given a score of r to 5 on each 
construct. Three represents the mid-point, 
neutral position, indicating either that the 
element lies half way between the two extremes 
or that the construct was inapplicable to the 
element. 


RESULTS 


The data were processed by the M.R.C. 
service for analysing repertory grids. Two 
main kinds of analysis were carried out, a 
principal components analysis and an analysis 
of variance. The features looked for in the data 
were: 

1 .The composition of the principal compo- 
nents. 

2. The amount that each construct was used 
to distinguish between illnesses by each group 
of respondents. 
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* 1. The composition of the principal components 
The first three principal components for 
each of the three groups of respondents were 
extracted from the grids. The loadings of the 
constructs on each of these components are 
given in Table I, as well as the percentage of 
the variance accounted for by the principal 
components. For the sake of clarity in presenta- 
tion only those loadings greater than 0-40 are 
given; the choice of this cut-off point is arbitrary. 
It can be seen that the first two principal 
components account for the majority of the 
variance in each group. Constructs (1) ‘slow— 
fast’, (4) ‘strong—weak’, and (7) ‘soft—hard’, 
have the highest loadings on the first two 
principal components in all three groups. 
No other constructs have higher loadings than 
0:40 on these components among the qualified 
nurses and the student nurses. Among the 
school leavers, however, two additional con- 
structs have high loadings on the first two 
principal components. These are constructs (6) 
‘comes by itself —sent' and (8) ‘safe—dangerous’. 
On consideration of the third principal 
component it is clear that in the case of both 
the student nurses and the school leavers, the 
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only constructs with high loadings are the 
traditional ones, (2) *Ganda—European', and 
(6) ‘comes by itself —sent'. On the other hand 
these constructs do not appear at all in the 
first three principal components used by the 
qualified nurses. 


2. The amount of use of each construct 

The difference in the amount that each of 
the three groups used each construct was 
examined using data from the analysis of 
variance. The difference between the groups 
was found to be significant for the two tradi- 
tional constructs ‘Ganda—European’ and 
‘comes by itself—sent’ and for the construct 
‘safe-—dangerous’. None of the other constructs 
showed a significant difference in the amount 
they were used by the groups. The levels of 
significance are given in Table II, as well 
as the variation due to differences between 
the elements expressed as the sums of squares. 

It can be seen that in respect to the two 
traditional constructs the student nurses are 
intermediate between the qualified nurses 
and the school leavers. The general mean 
score for the qualified nurses on the ‘“Ganda— 


ТАВІЕ I 
Loadings of constructs on the principal components for each of the groups of respondents 





Group 1. Qualified nurses 


Group 2. Student nurses 


Group 3. School leavers 


























Constructs 
Component 1. r. Slow—fast + +86 1, Slow—fast +:79 1. Slow—fast +-56 
7. Soft—hard — +43 4. Strong—weak — :44 7. Soft—hard —*6ї 
8. Safe—dangerous —-40 
% of variance 70% 55% 56% 
Component 2. 4. Strong—weak + +74 7. Soft—hard +:70 1. Slow—fast —-:70 
7. Soft —hard — +46 1. Slow—fast —:47 6. Comes by itself— 
| sent —*51I 
| 1. Slow—fast —41 4. Strong—weak 4-40 
% of variance 21% 26% 19% 
Component 3. | 5. Bad—good +-58 6. Comes by itself— 2. Ganda—European — ‘61 
sent —*72 
8. Safe—dangerous — - 50 2. Ganda— 6. Comes by itself— +:57 
European —*57 sent 
3. Sad—happy +°43 
% of variance 696 995 11% 
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Variation due to differences between elements as sums of squares 





2. Ganda— European 





6. Comes by itself—3sent 8. Safe—dangerous 





sums of general surns of general sums of general 

Groups squares mean squares mean squares mean 

1. Qualified nurses 0:469 2:995 4'239 1:493 15:665 4:536 

2. Student nurses 9:765 2:941 23:979 1'599 6:332 4:813 

3. School leavers 20:058 2:711 33'390 1:893 32*011 4:487 
Significance p«o-oor р<0:001 р<0:01 


Significance was tested by Bartlett’s modification of Neyman and Pearson’s likelihood ratio statistic (Pearson 


and Hartley, 1956). 


European’ construct was 2:995. A score of 3 
is mid-way between the two extremes and in 
conjunction with a small sum of squares 
indicates that this construct is hardly being 
used at all. The general mean on this construct 
for the student nurses was 2-941 and for the 
school leavers was 2-711. This indicates a 
progressive shift in the view of illness away 
from the ‘Ganda’ end of the construct with 

increasing psychiatric sophistication. Similarly 
~ it can be seen from the general means on 
construct 6 that with increasing sophistication 
illnesses are seen as less likely to be ‘sent’. 
No consistent trend can be discerned from the 
gencral means on construct (8). 


DiscussioN 


This study has confirmed the impression 
formed by Orley from his field-work of the 
traditional constructs of illness used by 
the Ganda villagers. Townspeople, even at the 
stage of completing their secondary education, 
still use the constructs ‘Ganda—European’ 
and ‘comes by itself—sent' as a substantial 
part of their view of illness. However, by the 
end of a course of psychiatric nursing these 
traditional constructs have virtually been aban- 
doned. The results of the analyses show that 
the. nurses beginning the psychiatric course 
do not hold the same view of illness as the 
school leavers, but are intermediate between 
that group and the qualified nurses in the 
extent to which they utilize the traditional 
constructs. The most likely interpretation of 
this is that the small group of people who opt for 
psychiatric nursing are highly self-selected 
and are already less traditional in their atti- 


tude to illness than the rest of the population 
at an equivalent educational level. A similar 
result was obtained from a study by Jahoda 
(1968), who investigated traditional beliefs 
among students at the University of Ghana. 
He found that students taking social studies 
reported the least number of supernatural 
beliefs compared with those on other courses. 
The scores of the social studies students, how- 
ever, were as low at the beginning of the course 
as at the end. 1f the self-selection of people 
for such courses is not controlled for, as it has 
been in the present study, then the effect of 
medical education in changing traditional 
attitudes to illness may well appear disappoint- 
ingly small. 

Apart from the two traditional constructs, 
the groups also differed significantly in the 
amount they employed the construct 'safe— 
dangerous’. This was used most by the school 
leavers, hardly at all by the student nurses, 
and to a moderate degree by the qualified 
nurses, This pattern of use is difficult to interpret, 
as with hindsight it is evident that the con- 
struct ‘safe—dangerous’ may embody two 
quite different ideas; firstly that an illness 
may be dangerous to the patient in having a 
high mortality, and secondly that it may be 
dangerous to others in being contagious. 
The two ideas would need to be separated into 
different constructs in future studies. 

One of Orley’s main findings from his field- 
work was that the traditional constructs were 
inter-related, so that strong illnesses that were 
seen as Ganda were thought to be sent in a 
supernatural way. It can be seen from Table I 
that this association is also shown by the school 
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‘leavers, but that it no longer holds good for 
the student nurses. This is largely because 
they are using the Ganda— European construct 
in a different way from the school leavers. 
As madness is seen by the school leavers, and 
presumably by the villagers too, as a strong 
illness which is sent supernaturally and which 
is not susceptible to European methods of 
treatment, any psychiatrist attempting to intro- 
duce such methods into the community must 
be prepared to face these traditional attitudes. 


SUMMARY 

In an attempt to measure changes in attitude 
to illness amongst educated Ugandans, a 
Semantic Differential (Osgood) was prepared, 
using 11 diseases as elements and 8 constructs. 
The test was administered to three groups of 
Ugandans consisting of 19 qualified psychiatric 
nurses, 17 nurses just beginning the psychiatric 
training course, and 17 school leavers at the 
same educational level as the student nurses. 

Analysis of the grids derived from the test 
showed that the two traditional constructs, 
‘Ganda—European’ and ‘comes by itself— 
sent’, were used most by the school leavers 
and least by the qualified nurses. The student 
nurses were intermediate between the other 
two groups. 

The significance of these findings and their 
implication for the future development of 
psychiatric services is discussed. 
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APPENDIX 
Sample page of booklet. The English equivalents have been 
added 
EDDALU 
(madness) 
і. mpola I——1——1——1——1——1  bwangu 
(slow) (fast) 
2. kiganda  1——1r——1——1——1——1 kizungu 
(native) (European) 
3. Куа nnaku 1——1-——1——1——1-——-1 kya ssanyu 
(sad) (happy) 
4.amaanyi 1——1——1——1——-i——1  ennafu 
(strong) (weak) 
5. kibi I—1——I——1——-1——1  kirungi 
(bad) (good) 
6. bwa 1——1-——1——1—-1——1  bw'eddogo 
kyejjira 
(comes by (sent by 
itself) witchcraft) 
7.bugonvu 1——r— i——1——1—— 1  bukalubo 
(soft) (hard) 
8.mirembe 1——1——1——1——1——1 kabi 
(safe) (dangerous) 
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General Paresis in the Psychiatric Department of a General 
Hospital in India 


By A. VENKOBA RAO, P. S. RANGANATHAN and M. NATARAJAN 


Thirty-four first admissions between the years 
1964 and 1970 into the Department of Psychi- 
atry, Erskine Hospital, Madurai, South India, 
who were diagnosed as general paresis formed 
the material for this prospective study. Diagnosis 
was based on clinical and positive blood and 
СЕ serology, and on Lange’s paretic reaction 
in the CSF. 

Sex distribution. All but one of the patients were 
males. Twenty-nine were married; three single, 
one was widowed and another was separated 
from his wife. Among the forty cases of paresis 
reported by Varma (1952a) there was no female 
patient. Thus G.P.I. among women appears to 
be rare in India. Discussing the natural history 
of G.P.I. in Western Europe during the last 170 
years, Hare (1959) reports that, in every country, 
when the illness first started the sex distribution 
was almost even; it gradually narrowed down so 
that it became predominantly a male prero- 
gative. He has suggested that alteration of 
sexual behaviour consequent on the emancipa- 
tion of women influences the sex ratio. This 
hypothesis needs testing in the Indian popula- 
tion. - 

Age distribution. Twenty-four patients (70 per 
cent) were in the age range 30-50 years. This 
was also the case in an earlier series of 33 
patients reported by Venkoba Rao (1958). The 
ages mentioned refer to the age of onset of the 
paretic illness. This corresponds generally with 
the reports in the literature. 

Occupation. Thirteen patients were in agricul- 
ture and seven were unskilled labourers, with 
the remainder in a variety of occupations. A 
similar preponderence of unskilled occupations 
and labourers, including agricultural workers 
among patients with G.P.I. has been reported 
by other works also (Varma, 1952a; Venkoba 
Rao, 1958 and Dewhurst, 1969a). Only two of 


our patients were known to have had army 
service; Dewhurst (1969a) put the figure for 
such a history at 66 per cent in his series. 


Duration of the symptoms prior to psychiatric 
consultation and presenting symptom 
The duration of the symptoms before attend- 
ance at the psychiatric department varied from 
ten days to six years. The presenting symptoms 
were either psychiatric or neurological (Table I). 
a 


TABLE І 





Symptoms Patients 





Psychiatric 

Memory defect m e a3 21 

mnia »* 16 
Assaulting 15 
Wandering - y erc nb 
Destructive .. 2x s Va 5 
Persecutory ideas 4 
Suicidal attempts 3 
Extravagant spending 2 
Hallucinatory state .. 2 
Violent attack I 


Neurological 
Speech defect 
Convulsions .. А 
Urinary incontinence 
Paralysis 
Tremulousness 
Defect of vision 


= 


mH оо Ф 0 





Forms of psychiatric presentation 

It is usual to describe several forms of paretic 
psychosis. The Table II indicates the types of 
psychiatric syndrome in the present series: 

It has long been recognized that the grandiose 
forms of G.P.I. are not common. ‘All that is 
gradiose is not paretic’ (Venkoba Rao, 1958). In 
the earlier series of 33 cases (1958), only a third 
showed grandiose ideas. In Dewhurst's series 
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Tapte II 
Type of presentation No. of cases 
Dementing 19 
Grandiose 4 
Maniacal 3 
Schizophreniform 3 
Convulsive E I 
Congestive episodic ds I 
Others Р : 3 


(19692) 11 per cent were grandiose. Hare (1959), 
in his analysis of the epidemiological and 
historical aspects of G.P.I., found that the 
grandiose symptoms were common over 100 
years ago in Europe but its leading position was 
gradually taken over by the dementing type. 

An interesting feature of the present series is 
the total absence of the so-called depressed type, 
whereas this was the commonest type in a recent 
. report from England, forming 27 per cent 8f the 
series (Dewhurst, 19692). ‘A typically manic 
picture is relatively rare, but depression is more 
common’ (Slater and Roth, 1969). On the 
other hand, in his Indian clinical material, 
Varma (1952a) recognized only two varieties, 
namely, maniacal (57:5 per cent) and con- 
fusional (42-5 per cent). The present observa- 
tion is in conformity with the report of Venkoba 
Rao (1958), in which there were only two 
depressives amongst 33 paretics. The rarity of 
the depressed type in this part of the country 
fits in with the observation that depression, 
especially the endogenous type, is not common 
in a South Indian psychiatric population 
(Venkoba Rao, 1966, 1970; Mayer-Gross, Cross, 
Harrington and Srinivasan, 1958; Surya, Datta, 
Gopalakrishnan, Sundaram and Kutty, 1964). 
Depressive forms of puerperal psychosis are also 
uncommon in India (Venkoba Rao, unpublished 
observation; Bhattacharyya and Vyas, 1969). 
However, the reports from other parts of India, 
especially from Northern areas, indicate that 
depressive illness is fairly common in those parts 
(Sethi and Gupta, 1970; Teja and Narang, 
1970). One needs to know how common depres- 
sion is in other kinds of organic psychosis. 


Findings on examination 
These are shown in Table III, below: 
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Taste III è 
Observations Patients 
Neurological 
Speech defect, varying from mild 
slurring to c mutism .. 19 
. Tremors of tongue .. a i 14 
Fingers tremulous .. e; ee 14 
Convulsions .. s A HE 13 
Lips tremulous ae es us 7 
Hemiplegia . i ia 4 
Trombone tongue 3 
Aphasia 2 
Congestive episodes . 2 
Korsakov syndrome . . 2 
No neurological abnormality 5 
Ophthalmological 
Sluggish light reflex only .. - II 
Argyll Robertson pupils, bilateral .. 6 
unilateral I 
Апізосопа .. 5 
Constricted pupils 2 
Dilated pupils I 
Normal pupils 10 
‘Pale disce? .. 3 
Primary optic atrophy I 
Macular degeneration I 
Findings not available 2 
Normal discs. . 30 





Radiograms of the skull taken in all patients 
revealed no abnormality. EEGs were recorded 
in eighteen patients with abnormalities in four. 
In one instance the EEG revealed evidence of 
diffuse cerebral disease; in three there were 
theta and delta waves marked especially over 
the temporal regions. That electroencephalo- 
graphy does not help in the diagnosis of the 
disease has been amply borne out by the present 
study. Hill and Driver (1962) state that patients 
whose dementia is not associated with tumour, 
epileptiform fits or a rapidly advancing cerebral 
disease invariably show normal EEG patterns. 
Pneumo-encephalography was done in 5 cases; 
dilatation of the ventricular system resulting 
from cerebral atrophy was seen in 4 of them. 
While in one there was a marked generalized 
atrophy, in the others the atrophic changes 
were confined to the frontal lobes. Cerebral 
biopsy was carried out on 4 patients, and the 
tissue taken from the right frontal lobe was 
examined under dark ground and also with 
Levaditi staining; Treponema pallidum was seen 
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«in two instances. These observations on cerebral 
biopsy have been reported by us earlier 
(Venkoba Rao, Ranganathan and Natarajan, 


1969). 
TREATMENT AND FOLLOW-UP 


The method of treatment of neurosyphilis 
appears still in dispute, systemic penicillin alone 
being preferred in America, while fever with 
penicillin is employed in Europe. Dewhurst 
(1969b) has reviewed the literature on the 
subject, and in resistant cases recommends 15 
induced pyrexias, 15 mega-units of soluble 
penicillin, and 2 grams of oral probenecid with 
each fever session. : 

Anti-syphilitic treatment, the routine admini- 
stration of 12 mega-units of penicillin in oil, 
was given in only 27 cases. It could not be given 
in some others because they had been referred 
through the Magisterial procedure, and the 
period of observation needed for clinical 
examination and laboratory investigation before 
admission to Madras Mental Hospital could 
not be extended. In other cases the patients? 
families were unwilling, for domestic reasons, 
to allow their continued attendance at hospital. 
Adjuvant therapy with metals, corticosteroids 
or pyrexia was not employed. Re-treatment was 
given usually after six months when the patients 
reported for follow-up and repeated as often as 
possible, and consisted of benzathine penicillin 
2-4 mega-units given weekly for three weeks. 
This procedure was preferred since it mini- 
mized the need for admission to hospital. Six 
patients had the course repeated at the end of a 
year. The immediate clinical response to the 
anti-syphilitic therapy was uniformly good; in 
the majority of instances improvement was 
evident within three months. 

Only 15 of the 34 cases could be followed up. 
Several patients had changed their addresses; 
others were convicts who had been released from 
prison and could not be traced; and some of the 
patients who were transferred to the Mental 
Hospital in Madras were found to have been 
discharged and their addresses were not avail- 
able. Among the 15 cases that could be followed 
up the results were assessed as excellent or fair 
in at least eight and moderate in the rest. Four 
of the eight patients were effectively rehabili- 
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tated to their original occupation; the other four 
were able to return to work, although not of the 
earlier standard of responsibility. T'his compares 
well with Dewhurst's (19692) series of 91 neuro- 
syphilitic psychotics, of whom 48 per cent were 
discharged from mental hospitals. In Varma's 
(1952a) collection, 15 per cent were reckoned 
as ‘recovered’. The follow-up period in our 
series extended from 3 months to 48 months. 

Besides routine psychiatric and neurological 
examination, those 15 patients who were 
followed up were submitted for blood VDRL 
and CSF analysis, which included serology, 
biochemistry and Lange’s colloidal gold reaction 
test. There was an appreciable fall in the reactive 
titre of the serum in all the 15 cases. In no case 
could serum reversal to negativity be achieved. 
The spinal fluid showed a striking response to 
treatment in all 15 cases. Reduction in the cell 
count, fall in the protein levels and in the 
reactive titre of the serological test were noted. 
A serological reversal took place in three months 
in two cases, in six months in two cases, in one 
year in one patient and within three years in 
another three; in the others it was reactive in 
low titres. Among those for whom the results of 
Lange’s test were available, it was found that it 
became negative in three cases in about a year 
following treatment; in the other two it turned 
negative after three years. While Lange nega- 
tivity went with a good clinical response and 
rehabilitation in four patients, it was not so in 
one patient in the series. 

In one patient, examination of the left frontal 
lobe tissue after treatment failed to reveal 
Treponema, while the pre-treatment biopsy from 
the right side revealed them abundantly. It is 
interesting to recall the finding of Treponema 
pallidum by Bruetsch (1949) in the brain tissue 
in a patient after 10 mega-units of penicillin. 


Discussion 

The present study highlights certain features 
such as almost complete restriction to the male 
sex, and dementia as the commonest mode of 
this psycho-organic syndrome. The total absence 
of depressed forms is interesting. The authors 
have pointed out elsewhere (unpublished data, 
1967) that the symptomatology of general 
paresis can be arranged along a spectrum with 
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neurological and psychiatric termini. Pure 
neurological and psychiatric forms are not 
uncommon, as is shown in the present report; 
many cases, however, have mixed neuro- 
psychiatric symptoms. It thus becomes important 
to bear in mind a diagnosis of general paresis in 
both the so-called ‘pure’ neurological and ‘pure’ 
psychological syndromes. The study has also 
brought out that quite a few paretics can be 
rehabilitated following a complete treatment. 
In the present series such a result was probably 
possible because of the relative short period of 
suffering before treatment was begun. The 
enquiry also revealed that attainment of serum 
reversal need not and should not be the aim of 
therapy. Improvement in the cerebrospinal 
fluid picture appears to reflect the lessened 
activity of the neuro-syphilitic process. 


SUMMARY 


1. The communication deals with 34 first 
admission general paretics during the years 
1964-1970. 

2. There was only one female patient; 24 of 
the men were between 30 and 50 years, and 29 
were married and living with their spouses. 

3. While the dementing form occurred in 
nearly 50 per cent of the cases, the depressed 
form was never seen. 

4. Electroencephalography and pneumo- 
encephalography were not helpful in diagnosis. 
Cerebral biopsy demonstrated the Treponema 
pallidum in two cases. 

5. Follow-up was possible in 15 cases, and the 
period varied from 3 to 48 months. The patients 
were all found to be successfully rehabilitated. 
In none of these 15 cases did the serological 
picture in the blood become negative. The CSF 
became VDRL negative in 8 of these 15 cases. 
Among the patients who were followed up only 
one died, a month after the cerebral re-biopsy. 
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Studies in the Classification of Affective Disorders 


The Relationship between Anxiety States and Depressive Ilnesses—I 


By MARTIN ROTH, CLAIR GURNEY, К. F. GARSIDE and T. A. KERR 


INTRODUCTION 

Disorders in which anxiety or depression is the 
predominant feature constitute a large part of 
contemporary psychiatric practice. They are 
also being increasingly recognized as the under- 
lying causes of many conditions in general 
medicine and family practice for which, even 
after prolonged investigation, no physical basis 
can be discovered. 

Most enquiries into the classification of affect- 
ive disorders have been concerned with the 
relationship between ‘endogenous’ and ‘neuro- 
tic’ or ‘reactive’ forms of depression. The 
problems that arise in the classification of such 
disorders as anxiety and phobic states, anxiety 
hysteria, obsessive-compulsive states and the 
personality disorders in which emotional dis- 
turbances are prominent have received little 
attention. Yet in all these groups of disorders 
both anxiety and depression are present in a 
proportion of cases, Thus, in phobic disorders, 
obsessional states and neuroses with pro- 
minent hysterical symptoms, anxiety may be 
prominent in some stages of the illness or may 
be rendered overt under certain circumstances. 
Among these are interference with aversive or 
compulsive behaviour, or sudden termination 
of motivated conversion symptoms such as 
fugues or paralyses in the latter. Further, the 
suicidal attempts commonly made by indi- 
viduals with personality disorders are gene- 
rally occasioned by depressive mood swings, 
while anxiety neuroses may play some part in 
the initiation of alcoholic and other forms of 
addiction in a proportion of these subjects. 

Clinical differentiation between these groups 
of disorders is rendered difficult by the degree 
of overlap between them. And decisions as to 
whether a diagnosis of anxiety neurosis or 
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neurotic depression is applicable, or whether 
some other form of neurosis, personality dis- 
order, or more than one of these conditions is 
present, are based largely on criteria that are 
variable, subjective and unvalidated. Moreover, 
since there is no general agreement as to 
whether the different forms of depression are 
qualitatively apart or refer to different points 
along a single continuum, manic-depressive 
and other forms of depressive illness have to be 
included for consideration in any attempt to 
resolve the problems of classification in this area. 

These problems include the continuity or 
discontinuity between neurotic and endo- 
genous depressions; the relationship between the 
different ferms of neurotic disorders; the rela- 
üonship between the circumscribed neurotic 
symptoms or personality defects often observed 
in neurotic subjects before their illness, and the 
seeming parody of these limited disabilities 
presented by the clinical picture after break- 
down; and the extent of the overlap between 
anxiety neuroses and depressive disorders. 

The present paper, the first in a series of 
reports on the classification and course of 
affective disorders, will be mainly devoted to 
the relationship between anxiety neuroses and 
depressive illnesses; not only are these the two 
most common forms of affective disorder, but 
their classification has implications for a number 
of the other problems that have been raised in 
this section. 


The continuity of depressive states and anxiety neuroses 

A wide range of workers drawn from many 
schools of thought have (explicity or implicitly) 
upheld the view that anxiety states and de- 
pressive disorders merge insensibly with one 
another or belong to different parts of a single 


148 


continuum of affective disturbance. Mapother 
(1926) included anxiety neuroses, together with 
all forms of depression, within the manic- 
depressive group of disorders, and Lewis (1966) 
divides manic-depressive states into three sub- 
groups cach occurring in a major and a minor 
form; in the third group agitated depression 
is the major and anxiety neurosis the minor 
variant. Agitated depression corresponds to the 
concept of Angstpsychose originally described by 
Wernicke (1894), and anxiety neurosis to 
Angsineurose first described by Freud (1895). 

Classical descriptive psychiatrists have made 
frequent reference to the anxiety and agitation 
of depressed subjects. As Lewis (1970) pointed 
out in a recent historical review, Kraepelin 
(1887) differentiated Angsi, as an accompani- 
ment of melancholia, from <Aengstlichkeit in 
which there was a persistent sense of helplessness 
in the face of some threat. Kurt Schneider (1955) 
expressed the view that a patient in a depressive 
state discovers some of the primeval anxieties 
(Uréngste) of human existence. 

Psycho-analytic writers have tended to main- 
tain a broad distinction between states of 
anxiety and depression along the lines formu- 
lated by Freud, who, in the words of Bowlby, 
finally arrived at the view that ‘anxiety. . . is 
the reaction to the danger of loss of object, the 
pain of mourning a reaction to the actual loss of 
object’. This resembled in certain respects the 
earlier formulation of Darwin: ‘After the mind 
suffers from a paroxysm of grief and the cause 
still continues, we fall into a state of low spirits or 
are utterly dejected. Prolonged pain generally 
leads to the same state of mind. If we expect to 
suffer we are anxious, if we have no hope of 
relief we despair’. However, Darwin also 
referred to ‘frantic grief? in the early stages of 
bereavement, and in the pining that charac- 
terizes the initial stages of mourning (Bowlby, 
1961) separation anxiety has been described as a 
prominent feature (Parkes, 1969). Other psycho- 
analytic writers have referred to special qualita- 
tive features of the anxiety associated with 
depression which has been described as a state 
of paralytic helplessness and inability to escape 
danger, in contrast to neurotic anxiety which 
reflects the ego’s drive to surmount. and survive 
the threat (Kolb, 1965). . 


STUDIES IN THE CLASSIFICATION ОЕ AFFECTIVE DISORDERS-——I 


In Slater’s (1943) theory of the neurotic’ 
constitution, the disposition to neurosis is 
conceived, as due to a number of distinct attri- 
butes each of them subject to normal variation. 
The differences between normal and neurotic 
subjects are regarded as quantitative in charac- 
ter, and the varying forms of neurosis are 
conceived as merging insensibly with one 
another. The apparent divergence in the clinical 
features of anxious, obsessional, depressed and 
other subjects are quantitative in origin. They 
are all due to extreme deviation from the mean 
along the continuous dimensions that determine 
variation in personality traits. But as the likeli- 
hood of breakdown in the face of stress is 
enhanced when predisposition to more than 
one type of neurotic reaction is present in an 
individual, the theory would lead one to expect 
a substantial measure of overlap between these, 
the commonest forms of neurotic illness. 
Eysenck’s (1952) dimensional concept of the 
normal and neurotic personality entails a simi- 
larly close relationship between anxiety and de- 
pression in both their normal and abnormal 
forms. The combination of introversion and 
marked neuroticism produces the dysthymic 
individual who is predisposed to anxiety, 
phobias, obsessions and reactive depression 
alike. 

Thus most of the workers in this field, whether 
Kraepelinian, psycho-analytic, Meyerian or 
genetical-interactional in their approach to- 
wards the classification of affective disorder, 
have conceived of anxiety and depression as 
closely related and interlocked forms of emo- 
tional response in respect both of normal and 
pathological reaction. Although the problems 
in this field can be clarified by theoretical 
models and concepts, they can be resolved 
only with the aid of observations on patients 
with affective disorder aimed at testing hypo- 
theses with methods as rigorous as the situation 
permits. 


Aims of the study 

The present study, which is prospective in 
design, forms a clinical and prognostic investiga- 
tion into certain problems of classification in the 
field of the affective disorders. (This term is 
used here to include all disorders in which a 
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*mood change of anxiety or depression is the 
primary and predominant feature.) Patients 
included in the study were allocated on the 
basis of the main mood change to the categories 
of anxiety state or depressive illness, or were 
placed in a ‘doubtful’ group. 

The extent to which the criterion of the main 
mood change reflects a true distinction within 
the affective population is examined by com- 
paring the disorders in respect of a wide range 
of biographical and personality items as well as 
clinical features. If the differentiation made in 
this way corresponded to a true line of demarca- 
tion between the underlying disorders, the two 
groups would be expected to show broad differ- 
ences in their clinical profiles. 

Two hypotheses were also tested: 

(1) that within the groups of affective dis- 
orders, there are two distinct syndromes, not 
positively correlated with each other, corre- 
sponding to anxiety and depression respectively. 

(2) that there are two distinct groups of 
patients, corresponding to the syndromes of 
anxiety and depression, and that patient groups 
clinically defined as anxiety states and de- 
pressive illnesses will correspond closely to 
these groups. 

METHOD 

The investigations were carried out on a series of 
154 patients with affective disorders admitted to 
psychiatric hospitals in the City of Newcastle upon 
Tyne during 1963-5. However, at the time of the 
analysis information was incomplete in 9 cases, and 
the paper is therefore concerned with the remaining 
145. Of these patients, 79 had been admitted to two 
general hospital psychiatric units and 66 to a mental 
hospital. Because of the practical difficulties entailed 
in screening three hospitals this could not be a 
consecutive group. To ensure that the patients were 
randomly selected the procedure was adopted that 
when it was not possible to interview all patients 
within a week of admission those admitted most 
recently were seen. 

The sample маз’ derived from patients who were 
described by the clinicians admitting them to 
hospital as suffering from an ‘anxiety state’ or a 
‘depressive illness’. In cases in whom no diagnosis 
was recorded at the time of admission, the case-notes 
were examined, and if the findings recorded suggested 
that the patient might qualify for admission to the 
study he was interviewed to determine whether he 
was suitable for inclusion. 
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Patients were admitted to the survey if it was 
judged on clinical grounds that they were suffering 
from a primary mood disorder of anxiety and/or 
depression which was not secondary to other dis- 
orders such as an obsessional state or schizophrenia. 

Seven patients were excluded following interview. 
The diagnosis made in these cases was: obsessive- 
compulsive neurosis (1), hysterical conversion state 
(2), hypochondriacal neurosis (1), early schizo- 
phrenia (1), temporal lobe tumour (1), and anxiety 
in the setting of early cerebrovascular disease (1). 

The age and sex distribution of the sample is 
shown in Table I. 











'TABLE I 
Age and sex disiribution 
Age on admission Male Female Total 
15-24. T - 4 7 II 
25-34. s 100 27 37 
35-44 гє ES 9 19 28 
45-54 22 13 85 
55 and over .. 2I 13 34 
Total 66 79 145 


A consistent procedure was used in interviewing 
patients and the information elicited was recorded on 
a standard item sheet. The items had been selected 
after a pilot investigation and included the whole 
range of symptomatology found in depressive ill- 
nesses and anxiety states. For depressive illnesses, 
the features are those that figure in the standard 
clinical descriptions of these disorders; for anxiety 
states the usual items were included, but in selecting 
items, account was also taken of previous observations 
in this Department on the phenomenology of these 
disorders (Roth, 1959; Roth et al, 1965). Items 
relating to family history, childhood, medical history, 
sexual, occupational and social adjustment and pre- 
morbid personality were also included. The responsi- 
bility for judging the presence or absence of any 
item was left to the investigator. In other words, the 
structured interview was essentially clinical in 
character. 

A reliability study was carried out on 29 patients, 
rated by two observers at a joint interview using the 
standard item sheets, The reliability of assessment 
of each item subsequently utilized in the multivariate 
analyses of the data was calculated by the usual 
means. The lowest reliability coefficient was -|-o*86. 
This indicated that in the patient population under 
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At an early stage of the investigation the Maudsley 
Personality Inventory was added, and results are 
available for the 129 patients who completed the test. 

The information on item sheets was supplemented 
by a detailed descriptive account of the illness, a 
history of the patient’s previous development, and a 
description of the premorbid personality. After the 
data had been recorded at interview the case-notes 
were examined, and in a minority of cases a note was 
taken of any significant information provided by 
laboratory tests or clinical investigations. After the 
patient’s discharge, the case-notes were re-examined 
to obtain information about the treatment which had 
been given and also the patient’s condition on 
discharge. 

After the clinical examinations had been com- 
pleted, each patient was placed into one of three 
diagnostic categories on the basis of the following 
criteria: 

(1) Anxiety states (68 patients). Patients were 
allocated to this group when, in terms of the initial 
complaints at the onset of the illness, of the course 
of the illness prior to examination and of the findings 
at interview, the following features were judged to 
have predominated in the mood change: exaggera- 
ted and fearful anticipation of events; severc feclings 
of tension, with inability to relax; frequent somatic 
manifestations of anxiety, such as sweating, tremu- 
lousness, palpitations, headache, breathlessness, fre- 
quency of micturition and looseness of bowels—in the 
absence of adequate stress. 

(2) Depressive illnesses (62 patients). Patients were 
allocated to this group when, in terms of the initial 
complaints at the onset of the illness, of the course 

_of the illness prior to examination and of the findings 

at interview, the following features were judged to 
have predominated in the mood change; loss of zest, 
energy, drive and enthusiasm; feelings of gloom, 
sadness and pessimism; feelings of inadequacy and 
self reproach. 

(3) Doubtful cases (15 patients). Where the main 
mood change was indeterminate, patients were 
allocated to a ‘doubtful’ group. 


RESULTS 
(х) In the first part of this section the patients 
with anxiety states and depressive illnesses are 
systematically compared in respect of a wide 
range of clinical, early life and personality 
features. 


Clinical features 
When the incidence of symptoms in the two 
groups was examined, the overlap in respect of 
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affective disturbance was large (Table II): 
However, while severe episodic depressed mood 
was recorded in the majority of the anxiety 
group, severe persistent depression was signi- 
ficantly more common among the depressed 
group. Similarly, while severe episodic tension 
was commonly found in the depressed patients, 
severe persistent tension was significantly more 
frequent among the anxious patients. 


TABLE II 
Affective disturbance 





Anxiety Depressive 





state illness 
(68) (62) 
о, о 
о о 
Severe depression: persistent 2I 65*** 
episodic б5*** 35 
Severe tension: persistent gi* 16 
episodic 69 72 


* == difference significant at 0-05 level. 
** =x difference significant at 0-01 level. 
*** ы difference significant at о-оо: level. 

(x? with Yates’ correction). 


When the distribution of symptoms com- 
monly associated with depressive illness was 
examined, it was found that a number of them 
were also recorded in appreciable numbers in 
the anxiety states (Table III). Moreover, while 
the groups differed significantly in respect of the 
majority of the depressive features studied, 
pessimistic outlook, ideas of guilt and agitation 
failed to differentiate between them. However, 
diurnal variation of mood, early morning 
waking and retardation were relatively specific 
for depressive illness. 

There was a similar overlap between the 
groups in respect of a number of features 
generally regarded as related to anxiety states, 
although the majority of items were present to a 
significantly greater extent in the anxiety group 
(Table IV). While panic attacks, attacks of 
unconsciousness, severe agoraphobic symptoms, 
marked depersonalization, derealization and 
perceptual distortions were largely confined to 
the anxiety group, symptoms of generalized 
anxiety, and also ‘dizzy’ attacks and mild 
agoraphobic symptoms, were commonly found 
in the depressed patients. 
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* ТАВІЕ ПІ 
Symptoms 
Anxiety Depressive 
state illness 
(68) (62) 
76 76 
Depression worse a.m. Ії 8*** 
Depression reactive to o change 74%** 41 
Early waking 15 65 
Suicide: acts .. 17 37** 
ideas 94 35 
Retardation : ne 5 4B*** 
Delusions .. СЯ 5 17* 
Episodes of hypomania " о 6 
Pessimistic outlook .. = 87 92 
Ideas of guilt. . s v 37 52 
Agitation — .. E - 21 28 
'ТАвгк IV 
Symptoms 





state 83 
(68) (62) 
% % 
Panic attacks = E 86*** 17 
Loss of confidence .. Я go* 77 
Increased vasomotor responses 74*** 23 
Emotional lability Вбжжж 52 
Intolerance to noise .. ae 68 51 
Irritability .. хе: i go 81 
Initial insomnia EE vs 72 57 
Restless sleep Н vs 50 37 
Poor concentration .. P 80 91 
Dizzy attacks e 68** 40 
Attacks of unconsciousness .. 22** 3 
Agoraphobias: marked 41*** 2 
mild Е 6 26 
Depersonalization : marked . . 36*** 4 
mild II 17 
Derealization Я 36*** 0 
Perceptual distortions А 42999 8 
Déjà vu and/or entendu  .. 29** 5 
Idea of a presence : 30* її 
Hypnagogic phenomena 43** 17 
Heredity 


The findings in relation to heredity were 
based upon information obtained from patients, 
frequently checked with and supplemented by 
information obtained from close relatives. 
Neurotic illness in parents and personality 
disorder in parents and siblings were recorded 
significantly more often among the anxiety 
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states (Table V), but there were no significant 
differences in the incidence of affective psy- 
choses, :schizophrenia, epilepsy or dementia 
among the first degree relatives. However, there 
was an excess of ‘undecided? illness recorded in 
the depressive cases. 


TABLE V 
Psychiatric illness in first degree relatives 


Anxiety Depressive 





state illness 
(68) (62) 
76 76 
Parents: Neurotic illness .. 20* 5 
Personality disorder 68*** 28 
Siblings: Neurotic illness .. 17 9 
Personality disorder 32* 14 
Childhood 


When the family circumstances during the 
patient’s childhood were examined, it was seen 
that the anxiety cases reported parental dis- 
harmony and a poor relationship with parents 
more often than the depressive cases (Table VI). 
In addition, the anxious cases scored significantly 
more highly for poor school adjustment and for 
the presence of a number of neurotic traits 
during childhood. 





Taste VI 
Childhood difficulties 
Anxiety Depressive 

state illness 

(68) (62) 
% % 
Financial difficulties s 27 21 
Parental disharmony о*** 5 
Poor relationship with parent(s) 41* 22 
Parental deprivation 21 23 
Overprotection in s 27 16 
Neurotic traits: pu e 4o*** 13 
few . ЕР 44 46 
Phobias . ni 50 36 
Poor school adjustment 33* 14 





Work record, soctal, marital and sexual adjustment 
No significant differences emerged between 

the groups in terms of unstable work record, 

social class, marital status and marital dishar- 


152 


mony. However, there was a more clear 
difference between them in respect of sexual 
adjustment. The premorbid incidence of frigi- 
ау was significantly higher (p < 0:01) among 
the female anxiety states (39 per cent) than 
among the depressive cases (8 per cent). 


Premorbid personality 

The patients with anxiety states reported 
social anxiety and maladjustment significantly 
more often than the depressive cases (Table 
VII). Thus, they more often described them- 
selves as poor mixers and as being more easily 
hurt by trivial remarks or criticisms. They also 
reported suffering more commonly from some 
measure of anxiety under the stresses of every- 
day life. However, solitariness and anxiety with 








Taste VII 
Personality features 
Anxiety Depressive 
state illness 
(68) (6а) 
76 А 
Poor mixer $5 46** 17 
Shy: self conscious .. 56* 35 
Hypersensitive 2 g2** 9 
решт in relaxing gi** 8 
Worries easily e 81% бо 
Anticipatory anxiety 59** go 
Marked somatic anxiety 27** 9 
Lack of confidence .. 6r¥** 23 
Dependence on relatives 71*** gI 
Dependence on familiar en- 
vironment т 24* 7 
Immaturity . 53*** 19 
Hysterical traits 49** 17 
Anergic traits 41* 20 
Reactive mood swings 55** 24. 


responsibility failed to differentiate between the 
groups. Personality traits of dependence and 
immaturity were recorded significantly more 
often in the anxious group, and they also scored 
more highly for the presence of hysterical and 
anergic traits. The patients in the anxious group 
admitted more often to frequent depressive 
swings, particularly of a reactive kind. There 
were no significant differences between the 
groups in respect of obsessional traits (high 
standards, rigid rules, preoccupation with 
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cleanliness, poor adaptability, frequent check- 
ing, cautiousness, thrift, indecisiveness) other 
than health consciousness which occurred more 
commonly in the anxiety cases. 

An overall clinical assessment of personality 
revealed a significantly larger number of patients 
with prominent neurotic traits (p < 0-001), 
particularly of an anxious type, in the anxiety 
group (44 per cent) than in the depressive 
group (8 per cent). In other words, the de- 
pressed patients tended to be more stable, 
mature and independent. Moreover, the anxiety 
cases scored significantly higher for neuroticism 
(t = 3°72, p < о-оо) and lower for extra- 
version (t == 1:86, p < 0-1) on the Maudsley 
Personality Inventory. 


Onset of the illness 

The age at onset of illness among the anxiety 
states was lower to a highly significant extent. 
In addition, the duration of illness was signi- 
ficantly shorter among the depressive cases 
(Table VIII). 








Taare VIII 
Age of onset and duration of illness 
Anxiety Depressive 
state illness 
(68) (62) 
% % 
Age at onset of illness: 
15-24 24 10 
25-34 ***37 13 
35-44 .. on js 29 15 
45-54 .. 22 2s 9 19 
55-64 .. s i I 29 
65andover  .. PH о 15 
Duration of illness: 
Under r year .. M 17 45*** 
1—2 years ia 24 31 go 
2-5 years - 29 2r 
5 years and over ET 23 4 


So far as precipitating stresses were concerned, 
only those impressively related to the onset of 
illness were recorded (Table IX). The only 
single stress which was differently recorded to a 
significant extent between the groups was that 
of a syncopal attack. However, when the number 
of individuals threatened with some danger to 
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» the unity or security of the family was added to 
the number bereaved, the excess of such 
stresses among the anxiety states became highly 
significant (p < o-or). Finally, a significantly 

' higher number of subjects with anxiety states 
reported both more severe and more numerous 
stresses in association with the onset of illness. 


Tase IX 
Stress associated with onset of illness 
Anxiety Depressive 
state illness 
(68) (62) 
% 76 
Severe acute illness or injury 4 6 
Severe chronic illness aie 7 
Minor illness or injury £a її 7 
Operation .. aa T 15 7 
Syncopal attack rr* o 
Bereavement i кз 28 19 
Threat to family .. 5 15 12 
Severe illness (relatives) .. 15 5 
Change of home .. РЕ 6 7 
Work .. m sa n 20 8 
Financial worries .. ES 3 3 
No stress ae xis ee 3 27*** 


(2) A principal components analysis was carried 
out on 58 items obtained from each of the total 
patent group in order to study the inter- 
relationships of the items to one another. A 
proportion of the items were compressed versions 
of a number of features derived from the original 
record sheet, and incorporated data about pre- 
morbid history and personality as well as about 
the current illness. (For definitions see 
Appendix). 

The first component accounted for 14 per 
cent of the variance. The loadings of the items 
along this component (and the second com- 
ponent) are shown in Table X, and their 








Taste X 
Item loadings on components I and П 
Com- Com- 
Variance ponent i ponent2 
44% 59% 
Family history of psychiatric ill- 
ness (2) . -Fo:286 —0:125 
Poor relationship with parent(s) @) +-0:336 —o-208 
Parental deprivation (2) .. -0'128  -Fo:289 
Over protection (2) +0°292  —0-225 


Variance 


Neurotic traits: childhood (3) 

Phobias: childhood (3) 

Poor school adjustment (2) 

Unstable work record (2) 

Marital disharmony (2) .. 25 

Domestic difficulties (2) . 24 

Poor social adjustment @) is 

Sensitivity (2) — .. i Е 

Anxiety traits (3) . 2% Vs 

Instability of mood (а) Е "T 

Immaturity (2) . 5 

Dependence (2) 

Obsessional traits (3) 

Psychopathic traits (3) 

Hysterical traits (3) 

Anergic traits (2) .. Р 

Personality disorder (3). 

Previous breakdown (3) . 

Sudden onset (2) .. 

Age of onset (5) 

Duration (4) Us ee 

Psychological stress (8) 25 ss 

Physical stress Gh vi e 

"Tension (3) 25 T 

Panic attacks (8). 

Situational phobias (agoraphobia 
(3) 

Other phobias (3) 

Depersonalization (3) 

Derealization (3) .. 

Anxiety symptoms (3) 

‘Dizzy’ attacks (2) 

Temporal lobe features (3) 

Attacks of unconsciousness (3) 

Depressed mood: severity (3) 

Persistent depression (2) .. 

Reactivity of depression (2) 

Depression worse a.m. (2) 

Loss of interest: energy (а) 

Affective loss (2) . i 

Early waking (2) . 

Suicidal tendencies (3) T 

Hypochondriacal ideas (3) 

Agitation (2) uci 

Retardation (2) 

Delusions (2) "S 

Episodes of hypomania (2) 

Hysterical symptoms (3) .. 

Obsessional symptoms o 

Aggressive outbursts (3) . 

Alcoholism (2)  .. 

Current physical illness (3) 

Male sex (2) : T 

Neuroticism (MPI) (6) 

IAntroversion (MPI) (6) . 


(Numbers in brackets refer to points on scale.) 


Com- 
ponent I 
14 476 
30:520 
T0472 
0:341 
+0:073 
+0'338 
—0'072 
+0: 262 
+0° 349 
T0551 
+0°440 
+0° 549 
++0'517 
+0'115 
+0: 169 
+o: 468 
+0:346 
+0:630 
+0.179 
+0°192 
+о:661 
—0'457 
+0:283 
—0:028 
T0155 
+o: 596 


+0596 
+о:403 
+0461 
+0: 518 
+0413 
+o: 460 
+0°644 


~~ Oe 
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distribution in relation to the first two com- 
ponents is shown in Fig. 1. 

The nature of the first component becomes 
clear when the features found above and below 


Age of I 
onset (young) 
Ф Personality disorder we 
; Anxiety 
ө immaturity traits Neuroti 


e DependencÉ traits in 


childhoo 
Instability 


of mo Neuroticism a 
Anergic Anxiety (МР1) phobias 


traits Sensitivity SYIPtoms 





Hysterical Phobias in 
Haie childhood  Obsassional 


the horizontal line are compared. Among the. 
symptoms, those related to depression are 
largely below the line. These include early 
waking, retardation, persistent depression, short 


e Temporal lobe symptoms 
Panic 
' attacks € Agoraphobias 


Dereaitzation Depersonalization 


| ө esymptoms 
Hysterical Dizzy attacks 


@symptoms Reactivity of 
yo 
@ Attacks of © deoressed mood 


unconsciousn 





Introversion 
Poor school 8 atone Pork t (MPI) 
adjustment ith parents Family 
wi A 
Overprotectign Ф history of e eMe 
j Aggressive psychiatric 
Poor social outbursts пеѕѕ 
adjustment 
Previous Hypochondriacal 
@Psychopathic breakdown ideas € e Tensi 
traits Obasina] e Parental gSudden 
traits deprivation onset 
Unstable 4 
9 work record ades i 
e Alcoholism 
Physical 
stress 
Domestic 
difficulties A ration 
Suicidal Нуротапіс 
tendencies pisodes 
Depressed 
e Current 1 
mood S physical © Delusions 
Loss of illness 
interest 
and energy 
@ Male SeX Depressions 
worse AM 
e Duration [short) 
© Persistent Retardation 
depression 
9 Early waking 


Fro. 1.—Plot of 58 items on the first two principal components. 
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«duration of illness, depression worse in the 
morning, and delusions. The symptoms above 
the line are those associated with anxiety, and 
include temporal lobe features, panic attacks, 
agoraphobia, unreality feelings, dizzy attacks, 
hysterical symptoms, obsessional symptoms, 
attacks of unconsciousness, other phobias, 
reactivity of depression, and marked tension. 

It can be seen that most of the maladaptive 
and neurotic premorbid personality traits 
(‘anxiety traits’, ‘dependence’, ‘neurotic traits in 
childhood’, ‘instability of mood’) are in the 
upper half of the figure, in association with 
anxiety symptoms rather than with depressive 
symptoms. Moreover, it is of interest that the 
scores on the M.P.I. showed a polarization of 
neuroticism versus stability corresponding to the 
‘anxiety—depression’ polarity. 

The high loadings on Component 1 of ‘young 
age at onset’ raised the possibility that age 
might have distorted the pattern in terms of 
recall of childhood difficulties and adolescent 
neurotic traits. The population was therefore 
divided into those under and those over 40 
years ofage. Theanalysis wasrepeated on thelatter 
group and a closely similar association between 
anxiety symptoms and neurotic traits emerged. 

Similarly, the high loading on Component 1 
of ‘male sex’ suggested that the association of 
neurotic traits with anxiety symptoms might 
merely reflect personality differences between 
the sexes. However, when the data from the 
women were analysed separately the neurotic 
personality traits again emerged in closer 
association with the anxiety symptoms than 
with the depressive symptoms. 

Two further principal components analyses 
were then performed on the positive (anxiety) 
and negative (depressive) items of the bipolar 
component, separately. The general component 
obtained from the analysis of the anxiety 
features alone accounted for 16:7 per cent of 
the variance, and that from the depressive 
analysis for 19:0 per cent of the variance. The 
patients’ scores along the anxiety and depressive 
components were then calculated, and the two 
sets of scores were found to be negatively corre- 
lated (r = —o: 52), suggesting that the presence 
of one of the syndromes lessens the chances that 
the other is present. 
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The principal components analysis was also 
used to examine the distributions of the patients’ 
scores along Component 1. These scores were 
calculated by summating the weighted item 
scores for each component for every patient, and 
their distribution along Component 1 is shown in 
Fig. 2. No clear line of demarcation emerges 
until the original diagnostic labels are added; 
it ig then seen that the majority of cases in the 
two diagnostic groups occupy different parts of 
the distribution, while most of the doubtful 
subjects fall in the middle (Fig. 3). The differ- 
ence between the means of the two groups 
proved to be highly significant (F > 100). 
In a test of the degree of association between the 
initial diagnosis of anxiety state and depressive 


No. of patients 









Fic. 2.—Distribution of patient scores along Component I. 


В Anxiety state 
Depressive 
state 


Doubtful 


No. of patients 


Fic. 3.— Distribution of patient scores along Component I 
with initial clinical diagnoses rc-applied. 
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illness and the two halves of the distribution 
separated at their mean, Kappa proved to be 
63 which is very highly significant statistically. 


Disaussion 


While a great deal of effort has been invested 
in an attempt to separate the different forms of 
depressive illness, the relationship between 
anxiety state and depressive illness has received 
little attention although it is a subject of con- 
siderable theoretical and practical importance. 
Moreover, on the basis of studies that have been 
undertaken, some authors have concluded that 
there is a clear line of demarcation between the 
two groups of disorders while others have 
advanced unitary views. 


Limitations of method 

In the present inquiry the principal method 
of investigation employed was а: structured 
clinical interview covering a wide range of 
clinical features associated with anxiety and 
depression, and also items relating to family 
history and background, early development, 
subsequent adjustment and premorbid per- 
sonality which might be relevant to the forma- 
tion of the clinical profiles seen. The use of this 
approach rather than a questionnaire or rigidly 
standardized interview was felt to be justified 
by its proven usefulness in inquiries into classifi- 
cation and diagnosis, and the demonstration that 
it could achieve a satisfactory degree of inter- 
observer reliability (Rutter and Brown, 1966; 
Wing et al., 1967). A similar level of inter-rater 
reliability was attained in the present investiga- 
tion. The Maudsley Personality Inventory was 
chosen for the psychological assessment of 
personality because it is a brief, widely used and 
well standardized test of neuroticism and 
extraversion. 

In this paper the clinical material has been 
examined only in terms of the two broad 
categories of anxiety state and depressive illness. 
Further work, relating to possible sub-divisions 
within each of these two groups has been 
carried out, and will be reported later. 

The allocation of patients to the diagnostic 
categories of anxiety state or depressive illness 
on the basis of the predominant affective 
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change calls for further comment. The first, 
point concerns the relatively high proportion of 
patients diagnosed as anxiety states. This 
seems to reflect in part the emphasis laid in this 
study on reaching the diagnosis by taking into 
account the nature of the initial affective change 
and predominant mood during the course of the 
illness, as well as the mental state at interview. 
The second and more important point concerns 
the extent to which this arbitrary and subjective 
criterion, the predominant mood change, re- 
flects a true criterion of demarcation which 
corresponds to the actual structure of the under- 
lying disorders. This aspect has been examined 
by determining whether features not explicitly 
involved in the diagnostic process differentiated 
between the groups. 


Similarities and differences 

On comparing the symptomatology of the 
two groups, both marked differences and areas of 
overlap were found. Thus, severe and persistent 
tension, panic attacks, marked agoraphobias, 
depersonalization, derealization, temporal lobe 
features, attacks of unconsciousness and a 
colouring of both hysterical and obsessional 
features were significantly more common among 
the anxiety states, while severe and persistent 
depression, lack of responsiveness, diurnal varia- 
tion of mood, early waking, suicidal tendencies, 
retardation and delusions were more common 
among the depressive illnesses. However, epi- 
sodic depression and tension, irritability, mild 
agoraphobic anxiety, agitation and ideas of 
guilt did not, in isolation, discriminate between 
the groups. Moreover, panic attacks, usually 
regarded as specific for anxiety, were found in 
a minority of depressives, while diurnal variation 
and early waking, often considered to be peculiar 
to depressive illness, were found in a proportion 
of anxiety cases. 

It is possible that, in addition to the pre- 
dominant mood disturbance, associated features 
may have implicitly influenced the diagnosis. 
But there were unexpected differences and 
similarities in the symptom profiles. Moreover, 
the groups differed in respect of many bio- 
graphical and personality items that were not 
taken into account in, or known to have any 
clear relationship to, diagnosis. Thus, the 
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anxiety group were found to have a higher 
incidence of a family history of neurosis or 
personality disorder, a poor relationship with 
the parents, and neurotic childhood traits. 
These patients had also fared worse at school, 
achieved a poorer social adjustment, and shown 
more personality traits of anxiety, immaturity, 
dependence, anergia and hysterical features. 
They had also experienced more frequent and 
severe psychological and physical stress before 
their illness, the onset was more abrupt, and the 
first breakdown had occurred at a significantly 
earlier age. 

It had not been anticipated that these 
historical features would differentiate between 
the categories in any particular way. Neverthe- 
less, the possible influence of bias in the rating, 
which was undertaken by a single investigator, 
cannot be wholly excluded. In order to test the 
validity of the present findings, it would there- 
fore be desirable that premorbid and clinical 
features be rated independently by two observers 
working in another centre. 

The utilization of historical data elicited from 
patients has obvious pitfalls. T'he use of matched 
control groups surmounts some of the difficulties 
in interpretation, but entails the assumption that 
any retrospective distortion which may be 
present is similar in different clinical groups. 
Such assumptions would be validated only by 
independent evidence from observations made 
in earlier life and prospective studies. Yet, while 
it might be supposed that the relative reliability 
of the historical data would be lower, this did 
not prove to be the case in this study; and, as 
has been reported elsewhere, the reliabilities of 
the historical features and the illness features 
were comparable (Kerr et al., 1972). Although 
doubts might be entertained about the real 
existence of such differences in respect of past 
history, or about their origin, they are useful 
for purposes of classification and diagnosis. 

The inference which may be drawn from these 
observations is that the patients with anxiety 
states formed a constitutionally more unstable 
group than those with depressive illnesses. This 
conclusion was also supported by the psycho- 
metric findings. The anxiety states proved to 
have significantly higher neuroticism scores and 
lower extraversion scores than the depressives, 
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and, while neuroticism scores are known to be 
influenced by prevailing illness (Coppen and 
Metcalfe, 1965; Ingham, 1966; Kendell and 
DiScipio, 1968), the differences between the 
groups were still present when the patients 
were re-tested four years later (Kerr et al., 1970). 

The findings therefore suggest that, with the 
aid of a wide range of items drawn from an 
adequate span of early life, together with 
developmental and clinical features, a satis- 
factory degree of separation between anxiety 
states and depressive illnesses can be achieved. 


Syndromes depicted by principal components analysis 

The first bipolar component which separated 
features associated with anxiety from those as- 
sociated with depression, resembled Hamilton’s 
agitated versus retarded factor (Hamilton, 1967). 
Findings of a similar nature were found 
by Hordern et al. (1965), who extracted a 
separate anxiety-agitation factor in their study 
of depressed patients. Moreover, a high negative 
loading for anxiety was shown on the bipolar 
factor of Carney et al. (1965), and Fahy identified 
a similar factor (Fahy, 1969). The results of 
factor-analytic studies of depressive patients 
yield findings similar to those of the present 
inquiry in another respect. Maladaptive and 
neurotic traits were frequently found to be 
concentrated at the opposite pole to the endo- 
genous depressive symptom cluster. This was 
true of the bipolar factor of Kiloh and Garside 
(1963), the fourth order bipolar factor of 
Kendell (1968), and the endogenous neurotic 
factor identified by Kay et al. (1969). The 
finding of Carney et al. (1965) that a relatively 
stable personality was associated with endo- 
genous depressive symptoms on their first 
bipolar factor reflects the same phenomenon. 

As the studies listed above were confined to 
depressive illness, the comparison between them 
and the present investipation may not seem 
appropriate. However, depressive symptoma- 
tology was so frequently recorded among 
patients diagnosed as anxiety states in this study 
that, unless specific criteria for the exclusion of 
these disorders are applied, they are liable to be 
represented in ariy clinical material of depression. 

The emergence of the first bipolar (anxiety 
versus depression) component confirms the 
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hypothesis that within the affective population 
studied there are two distinct syndromes corre- 
sponding to anxiety and depression. And the 
view that syndromes of anxiety and depression 
are inseparable from one another is refuted by 
the negative correlation between the patients’ 
scores along the general components obtained 
from the principal components analyses carried 
out on the anxiety and depressive features 
separately. This finding suggests that in a 
patient regarded as suffering from an affective 
disorder, the presence of an anxiety syndrome 
diminishes the likelihood that there is also a 
depressive syndrome, and vice versa. This does 
not conflict with the findings in this and other 
studies of tsolated depressive symptoms in patients 
with anxiety syndromes and anxiety symptoms 
in patients with depressive syndromes, 


Bearing of findings on the presence of distinct patient 
groups 

While the findings from the first principal 
components analysis established the presence of 
distinct syndromes of anxiety and depression 
within the affective disorders, the hypothesis 
that there are two separate patient groups 
corresponding to these syndromes was not 
confirmed. As the distribution of the patients’ 
scores along the anxiety-depression component 
did not depart significantly from normality, the 
hypothesis must remain equivocal at this stage. 
However, when the diagnostic label was re- 
applied to each patient, a highly significant 
difference was found between the mean scores of 
the anxious and depressed patients. Moreover, 
there was a high degree of association between 
the initial diagnosis and the two halves of the 
distribution separated at their mean. This 
justifies the use of the initial diagnostic labels in 
further attempts to maximize separation of the 
two groups. The application of discriminant 
function analysis to this problem is described in 
a later paper (Gurney et al., 1972). Some of the 
findings in both papers have already been 
reported in summary form (Gurney et al., 1970). 

There is an inevitable limitation in the argu- 
ments that seek to validate the existence of 
hypothetical syndromes with the aid of cross- 
sectional data. In addition, the exercise is open 
to criticism on the grounds that halo effects 
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may have contributed to the differences found. , 
In order to seek external validation for the 
differentiation between anxiety states and de- 
pressive illnesses suggested by the present 
findings, the independent criterion of course 
and outcome has been employed. Examination 
of the prognostic validity of the categories has 
been undertaken in an independent follow-up 
investigation carried out on the same group of 
patients, and the findings will be reported later 
(Schapira et al., 1972). 


SUMMARY AND CONCLUSIONS 

This is the first report in a series concerned 
with the classification of affective disorders. 

A sample of 145 patients suffering from a 
primary mood change of anxiety and/or de- 
pression was examined by means of a structured 
clinical interview and the administration of the 
Maudsley Personality Inventory. The patients 
were categorized into an ‘anxiety state’ group a 
‘depressive illness’ group and a ‘doubtful’ group, 
on the basis of the predominant mood change 
during illness. 

Systematic comparison of the patients with 
anxiety states and depressive illness indicated 
that, with the aid of a wide range of items 
drawn from an adequate span of early life, 
personality and clinical features, a satisfactory 
degree of separation between the two groups 
could be achieved. 

The first component extracted from a princi- 
pal components analysis of the data was bipolar, 
with anxiety symptoms at one pole and de- 
pressive symptoms at the other; maladaptive 
personality traits were mainly associated with 
anxiety symptoms. This finding confirms that 
within an affective material there are two 
distinct syndromes corresponding to anxiety 
and depression. 

Two further principal components analyses 
were performed on the anxiety and depressive 
items separately. Tbe correlation between the 
patients’ scores along the general components 
obtained from each of these analyses was 
negative. This indicates that, within an affective 
population, the presence of an anxiety syndrome 
diminishes the likelihood that there is also a 
depressive syndrome. 

The distribution of patient scores along the 
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* bipolar component did not depart significantly 
from normality. However, when the clinical 
diagnoses were re-applied, the anxiety states 
and the depressive states were seen to occupy 
different halves of the distribution and the 
difference between their mean scores was 
highly significant. 

The high degree of association between the 
clinical diagnostic groups and the two halves 
of the distribution separated at their mean 
supports the initial diagnostic differentiation 
into anxiety states and depressive states and 
justifies the use of the original clinical groups in 
further attempts to improve discrimination 
between them. 
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APPENDIX 
Definition of items 


Family history of psychiatric illness: a first degree relative had 
a psychiatric illness for which medical treatment was 


given. 

Poor relationship with parent(s): a history of persistent 
discord with_one or both parents during childhood. 

Parental deprivation: desertion, divorce or death of one or 
both parents before the age of 15; separation from one 
or both parents for one year or more before the age 
of 10. 

Ovsrprotection during childhood: parent(s) showed excessive 
concern, child ‘spoilt’, regarded as ‘delicate’, kept away 
from school for trivial ailments, not allowed to mix with 
other children. 

Neurotic traits in childhood: shyness and timidity; poor 
mixer; marked anxiety; temper tantrums; nail biting; 
bed wetting; marked food fads; sleep difficulties; 
thumb sucking; stammering; tics. 

Phobias in childhood: recurrent states of fear or panic felt 
on exposure to specific situations or objects; includes 
the dark, animals, water, heights, thunder. 

Poor school adjustment: difficulties in emotional adjustment 
at school, 

Unstable work record: frequent changes of employment for 
inadequate reasons. 

Marital disharmony: recorded if severe and prolonged. 

Other domestic difficulties: mental abnormality of spouse; 
persistent and severe worries about children or other 
near relatives; housing difficulties; financial difficulties. 

Poor social adjusiment: solitary behaviour and interests; 
dislike of company outside family circle; difficulty 
in mixing; marked shyness, self-consciousness, 

Sensitivity: excessively upset by criticism; takes offence 
easily. 

Anxiety traits? difficulty in relaxing; worries easily; anxiety 
with responsibility; lack of confidence; marked antici- 
patory anxiety; frequent experience of somatic anxiety. 

Instability of mood: frequent mood swings of cyclothymic, 
reactive or undecided type. 

Immaturity: immature physique and appearance; marked 
lack of emotional control; marked avoidance of responsi- 
bility; marked inconsistence in standards, levels of 
maturation, personal relationships. 

Dependence: marked dependence on close relatives in every 
day affairs; inability to make decisions without advice 
from supporting figure. Also refers to marked dependence 
on familiar environment, with reluctance to move to new 
area. 

Obsessional traits: high standards (as in work performance); 
behaviour governed by rigid rules; intolerance; 
excessive preoccupation with order, detail, cleanliness; 
marked obstinacy; poor adaptability; frequent check- 
ing; caution, thrift; health consciousness; indecision due 
to rumination. 

Psychopathic traits : Yow standards (as in work performance); 
low moral standards; inability to plan and implement 
plans; marked lack of ambition; impulsive foresight- 
less behaviour; egocentric and/or unscrupulous be- 
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haviour; frequent aggressive behaviour; delinquent ore 
criminal behaviour. 

Hysterical traits: attention seeking; self display; floridity of 
expression, gesture, dress; unrealistic ambitions; fre- 
quent daydreams with self in histrionic role; fabrica- 
tion; evanescent enthusiasms; exploitation of others’ 
emotions; shallow emotional responses; marked possess- 
iveness; exploitation of physical symptoms. 

Ansrgic traits: easily fatigued; poor persistence; marked 
reaction to minor physical ailments. 

Personality disorder; includes neurotic and psychopathic 
personality. 

Sudden onset: change from reasonable health to severe 
illness within one week (includes sudden marked exacer- 
bation of previously mild symptoms). 

Duration of illness : recorded from the time when the patient 
first experienced a significant change from his normal 
mental state. 

Psychological stress : stress judged to have made a significant 
contribution to the development of the breakdown (in- 
cludes worries about own health or health of close 
relatives or friends; bereavement; difficulties with close 
relationships in family; worries about work, money, 
change of house). 

Physical stress: onset of symptoms associated with physical 
illness, injury, surgical operation (includes pregnancy, 
labour, puerperium). 


Svurrous 

—to be scored only when they have either: 

(1) arisen since the onset of the illness; 

(2) become markedly more severe since the onset of the 

Tension: feels ‘strung up’, ‘on edge’, ‘cannot relax’ and 
apprehensive. 

Panic attacks: acute bouts of anxiety with fear, trembling, 
sweating, palpitations, desire to escape. 

Situational phobias (agoraphobias): fear of crowds, of 
travelling in buses and trains, waiting in shops, open 
spaces, leaving home. 

Other phobias: recurrent states of excessive fear felt on 
exposure to specific situations or objects; includes the 
dark, animals, heights, water, thunder, hospitals. 

Depersonali zation: feelings of unreality related to the self. 
A sense of detachment from the body or surroundings. 
The body feels distorted in whole or in part. Actions are 
experienced as mechanical and lacking in spontaneity. 
Perceptions fail to give any sense of reality; loss of 
emotional responsiveness or complaint that the emotions 
are ‘dead’. 

Derealization: a feeling of unreality related to the outside 
world which seems ‘changed’ (dreamlike, alien, 
threatening). : 

Anxiety symptoms: increased vasomotor responses; loss of 
confidence; intolerance to noise; irritability; initial 
insomnia; restless sleep; poor concentration; emotional 
lability; frigidity; impotence. 

‘Dizzy’ attacks: episodes of severe unsteadiness in absence 
of organic cause such as Méniére's disease. Feeling of 
being about to fall; may do so, but without loss of 
consciousness, 
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e Temporal lobe features: 
— disorders of perception г 
visual—objects appear changed in size, shape and 
outline, clarity and distance. 
auditory—sounds appear altered in quantity or quality. 
laste and olfaction—distortion of taste (does not include 
simple reduction of flavour). Distortion of smell, 
such as imagined burning. 
time-—assessment of time severely disturbed. Does not 
include time ‘dragging’ without real loss of 
knowledge of time. 

— hybnagogic or hypnopompic phenomena: experienced оп 
falling asleep or waking (intrusion of memories, 
hallucinations, unreality feelings, panic attacks). 

— déjà vu: intense feeling of familiarity in a new situa- 
tion: may refer to places, people, conversation, 
incidents. 

~~ jamais vu: feeling as if seeing familiar places and/or 
people for the first time. 

— idea of a presence: a strong feeling when alone that 
someone else is in the room, 

Attacks of unconsciousness : syncopal attacks or any other loss 

of consciousness not of proven epileptic origin. 

Depressed mood: a feeling of sadness and gloom which 

differs from the patient’s usual mood swings in severity 
and/or duration and/or quality. 

Persistent depression: the depressed mood is present every 

day without remission. 

Reactivity of depression: the depressed mood can be signifi- 

cantly lightened by change of company or circum- 
stances. 


(Received 31 August 1971.) > 
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Depression worse a.m.: the depressed mood is consistently 
worse in the morning and becomes less severe as the 
day goes on; this pattern is independent of circumstances. 

Affective loss: loss of feelings of affection and sympathy 
towards close relatives and friends. 

Early waking: a consistent pattern of waking, hours before 
the usual time. 

Suicidal tendencies: a suicidal attempt made or contem- 
plated. 

Hypochondriacal ideas: marked preoccupation with somatic 
feelings of illness or discomfort; worries about trivial 
complaints or minor discomforts which are feared to 
indicate severe illness. 

Agitation : severe motor restlessness; patient cannot sit still, 
has to get up and pace the floor. 

Retardation: marked slowing of mental and/or physical 
activities is observed or described. 

Delusions: persistent and irrational beliefs of a guilty, 
hypochondriacal, paranoid or nihilistic nature. 

Episodes of hypomania: episodes of excessive energy and 
activity, with feelings of elation. 

Hysterical symptoms : histrionic behaviour, manipulation and 
exploitation of other patients/staff; belle indifference; 
dissociative phenomena; physical conversion symptoms. 

Compulsive phenomena (obsessional symptoms) : over-riding urge 
to carry out certain motor or mental activities which are 
recognized as irrational but cannot be resisted (includes 
rituals of washing, touching objects, counting, checking 
an unnecessary number of times). 

Aggressive outbursts: episodes of verbal and/or physical 
violence. 


Details of scoring will be provided on request. 
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INTRODUCTION 

This is the second of two papers dealing with 
the classification of affective disorders in which 
the relationship between anxiety states and 
depressive illnesses is examined. The question at 
issue is whether a line of demarcation may be 
drawn between the two disorders or whether 
they are more appropriately regarded as 
merging insensibly along a continuum of 
affective disturbance. 

In the previous paper (Roth et al., 1972), 
patients with affective disorders were given an 
initial clinical diagnosis of anxiety state or 
depressive illness. T'he first component extracted 
from a principal components analysis of the 
information obtained was bipolar, with anxiety 
symptoms at one pole and depressive symptoms 
at the other. However, the distribution of the 
patients' scores along this component did not 
depart significantly from normality. Neverthe- 
less, when the original clinical diagnoses were 
re-applied it was seen that the majority of cases 
in the two diagnostic groups occupied different 
halves of the distribution. Moreover, there was 
a high degree of association between the original 
clinical groupings and the two halves of the 
distribution separated at their mean, This justi- 
fied the use of the original clinical groupings in 
further attempts to ascertain whether separate 
categories of patients exist. 

As a method for defining clusters or groups, 
principal components analysis has the limitation 
of being mainly descriptive. However, it has a 
valuable part to play in the difficult task of 
arranging and classifying clinical phenomena 
into valid groupings as a preparation for the 
next stage in which attempts can be made to 
define the criteria that will best discriminate 


between these groupings. The clinical investi- 
gator usually starts with one or more clinical 
distinctions which he is seeking to sharpen or 
maximize. If the results of principal components 
analysis provide some validation for the clinic- 
ally derived clustering of features and grouping 
of patients, as in the present case, the use of 
some method for achieving the sharpest possible 
discrimination between the groups appears 
justified. An appropriate technique for this 
purpose is discriminant function analysis. It 
makes it possible to derive weighted features 
with the aid of which optimal separation of the 
groups can be achieved. Composite scores can 
then be calculated for each patient using the 
weighted items derived, and if the frequency 
distribution of the scores plotted along a single 
axis proves to be bimodal the existence of 
distinct categories of patients is thereby estab- 
lished (Moran, 1966). 

The hypothesis to be tested in this paper was 
that the presence of separate patient categories, 
corresponding to the clinical groups of anxiety 
state and depressive illness, would be confirmed 
by discriminant function analysis. 


METHOD 


The method of selection of the sample, which 
consisted of 145 patients, and the way in which 
they were examined and allocated to the diag- 
nostic groups of anxiety state, depressive illness 
and a doubtful category, have been described 
in the previous paper. There were 68 patients 
with a clinical diagnosis of anxiety state, 62 
with a diagnosis of depressive illness, and 15 in 
the doubtful category. 

The discriminant function analysis was 
carried out using: а multiple regression pro- 
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gramme in which the dependent variable was 

the initial clinical diagnosis (anxiety state/ 
depressive illness). The fifteen doubtful cases 
were excluded from this part of the analysis. 
Of the 58 items covering the whole range of 
early life, personality and clinical features 
studied (some were in compressed form) that 
were employed in the analyses, the 13 with the 
highest coefficients of individual determination 
(Hope, 1968) were eventually isolated. The 
definitions of these items have been given in the 
previous paper. The scores of the total group of 
145 patients (which included the 15 doubtful 
cases) on these 13 weighted items were then 
calculated. 


RESULTS 


(1) The 13 items isolated from tbe discrimi- 
nant function analysis as being of the greatest 
value in discriminating between anxiety states 
and depressive illnesses are shown, with their 
correlations, unstandardized regression coeffi- 
cients and percentage contributions to the 
predicted variance, in Table I. A positive sign 
is associated with a diagnosis of anxiety state 
and a negative sign with one of depressive illness. 
Features related to anxiety were: the presence 








TABLE І 
Thirteen items of highest discriminating value between anxiety 
states and depressive illnesses 
Percentage 
contribu- 
Correla- tion to 
tion Regression predicted 
Variable coefficient coefficient variance 
Neurotic traits in 
childhood .. 034 0:09 6-2 
Dependence .. .. 0°40 0:12 6:4 
Neuroticism (MPI).. 0-40 0:06 7 
Physical stress .. 0 0'01 0:16 б.о 
Panic attacks ..  0'70 0:19 34°3 
Situational phobias 
(agoraphobias) 0°55 0:06 6:4. 
Derealization 0°44 0-02 1-8 
Anxiety symptoms .. 0°40 Orr 6:1 
Compulsive phenomena 0'40 0°03 3:0 
Depressed mood . —0'26 —0'17 40 
Early waking . 0:48 —0:08 49 
Suicidal tendencies .. —0:26 —0'18 7 
Retardation .. . —0*456 —0*18 6-6 


R = 0:87 (76 per cent of variance predicted) p < *oor 
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of neurotic traits in childhood, excessive de- 
pendence, physical stress associated with the 
onset of the illness, panic attacks, situational 
phobias (agoraphobias), derealization, anxiety 
symptoms, and compulsive symptoms. Features 
associated with depression were: a low neuro- 
ticism score, depressed mood, early waking, 
suicidal tendencies, and retardation. Panic 
attacks accounted for about a third of the 
predicted variance. 

The distribution of the patients’ scores, based 
on the thirteen items, is shown in Fig. 1. This is 
seen to be clearly bimodal. Moreover, it is clear 
that there is a close correspondence between the 
two groups and the original clinical diagnosis of 
anxiety state and depressive illness. 

(2) The initial clinical differentiation into 
anxiety state or depressive illness was made on 
the basis of the predominant mood change. In 
view of the efficient and economical way in 
which the thirteen items separated the popula- 
tion into two distinct groups similar to the 
original diagnostic categories, it was felt that 
these items could be used to construct a diag- 
nostic index. Such a scale would provide a 
quantified and reproducible means of scoring 
patients along a clinically meaningful dimen- 
sion; if the present bimodality is independently 
confirmed, the value of the scale in allocating 
patients with affective disorders to one of two 
main groups would be established. To derive 


this scale, the regression coefficients were 
m Anxiety state 
Depressive Niness 

Number 


of 
patients 
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PO 
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Го. 1.—Histogram of patient scores. 
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rounded off into whole numbers and halved 
in order to arrive at the scoring system shown 
in Table II. T'he definitions of the thirteen items 
comprising the index are given in the Appendix. 

The point on this scale (i.e. a score of +3) at 
which the discrepancy between the index and 
clinical diagnosis was minimal was chosen as the 
point at which to divide the ‘anxiety’ from the 
‘depressive’ range. Examination of the patients’ 
scores showed that only two patients with a 
clinical diagnosis of anxiety state fell into the 
‘depressive’ range and five patients with a 
clinical diagnosis of depressive illness into the 
‘anxiety’ range. This represents a misclassifica- 
tion rate of only 5 per cent. 

To establish whether the patient groups 
defined by the diagnostic index (as distinct from 
the clinical diagnoses made at the outset) carried 
prognostic validity, a comparison was made of 
their subsequent course and outcome. The 
follow-up was carried out independently, four 
years after the original assessment, by investi- 
gators who were unaware of the clinical or 
index diagnosis. The course of the patients was 
plotted in respect of the proportion of improved 
patients in each group at six-monthly intervals 
during the follow-up period (Fig. 2). This 
showed that the ‘depressive’ patients were 
` consistently more improved than the ‘anxiety’ 
patients. The differences between the groups at 
the time of discharge (p < 0-005), and also six 
months (p « 0:005), two years (p « 0-025), 
two and a half years (p « 0-02) and three years 
(p < 0-02) later, were statistically significant (t 
test). Moreover, in terms of a measure which 
reflected the average level of adjustment 
throughout the total length of the follow-up 
period (Kerr et aL, 1972—this paper fully 
describes the methodology of the follow-up), the 
difference was also significant (t = 2:15, 
p < 0°05). 

In addition, the groups were compared in 
respect ofthe type ofsymptoms present at the time 
of the follow-up interview. It was found that the 
total symptom profiles of the two groups 
differed to a significant extent (x^ = 89:5, 
df 61, p < 0:025); the test employed in this 
calculation was the 2 хоз X ty? test (Woolf, 


1964). 




















Tane П 
Items in anxiety depression index 

Item Grade Score 
Neurotic traits in childhood.. 3 or more +10 
2 or less +5 
None о 
Dependence (personality trait) Yes +6 
No o 
Neuroticism (MPI) .. 0-8 —15 
9-16 —12 
17-24 —9 
25-32 —6 
38-40 =3 
41-48 о 
Physical stress Severe +16 
Mild/moderate +8 
None о 

Panic attacks Many (three or 
more per week) +20 

Few (two or less 
per week) +10 
None о 
Situational phobias .. Marked +6 
(agoraphobias) Mild/moderate +3 
None о 

Derealization Marked and/or 
persistent +2 
Mild -+r 
None о 
Anxiety symptoms m 6 or more +12 
3 tos +6 
None о 
Compulsive phenomena Marked +4 
Mild +2 
None o 
Depressed mood Severe —18 
Mild/moderate —9 
None о 
Early waking Yes —4 
No o 
Suicidal tendencies .. Attempts —12 
Ideas —6 
None о 
Retardation .. Yes —6 
Мо о 


Ranges: --3 and above = Anxiety range 
+-2"and below = Depressive range 
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Fie. 2.—Course of patients with ‘Anxiety State’ and 
‘Depressive Illness’ during the follow-up period. 


Discussion 

In the previous study, it has been shown that, 
within an affective material, there are two 
distinct syndromes corresponding to anxiety and 
depression, and moreover that the presence of 
the one lessens the chances that the other is also 
present. In this investigation, the question 
examined was whether or not two patient groups 
corresponding to states of anxiety and depression 
can be defined. In statistical terms this is 
answered, first, by determining whether the 
distribution of the patients’ scores along a chosen 
dimension is bimodal, and, second, if two distinct 
groups do emerge, whether they correspond to 
the clinical diagnosis of anxiety state and depres- 
sive illness. 

Thirteen items of high discriminating value, 
weighted in relation to their discriminating 
power, were finally chosen from a much wider 
range of features relating to early life, personality 
and illness. As Moran (1966) has stated, 
between ro and 20 is a suitable number of 
items to use in applying this method. The clear 
bimodality of the distribution of the patients' 
scores when scored on these features demon- 
strated that there are two distinct patient 
groups within the affective population, and that 
these groups correspond closely to the clinical 
differentiation of patients into anxiety states and 
depressive illness. It should be emphasized, 
however, that this finding requires replication 
in other groups of patients selected by a similar 
procedure. 

In order to replace this initial crude and 
subjective method of diagnosis by a more 
precise, objective and reproducible measure, a 
diagnostic index consisting of the thirteen items 
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was derived. Each patient could receive a score 
along this ‘anxiety—depression’ dimension 
which would provide a clear basis of com- 
parison for different workers in this field. The 
scale could be given to patients taking part in 
drug trials and also in studies on the biochemical 
and physiological correlates of affective disorders. 
The groups defined by the diagnostic index 
receive some measure of prognostic validation 
in that significant differences were found in 
relation both to the course and outcome and to 
the nature of the symptoms present at follow-up. 
The differences found were, in other words, both 
quantitative and qualitative in nature, and 
provide independent validation for the differ- 
entiation of the patients into the two groups. 


SUMMARY AND CONGLUSIONS 


In the present study the relationship between 
anxiety states and depressive illnesses was 
examined in order to determine whether 
patients with these disorders fall into two distinct 
patient groups. 

The method used to investigate this problem 
was the statistical technique of discriminant 
function analysis. The demonstration of the 
bimodality of the patients! scores indicated that 
there were two distinct groups, which, more- 
over, corresponded closely to the clinical 
differentiation into anxiety state and depressive 
illness, thereby confirming the hypothesis. 

A. diagnostic index based on the thirteen 
weighted items with the highest discriminating 
value was derived. Some measure of prognostic 
validation for the categorization of the patients 
into two groups on the basis of the scale was 
obtained. The possible practical value of this 
index is discussed. 

It is emphasized that the findings require 
evaluation in further investigations carried out 
on similar populations. 
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APPENDIX 

Neurotic traits in childhood: 

— shyness, timidity : marked reluctance and fear of meeting 

strangers, talking to adults. 

— poor mixer: difficulty in mixing with peers at school. 

— marked anxiety: tendency to worry excessively, as over 

school performance or in relation to parents. 

— temper tantrums : frequent outbursts of anger with scream- 

ing, stamping. 

— nail biting: scored when persistent. 

— bed wetting : frequent episodes over the age of five years. 

— food fads: marked, persistent fussiness about food. 

— sleep difficulties: difficulty in sleeping alone; frequent 

nightmares; sleep walking. 

— thumb sucking: persisting over the age of five years. 

— stammering : persistent or frequent speech difficulty in the 

absence of obvious organic cause. 

— ties: persistent or frequent inappropriate motor activity; 

includes facial grimaces, tugging at hair, clothes. 

Dependence (personality trait): marked dependence on close 
relatives in every day affairs; inability to make decisions 
without advice from supporting figure. Also refers to 
marked dependence on familiar environment, with 
reluctance to move to new area. 

Physical stress: onset of symptoms is associated with 
physical illness, injury, surgical operation (includes 
pregnancy, labour, puerperium). Major operations or 
injuries, and illness requiring intensive medical care, 
rate as ‘severe’. 


Symproms 

—these are to be scored only when they have: 

(1) arisen since the onset of the illness; 

(2) become markedly more severe since the onset of the 

illness. 

Panic attacks: acute bouts of anxiety with fear, trembling, 
sweating, palpitations, desire to escape. (Scored as 
‘many’ when frequency has often been three or more 
per week.) 


STUDIES IN, THE CLASSIFICATION OF AFFECTIVE DISORDERS—JI 


Situational phobias (agoraphobias): fear of crowds, of* 
travelling in buses and trains, waiting in shops, being in 
open spaces, leaving home. 

Derealization: a feeling of unreality related to the outside 
world which seems ‘changed’ (dreamlike, alien, threaten- 
ing). 

Anxiety symptoms : 

—- loss of confidence: in tasks and decisions previously 

performed without doubt or indecision. 

— intolerance to noise: ordinary sounds (radio, TV, voices) 

intensely irritating and/or sudden noises cause 
undue alarm. . 

— irritability: irritable behaviour or subjective feelings of 

irritation, 

—~ initial insomnia: consistent inability to sleep for at least 

one hour after going to bed. 

— restless sleep: sleep frequently disturbed and episodic. 

— poor concentration: difficulty in settling down to usual 

tasks and hobbies; includes inability to read or 
watch TV for usual length of time. 

—— increased vasomotor responses : increased tendency to bl 

sweat, tremble. > 

— emotional lability: less in control of emotions; easily 

moved to tears by sad or sentimental incidents in 
real life or on TV; readily over-excited. 

— frigidity : loss of normal sexual response and/or experi- 

ences difficulty, discomfort during intercourse. 

— impotence : inability to maintain normal degrecoferection 

(includes premature ejaculation). 

Compulsive phenomena (obsessional symptoms): over-riding 
urge to carry out certain motor or mental activities 
which are recognized as irrational but cannot be 
resisted (includes rituals of washing, touching objects, 
counting, checking an unnecessary number of times). 
Scored as ‘marked’ when they seriously interfere with 
patient’s normal activities. 

Depressed mood: a feeling of sadness and gloom which 
differs from the patient’s usual mood swings in severity 
and/or duration and/or quality. 

Early waking: a consistent pattern of waking, hours before 
the usual time. 

Suicidal tendencies: the patient has made a suicidal attempt 
or has contemplated doing so. 

Retardation: marked slowing of mental and/or physical 
activities is observed or described. 


Details of scoring will be provided on request (C.G.). 
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The Assessment and Prediction of Outcome in Affective 
Disorders 


By T. A. KERR, MARTIN ROTH, KURT SCHAPIRA and CLAIR GURNEY 


INTRODUCTION 


While detailed and systematic studies have 
been carried out on the course and outcome of 
manic-depressive psychoses (Kraepelin, 1921; 
Rennie, 1942; Poort, 1945; Lundquist, 1945; 
Astrup e£ al., 1959; Olsen, 1961; Bratfos and 
Haug, 1968), depressive illnesses (Lewis, 1936; 
Kay et al., 1969) and anxiety states (Miles et 
al, 1951; Eitinger, 1955; Greer and Cawley, 
1966), there is little information concerning the 
prognosis of affective disorders as a whole. 

In the present prognostic study, which is 
prospective in design, the course and outcome 
of patients suffering from affective disorders is 
described. In addition, the clinical features 
elicited during the original illness found to be 
related to outcome, favourable and unfavour- 
able, are isolated and their importance in the 
prediction of outcome quantified. Moreover, the 
relative contributions made by constitutional 
factors and illness features in relation to 
prognosis are compared. 

As a first step in these enquiries into prognosis 
the implicit assumption has been made that 
affective disorders can be regarded as a unitary 
entity. The extent to which such a unitary 
concept provides an adequate basis for the 
prediction of outcome is examined in the course 
of other reports. 

The patients in this investigation were 
examined in detail during their original illness 
(Roth et al., 1972) and were subsequently inter- 
viewed four years later by two of the authors not 
involved in the assessment of the original illness. 
The follow-up interview was conducted without 
knowledge of the information previously ob- 
tained, in order to minimize possible sources of 
bias which might influence the assessment of 
outcome. In subsequent reports the observations 


of Roth et al. (1972) relating to the classifica- 
tion of affective disorders will be examined in 
respect of prognosis. 


MATERIALS AND METHOD 

The present enquiry is based on a prospective 
study of a series of 154 patients with affective disorders 
admitted to the psychiatric hospitals in the City of 
Newcastle upon Tyne during 1963-5 (Roth et al., 
1972). Of the original 154 patients, 126 were seen 
at follow-up, 16 died during the follow-up period 
(Kerr et al., 1969), one patient could not be inter- 
viewed as a result of a recent cerebral haemorrhage, 
3 refused to be seen and 8 patients could not be 
traced. Of the patients seen at follow-up 82 had been 
admitted to general hospital psychiatric units, and 44 
patients to a mental hospital. The mean age of the 
patients at the time of admission to hospital was 41-3 
years, with a range of 16-70 years. There were 48 
male and 78 female patients; the age and sex distribu- 
tion is shown in Table I. 

The 126 patients seen at follow-up were interviewed 
jointly by two of the authors (T.A.K. and K.S.). The 
mean duration from the time of the key assessment 
to the follow-up interview was 3:8 years. Of the 
patients interviewed 88 were seen at the departmental 
out-patient clinic, 34 at home, three in hospital, and 
one at a hostel, The follow-up data were recorded on 
a structured item sheet, which included details of 
further breakdowns, subsequent admission to hospital, 
interim stresses, and information about physical 
health and treatment, 'The presence or absence of a 
wide range of features relating to anxiety and 
depression (similar to that obtained during the 
original or key illness) and to the social adjustment at 
the time of the follow-up were scored. A written 
account of the patient's clinico-social adjustment 
during the course of the follow-up period was also 
obtained. This was supplemented by information 
from relatives, general practitioners and case records. 

Some of the present findings have already been 
reported in summary form (Kerr et al., 1970). 
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ТавіЕ І 
Age and sex distribution 
Age on admission Male Female Total 
15-24 do a 4 8 12 
25-94. es .. I2 30 42 
35-44 А is 8 17 25 
45-54 e z 9 14 23 
55-64 ie wel da .9 2I 
65+ e € 8 o 3 
Total zs .. 48 78 126 
The outcome component 


Although the conventional methods of assessing 
outcome have been employed in this study, it was 
felt that none of these adequately represented the 
patient’s clinical state throughout the follow-up period. 
An attempt was therefore made to obtain a single 
measure which reflected the longitudinal adjustment 
of each patient. This was done in the following way: 

From the history obtained from each patient a 
retrospective reconstruction was made of his pro- 
gress during the follow-up period, which was ex- 
pressed in terms of the defined global ratings Well, 
Much Improved, Slightly Improved and ПІ or 
Worse.* A schematic representation of this informa- 
tion was drawn for each patient, an example of 
which is shown in Fig. 1. In order to make the data 
between patients comparable, the percentages of the 
follow-up period spent in each of the four categories 
were calculated. Each patient then had four percent- 
age scores which tended to vary inversely because the 
longer the time spent in one grade of adjustment the 
shorter the time spent in the remainder. To have 
added these measures together would have been 
inappropriate, as measurements should be added 
together only when they are positively associated. 
'Ihey were therefore converted into three variables 
all of which measured improvement in a positive 
direction and were thus positively correlated. The 


* The gradings represent a composite measure of 
clinico-social adjustment and take into account symp- 
tomatology and social adaptation as reflected in occu- 
pational, interpersonal, marital and sexual adjustment. 
Improved : 

— well: absence of symptoms and normal social adjust- 
ment. 

— much improved: mild or moderate symptoms with no or 
minimal social impairment. 

Slightly improved: marked symptoms with mild or moderate 
social impairment. 

lll or worse: incapacitating symptoms with marked or 
incapacitating social impairment. 
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Well A Ma. è 
“ A ex : 


51. Б! 
К 23% BS ox 





Clinical Ж 
State E 
zx 1 5 Duration of 
A Follow-up (yrs) 
Discharge Follow-up 
from Hospital Interview 


Fic. 1.—(see text). 9 С.Н, Case number 81. 


gradings which fulfilled this requirement most 
satisfactorily were (i) Well, (ii) Well + Much Im- 
proved, (iii) Well + Much Improved + Slightly 
Improved. A state of continuous illness throughout 
the follow-up period was not represented by a separate 
category but was given the lowest possible score on 
each of the three variables. The percentages of the 
time spent in the clinical states corresponding to these 
variables were converted into whole numbers lying 
along an eight-point scale (о per cent, 1; 1-10 per 
cent, 2; 11—95 per cent, 3; 26-50 per cent, 4; 51-75 
per cent, 5; 76-90 per cent, 6; 91-99 per cent, 7; 
100 per cent, 8). 

The way in which this method of assessing outcome 
was applied to each patient may be illustrated by 
reference to Fig. 1. The adjustment of this patient 
during the follow-up period was as follows: well, 4 per 
cent of the follow-up period ; much improved, 64 per 
cent; slightly improved, 23 per cent; and ill, 9 per 
cent. Conversions to the following three scores were 
then made along the eight-point scale described 
above: well (4 per cent), 2; well + improved (68 per 
cent), 5; well + much improved + slightly improved 
(91 per cent), 7. A principal components analysis 
was then performed for the total patient group on the 
basis of these three scores. 

The scores along the first (general) component 
extracted from the principal components analysis 
performed on the three variables accounted for 68 
per cent of the variance and provided the best 
(weighted) measure of that which the variables had 
in common, namely improvement. The standardized 
scores were then converted into whole number scores 
lying along a nine-point scale (2-2*5, 13 1*5-2:0, 2; 
I'0-1:5, 3; 0:5-1-0, 4j O-0:'5, 5; —0:5-0, 6; 
—1:0-—0:5, 7; —1:5-—1:0, 8; —2:0-—1:5, 9) 
which indicated the average level of adjustment 
during the total length of the follow-up period. The 
higher the score the more satisfactory the outcome. 
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: RESULTS 
Course of the illness 

The course of the illness from key discharge 
was expressed in terms of the proportion of 
improved patients in the group at six-monthly 
intervals during the follow-up period (Fig. 2). 
At the time of dischafge from hospital 64 per 
cent of the group were improved, and this was 
followed by a subsequent fall to 55 per cent at 
six months, There was little change over the 
next one and a half years, but after this there 
was a tendency for the group to improve. At 
the time of the follow-up interyiew 29 per 
cent were well, 29 per cent much improved, 
24 per cent slightly improved and 18 per cent ill. 

The clinical state of 60 patients (48 per cent) 
remained constant throughout the follow-up 
period: 26 (21 per cent) remained well, 15 (12 
per cent) much improved, 11 (9 per cent) 
slightly improved and 8 (6 per cent) remained 
ill. In 66 patients (52 per cent) the course 
fluctuated: 24 patients (19 per cent) were 
improved for more than three-quarters of the 
follow-up period, 24 patients (19 per cent) for 
less than a quarter and the remaining 18 (14 
per cent) pursued an intermediate course. 

Almost a third of the group had one or more 
breakdowns during the follow-up period, a 
breakdown being defined as illness of at least one 
month's duration following a remission of at least 
three months; 17 per cent of patients had one 
breakdown, 8 per cent two breakdowns and 
5 per cent more than two breakdowns. During 
the same period, 27 per cent of the group were 
readmitted to hospital; 17 per cent were readmit- 
ted once, 7 per cent twice and 3 per cent more 
than twice. 


% Improved 


1 . 2 3 4 
years 
Fic. 2.— Course of patients with affective disorders during 
follow-up period. 
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On the basis of the outcome component, 
which gives a measure of the overall adjustment 
of patients throughout the course of the follow- 
up period (see under Method), 38 per cent of 
the patients were classified as recovered, 22 
per cent as improved, and 40 per cent as un- 
improved. 


Prediction of outcome 
The prognostic importance of the biogra- 

phical, personality and clinical features elicited 
during the key illness was examined in two ways. 
First, the product moment correlations between 
the outcome component and the features were 
obtained. Second, a series of multiple regression 
analyses were performed in order to determine 
those features which were of the greatest pre- 
dictive value. 


Correlations with outcome 

In the calculations 58 variables were em- 
ployed, of which 26 were recorded as present 
or absent and 32 were scored on a graded scale, 
A positive correlation indicated an association 
with a good outcome and a negative correlation 
an association with a poor outcome. The 
variables which correlated with outcome at a 
level of significance of p < o'r are shown in 
Table II. 

There was a highly significant association 
between male sex and a favourable outcome, 
As regards features relating to early life, no 
clear relationship emerged between outcome 
and a poor relationship with one or both 
parents, parental deprivation, over-protection . 
during childhood, or poor school adjustment. 
However, there was a significant relationship 
between poor outcome and a history of neurotic 
traits during childhood, and the association 
with the presence of phobias during childhood 
almost reached significance. While there was 
a highly significant association between hysteri- 
cal personality traits and poor outcome, no 
clear trends were found in relation to anxiety 
traits, obsessional traits, psychopathic traits, 
anergic traits, sensitivity, instability of mood, 
and dependence. Of the measures of premorbid 
social adaptation, only marital disharmony was 
significantly related to prognosis. 

The mode of onset of illness and the presence 
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Tase II 
Features correlating with outcome 
(p< о'1) 
Correlation 
Variable coefficient Significance 

Male sex .. ‘ 0'24 p< o-or 
Neurotic traits in ‘child. 

hood .. ++ —0'20 p< 0.05 
Phobias in childhood Le & p< 0:1 
Hysterical puse 

traits —0:24 p< о-о 
Immaturity T —0*15 р< 01 
Marital disharmony —0.21 p< 0:05 
Young age at onset +. 0°19 p< 0-05 
Physical stress ., ДЫ p< 0'05 
Brief duration of illness . 0* 93 р < 0:001 
Tension .. E ++ 0°20 p< 0°05 
Panic attacks .. e) —0'19 p< 0:05 
Anxiety features .. oe O24 p< ooi 
Agoraphobias .. ^) —0'21 p< 0:05 
‘Dizzy’ attacks ., +. 0°24 p< o-or 
Attacks of unconsciousness —0:22 p< 0:05 
Derealization .. —0*22 p< 0-05 
Temporal lobe features . —0:26 р< 0:01 
Persistent depression .. 0°26 p< oor 
Reactivity of depression.. —o-20 p< 0:05 
Early waking .. 00724 p< oor 
Retardation Ж .. 019 p< 0:05 
Suicidal tendencies ..o—0:16 p< 0-1 
Hypochondriacal ideas .. —0:17 p< 0:1 
Hysterical features +. —0:30 p< 0-001 
Obsessional features — .. —0-19 p< 0:05 
Neuroticism = .. —0:26 p< 0:01 
Extraversion m 0:28 p< 0:01 
Improved clinical state on 

discharge 0* 90 p< 0:001 


of psychological stress were unrelated to out- 
come, while physical stress bore a significant 
_ association with a poor prognosis. Age of onset 
was significantly related to outcome: the older 
the patient the better the prognosis. Duration 
of illness was the feature which correlated most 
highly with outcome, brief duration with a 
good outcome and long duration with a poor 
one. 

Features commonly associated with anxiety 
tended to be correlated with a poor outcome; 
the presence of derealization was significantly 
related to a poor outcome, but depersonalization 
was found to have no prognostic value. In con- 
trast, features associated with depression tended 
to be associated with a good outcome. However, 
lack of interest and energy, affective loss, agita- 
tion and delusions appeared to be of no prog- 
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nostic value. The presence of hysterical ог" 
obsessional symptoms was related to a poor 
prognosis. 

The scores obtained along both the neuroti- 
cism and the extraversion dimensions of the 
Maudsley Personality Inventory during the key 
illness were highly sighificantly related to 
outcome. A low N score tended to be associated 
with a good outcome and a high N score with a 
poor outcome, while a low E score tended to be 
associated with a poor outcome and a high E 
score with a good outcome. 

A highly significant relationship was also 
found between the clinical state at the time of 
discharge from hospital and subsequent pro- 
gress. Patients who were improved on discharge 
tended to have a good outcome, while patients 
who were unimproved tended to have a poor 
outcome. 


Multiple regression analysis 

The 27 variables (see Table II) which 
correlated with the outcome component at a 
level of significance of p < 0:1 were selected 
for analysis; the variable relating to the clinical 
state on discharge was not included. Eleven 
variables judged to be those of the highest 
predictive value were isolated (Table III); the 
multiple correlation (R 0:61) with outcome 
was highly significant (p < 0-001). 

The summated regression score for each 
patient was obtained by multiplying the re- 
gression coefficient of each variable by the 
original grading assigned to the patient on the 
variable. The scores derived from each of 
the variables were then added up to give the 
summated regression score. 


The improvement in predictive accuracy 

The extent to which the summated regression 
scores improved the prediction of outcome was 
determined. The overall rate of clinical improve- 
ment during the follow-up period as measured 
by the outcome component was 60 per cent, and 
the assumption was made that this rate could be 
predicted for all patients admitted to hospital 
with affective disorders. In Figure 3 the outcome 
component scores of the patients are plotted 
against their summated regression scores. A 
perpendicular drawn from the ordinate axis 
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Taste III 
The relative predictive importance of features 
(derived from the multiple regression analysis) 
24 contri- 
Correla- bution 
tion Regression tothe 
Variable coefficient coefficient predicted 
variance 
Persisted depressed 
mood КЕ +e 0:26 0°95 16: 1 
Physical stress —0'232 —o-62 11:8 
Male sex of patient .. — 0:24 0:72 II:0 
Extraversion .. .. 0:28 0°25 10°9 
Neuroticism .. eo-0:26 —0'21 8-9 
Hysterical features 
during illness +» “0°30 —0:26 8-7 
Brief duration of illness 093 0:26 8:4 
Suicidal tendencies .. --0:16 —0'47 T 
Hypochondriacalideas —0:17 —0:34 6:7 
Marked tension 0" 20 -—0'74 6:4 
Neurotic traits in 
childhood .. . 0°20 —0.17 3'4 





R (multiple correlation) = o:61, p< oʻoor 


separates the improved patients above the line 
from the remainder below, while the perpendi- 
cular from the abscissa axis was drawn so that 
the largest number of patients were correctly 
placed in relation both to the outcome com- 
ponent and to outcome as predicted by the 
regression scores. The patients who were un- 
improved on both measures are shown in the 
lower left quadrant and those who were im- 
proved in the upper right quadrant; together 
they comprise 77 per cent of the total group. 
The significance of the increase in the rate of 
predictive accuracy from 6o per cent to 77 per 
cent was found to be highly significant ( уз = 
II:28, р < 0:005). The test employed was 
McNemar’s modification of the Chi-squared 
test (McNemar, 1962). 

For each of the 11 items of the multiple 
regression analysis the regression coefficient 
was rounded off into a whole number and the 
regression scores derived in this way were used 
to construct a predictive index (Table IV). 
A score of —27:5 along the scale of regression 
scores was found to separate most satisfactorily 
patients who tended to have a good outcome 
from patients who tended to have a poor out- 
come. 
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Scores on Outcome Component 





Regression scores 


Fic. 3.—Distribution of patients’ outcome component 
scores plotted against their regression scores. 


Discussion 

In this series of investigations the term 
affective disorder has been used to include all 
disorders in which a mood change of anxiety 
or depression is primary and predominant. As 
Rawnsley (1968) has pointed out, ‘for some 
psychiatrists the concept includes manic- 
depressive illness and melancholia, others would 
include neurotic depressions and perhaps 
anxiety neuroses’. 

It was decided to adopt the outcome com- 
ponent as the principal method of measuring 
outcome, for two main reasons. First, as our 
findings show, the proportion of patients who 
were clinically improved differed at varying 
intervals during the course of the follow-up 
period. The effect of a measure which embraces 
the total duration of the follow-up period would 
be to average out these variations. Moreover, 
it was felt that a prognostic measure which took 
into account the adjustment of patients during 
the total length of the follow-up period would 
be more meaningful than an assessment based 
on the period immediately prior to the follow- 
up interview. As has been noted elsewhere, an 
assessment of the patient’s condition at follow-up 
can give a misleading impression of his overall 
progress since discharge (Giel et al, 1964). 
Although there was a correlation of 0-83 in our 
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Tasis IV 
Regression scores of 1 1 features predicting outcome 

Item Grade Score 
Neurotic traits in childhood .. 3 or more —4 
2 or less —2 
None о 
Duration of illness Less than т year +9 
1-5 years +6 
5-10 years +3 

More than 
10 years 0 
Physical stress .. Marked —12 
Modecrate/mild — —6 
None о 
Tension .. Marked —14 
Moderate/mild —7 
None o 
Persistent depression Present +10 
Absent о 
Suicidal tendencies Acts —10 
Ideas —5 
None o 
Hypochondriacal ideas Marked —6 
Moderate|mild —3 
None о 
Hysterical features 2 or more —6 
One —3 
None o 
Sex Male +7 
Female о 
Neuroticism 41-48 —1їо 
33-40 —8 
25-32 —6 
17-24 —4 
9-16 —2 
o-8 o 
Extraversion ,. 41—48 +15 
83-40 +12 
25-32 +9 
17-24 +6 
9-16 +3 
0-8 o 


study between the longitudinal measure of 
outcome and the state at follow-up, nevertheless 
in the individual case exclusive reliance on the 
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state at follow-up may be unsatisfactory,” 
Second, from the statistical point of view, the 
method used gives a more precise measure of 
outcome than would be obtained by adding the 
raw scores of the three variables of global 
adjustment together, since the variables are 
weighted in such a way as to give an optimal 
measure of the overall state of mental well- 
being during the period. 

The accuracy with which a patient's progress 
can be reconstructed over a four-year period is 
limited. Moreover, the patient's mental state 
at the time of the follow-up interview may 
colour both his account and the interpretation 
placed upon it. However, the design of the 
follow-up interview was such as to minimize 
these possible sources of error. 

The immediate fall in the proportion of 
improved patients after discharge may in part 
reflect the fluctuations observed in affective 
disorders, although it seems probable that the 
stresses associated with a return to the patient's 
environment contributed in many cases. The 
fluctuations during the remainder of the 
follow-up period emphasize the need to take 
into account the length of the follow-up period 
in comparing the results of different follow-up 
studies. The outcome component was designed 
to reduce the effect of such fluctuations during 
the course of the follow-up period. 

The prognostic importance of constitutional 
factors, as suggested in the present study by the 
correlations between outcome and neurotic 
traits in childhood, phobias in childhood, 
hysterical personality traits, immaturity, early 
age at onset of the illness, high neuroticism and 
low extraversion scores, has also been found in 
follow-up studies on acute affective psychoses 
(Astrup ei al., 1959), neurotic disorders (Greer 
and Cawley, 1966) and anxiety states (Miles et 
al, 1951). The importance of sex as a deter- 
minant of outcome was an unexpected finding 
which may be related to certain clinical patterns 
of neurotic illness. Acute and transient neurotic 
reactions which had a good outcome in pre- 
viously stable subjects were more common 
among male patients, while agoraphobic ill- 
nesses and personality disorders which had a 
poor outcome were in excess in female patients. 
This finding, which may be related to biological 
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‘and cultural factors, will be examined in 
relation to the prognosis of different diagnostic 
groups in a later paper. 

The association between brief duration of 
illness and good outcome has also been reported 
in studies of manic-depressive illness (Rennie, 
1942), neurotic disorders (Eitinger, 1955; Giel 
et al., 1964; Noreik, 1970) and anxiety states 
(Black, 1966). Iliness features generally asso- 
ciated with intense anxiety, such as tension, 
panic attacks, 'dizzy' attacks and attacks of 
unconsciousness, were related to a poor out- 
come, while symptoms generally associated with 
states of severe depression, such as persistence 
of depressed mood, retardation and early 
waking, were correlated with a good outcome. 
In his series of neurotic disorders, Ernst (1959) 
found that anxiety, hypochondriacal and 
neurasthenic syndromes were related to a poor 
outcome, and depressive, hysterical and psycho- 
Somatic syndromes to a more satisfactory 
outcome. The relationship between hypochon- 
driacal ideas and a poor outcome also emerged 
in a more recent study of neuroses (Greer and 
Cawley, 1966). That the clinical state on 
discharge was a useful predictor of outcome is 
of interest. This association was not found in 
Greer and Cawley's study, and this may in 
part be due to differences in the nature of the 
patient population. 

The finding that the average correlation of 
constitutional features with outcome was 0-10 
and that of illness features 0-16 indicates that 
both should be taken into account in predicting 
the outcome of affective disorders. It might be 
argued that the contribution made by illness 
features is spuriously augmented by an increased 
reliability in scoring these items. However, the 
difference in the average к reliability coefficient 
(Spitzer et al., 1967) between illness features 
(0:88) and constitutional features (0:81) was 
slight, and when corrected for attenuation 
(Guilford, 1956) the average correlations with 
outcome became 0:17 and o'1:2 respectively. 
These coefficients, which have been corrected 
for unreliability, are therefore similar and 
support the conclusion that both constitutional 
and illness features should be taken into account 
when predicting outcome. 

The prognostic scale derived from the multiple 
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regression analysis consisted of the 11 weighted 
features considered to be the best predictors of 
outcome. The use of this scale gave a significantly 
better prediction of outcome than that obtained 
by merély describing patients as suffering from 
affective disorders. Moreover, this improvement 
in prediction, based ona scale of clinical features, 
suggests the presence of syndromes with different 
prognoses. The general validity of this scale 
requires evaluation in further series of patients 
with affective disorders treated in other 
centres. 


SUMMARY AND CONGLUSION 


A prospective study of the course and out- 
come of illness of 126 patients admitted to 
hospital with affective disorders is described. 
Each patient was interviewed during the iliness 
and at follow-up; the mean duration of the 
follow-up period was 3:8 years. On each occa- 
Sion the clinical features were systematically 
rated and a descriptive account of the history 
was obtained. 

Two aspects of prognosis were studied. First, 
the course and outcome of the group was 
examined by means of a longitudinal measure 
of outcome which reflected the average level of 
adjustment throughout the follow-up period. On 
the basis of this measure 60 per cent of the 
patients were considered to have been improved 
during the course of the follow-up period. 
Second, items of predictive importance, were 
isolated and their relative predictive value 
determined. Constitutional factors were found 
to be important, premorbid stability of per- 
sonality being related to a good outcome. 
The presence during the illness of features 
generally associated with depression was related 
to a good prognosis, whereas those associated 
with anxiety were related to a poor prognosis. 
The relative contributions to the prediction of 
outcome made by constitutional factors and 
features of illness were examined. 

A predictive scale for affective disorders 
consisting of т} weighted item scores was 
derived. It is suggested that the validity of this 
requires evaluation in further series of patients 
with affective disorders.. . 
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The Prognosis of Affective Disorders: the Differentiation of 
Anxiety States from Depressive Illnesses 


By KURT SCHAPIRA, MARTIN ROTH, T. A. KERR and CLAIR GURNEY 


INTRODUCTION 


That a distinction may be made on clinical 
grounds between anxiety states and depressive 
illnesses has been affirmed by some authors 
(Garmany, 1956, 1958; Stenbäck, 1963), and 
rejected by others (Mapother, 1926; Conrad, 
1958; Ey, 1963; Lewis, 1950-1966). This 
problem is also of interest from a biological 
point of view in that anxiety neuroses represent 
in an exaggerated form an emotion that is 
‘directly serviceable’ (Cannon, 1928) and one 
which has potential survival value for the 
organism. Moreover, analogous conditions can 
be reproduced experimentally in animals, while 
no convincing models have so far been described 
of states akin to depressive illnesses (McKinney 
and Bunney, 1969). 

In previous papers the question whether 
anxiety states and depressive illnesses are 
different disorders or merely clinical variants of 
an affective disturbance has been studied from 
the point of view of biographical and clinical 
features elicited during the illness (Roth et al., 
1972; Gurney et al., 1972). In the present paper 
a follow-up study of these patients is reported, 
and comparisons are made between patients 
with anxiety states and those with depressive 
illnesses in relation to the independent criterion 
of prognosis. This was undertaken in order to 
examine the hypothesis that the differentiation 
between anxiety states and depressive illnesses 
made on clinical grounds would be upheld by 
differences in prognosis. That further differentia- 
tion may be made on prognostic grounds within 
each of these broad diagnostic groups will be 
reported later. The assessment of outcome was 
made without knowledge of the diagnosis of 
the original illness. The prospective nature of 
the study also enabled the longitudinal course 
of the symptoms in the two disorders to be 
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examined separately. Moreover, those symptoms 
which persisted, and might therefore be regarded 
as forming central features, could be defined. 


METHOD 

The present study is based upon a series of 154 
patients with affective disorders admitted to the 
psychiatric hospitals in the City of Newcastle upon 
Tyne during 1963-5, a detailed account of which 
has been given in a previous paper (Roth et al., 
1972). The criterion for inclusion of the patients in 
the sample was the presence of a primary mood 
change in which anxiety or depression was the pre- 
dominant affect. The patients were then allocated to 
the diagnostic groups of anxiety state or depressive 
illness or, where the predominant affect could not 
be established with confidence, placed in a doubtful 
category. 

Of the original group of 154 patients, 16 died 
during the follow-up period (Kerr et al., 1969), 8 were 
untraced, 3 refused to be seen, and one could not be 
interviewed because of a recent cerebral haemorrhage. 
In the 126 patients interviewed at follow-up, the 
clinical diagnosis made during the original (key) 
illness was as follows: anxiety state (66 patients) and 
depressive illness (45 patients); 15 patients were 
classified as doubtful. The follow-up interview was 
conducted jointly by two of the authors (K.S. and 
T.A.K.), and carried out without knowledge of the 
diagnosis of the key illness or of the more detailed 
information elicited at that time. 

The assessment of the course from key discharge to 
follow-up, which was based on a reconstruction of 
the history obtained from each patient concerning 
his progress during the follow-up period, has been 
described in another paper (Kerr et al., 1972). 

The interview took place on average 3:8 years 
after the key assessment. Information relating to a 
wide range of defined features associated with anxiety 
and depression present at follow-up and during the 
preceding four weeks, was recorded on a structured 
item sheet. Details of further breakdowns, re- 
admissions to hospital, stresses during the follow-up 
period, physical health and treatment were also 
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obtained. Each patient in the study was rated on 
every item. 

A reliability study was carried out on the items in 
21 patients; the average reliability coefficient was 
0*5. 

Some of the present findings have already been 
reported in summary form (Kerr, Gurney et al., 1970). 


RESULTS 


The course of the anxiety and depressive 
groups from key discharge to follow-up is shown 
in Fig. 1. Each group is plotted in respect of the 
proportion of improved patients in the group at 
six-monthly intervals during the follow-up 
period. The results of the comparisons made 
between the groups at each interval are shown 
in Table I. 

At the time of discharge from hospital 80 per 
cent of the depressed group and 56 per cent of 
the anxiety group were rated as improved. A 
steep fall in the proportion of improved patients 
occurred in both groups in the period immedi- 
ately after discharge; at six months only 67 per 
cent of the depressed patients and 44 per cent 
of the anxiety patients were improved, the 
difference between the groups remaining signi- 
ficant. However, one year after discharge the 
percentage of improved patients in the depressed 
group had fallen to 56 per cent while the pro- 
portion of improved patients in the anxiety 
group rose to 51 per cent; the difference ceased 
to be significant. From one year to three years 
there was a continuing trend for the depressed 
patients to improve while the condition of the 
anxiety patients pursued a more fluctuating 
course. At the time of the follow-up interview 
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Fic, 1.--Сошзе of patients with anxiety states and 
depressive illnesses during follow-up period. 
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62 per cent of the depressed group and.53 per 
cent of the anxiety group were improved; this 
difference was significant. f 

Of the 24 patients (38 per cent) in the origi- 
nal anxiety group who had a further break- 
down during the follow-up period, the diagnosis 
òf the breakdown(s) was anxiety state in 23 
cases and depressive illness in one case. Of the 
12 patients (26 per cent) in the depressive group, 
10 suffered from subsequent depressive illnesses 
and 2 from anxiety states. 

A measure, the outcome component, which reflec- 
ted the average level of adjustment of each 
patient throughout the course of the follow-up 
period, was also used to compare the prognosis 
of the two groups. The derivation of this measure 
has been described in a previous paper (Kerr et 
dl, 1972). The higher mean score of the de- 
pressed patients indicated that they had done 
better than the anxiety group. On comparing 
the distributions of the component scores of the 
two groups, the difference was found to be 
statistically significant (Table IT). 


Stats at follow-up 

The distributions of the symptoms present at 
follow-up which differentiated between the 
diagnostic groups (р < o:1) are shown in 
Table ITI. 

Panic attacks, increased vasomotor re- 
sponsiveness, frigidity and tension were signi- 
ficantly more common in the anxiety states. 
Agoraphobias and social phobias were also 
more common in this group, particularly the 
more severe forms. In the former, the anxiety- 
laden aversions apply to situations such as 
crowded places or public transport in which the 
patient dreads that he may lose control and 
attract public scrutiny; while in the latter, the 
risk or danger of being stared at, talking to 
strangers or eating in public is anticipated with 
marked distress. Derealization was confined to 
the anxiety group, and distortions of perception 
were significantly more common in these 
patients. There were no differences in relation to 
loss of weight, loss of confidence, irritability, 
intolerance to noise, initial insomnia, restless 
sleep, poor concentration, poor memory or 
emotional lability. 

The differences in relation to features com- 
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Taste I 
Course and outcome of patients with anxiety states and depressive illnesses 
Clinico-social state (percentages) 
Improved Significance 
Mean of the 
No. of Much Slightly outcome difference 
Diagnostic groups patients Wel improved improved ш score (t test) 
Key discharge às & Я д 
Anxiety state А 7 48:5 30:3 13° 2°50 ; 
Depressive illness .. 45 28-9 5I'I 1151 8:9 3-00 р < 0/905 
Six months 
Anxiety state E 66 9-1 34-8 34-8 21:2 2:92 А 
Depressive illness .. 45 35:6 31-1 17:8 6 2:85 р < 0:005 
One year 
Anxiety state $4 65 12:8 38:5 27:7 5 2:42 eg 
Depressive illness .. 45 31-1 24:4 26:7 8 2:69 P 
One and a half years 
Anxiety state б 64. 18:8 34:4 29:7 17:2 2:55 M 
Depressive illness .. 45 33:3 24:4 20-0 22:2 2:69 P 5 
Two years ave 
Anxiety state Ju 59 18- 27'1 32:2 22:0 2:42 . 
Depressive illness .. 44 38-6 27:8 25:0 gr 2°95 Be 05089 
Two and a half years а 
Anxiety state $a 5 20:7 32° 25:9 20:7 2°53 n 
Depressive illness .. — 42 38-1 31-0 23:8 gu 3:00 pope 
Three years 
Anxiety state ; 49 20°4 32°7 30°6 16:3 2:57 ; 
Depressive illness .. 32 43:8 31:3 18:8 6:3 3°13 родо: 
Three апа a half years i 
Anxiety state 45 22:2 35° '9 13'3 2°67 : 
Depressive illness 28 46:4 21:4 214 10:7 3:04 ане 
Follow-up РА d К | 
Anxiety state ; 18:2 34° 21*2 25:8 2°45 : 
Depressive illness .. 45 37:8 244 8-9 8-9 2:91 pss 085 
Taste II 


Comparison of outcome as measured by the outcome component 





Means on Significance 
Diagnostic No. of outcome F of the 
Groups patients com- ratio difference 
ponent 
Anxiety state 66 5:12 , : 
Depressive illness 45 6:07 5°75 р < 0-02 
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monly associated with depression were less 
striking; no clear differences emerged in respect 
of depressed mood, agitation, loss of energy, 
loss of interest, affective loss, pessimistic ideas, 
ideas of guilt or suicidal tendencies. 

There was a consistent tendency for the 
whole range of symptoms studied at follow-up 
to be more frequent and more severe in the 
anxiety group of patients. Moreover, it was also 
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Tase ПІ 
Symptoms present at follow-up which differentiated between 
the diagnostic groups 
Depres- 
Anxiety sive Significance 
state illness of the 
Clinical features (66) (45) difference 
% 7 
Tension: Marked 37:9 15:6 p< 0:025 
Mild 43:9 40-0 
Panic attacks: Many 13:6 о p< 0:025 
Few — 242 44 
Increased vasomotor 
response .. e 08601 244 p< 9:005 
‘Dizzy’ attacks . 94:8 178 p< 0-1 
Frigidity — .. e 4575 12870 p< 0:025 
Agora- Marked 39:4 11:1 p< o'0o25 
phobias: Mild 21:2 20:0 
Social Marked 21:29 6:7 p< 0:1 
phobias: Mild 22:7 13:4 
Derealization e 152 0 p< 0:025 
Perceptual distortions 21:2 4:4 p< 0.05 
Paranoid ideas .. 409 17:8 p< 0:025 
Hypochondriacalideas 37:9 15:5 p< 0:025 
Histrionic behaviour 16:7 2:2 p< 005 
Aggressive outbursts 51:5 17:6 p< 0:001 





evident that the differences between the groups 
were more marked in relation to some symptoms 
than to others. To determine whether this 
difference in the overall pattern of symptomatology 
was statistically significant, the 2 X 2 X t y? test 
(Woolf, 1964) was applied. This showed that 
the profiles of the symptom distributions were 
significantly different (x» = 96:7, df 55, 
р < :001), suggesting that the two groups 
differed from one another. 

An assessment was also made of the level of 
social adjustment at follow-up, expressed in 
terms of marital, occupational and interpersonal 
adaptation. This was felt to be a necessary 
complement to the clinical findings, although it 
is appreciated that social levels of adjustment are 
difficult to assess with a similar degree of pre- 
cision. There was no significant difference 
between the groups as regards marital dis- 
harmony, of which there was evidence in 55 per 
cent of the anxiety group and in 39 per cent of 
the depressive group. Impairment of occupa- 
tional efficiency was found to occur to a similar 
extent in both groups and was marked in 21 
per cent of the anxiety states and 16 per cent 
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of the depressive illnesses. Interpersonal rela- e 
tionships were judged to be impaired in 58 per 
cent of the anxiety group and 40 per cent of the 
depressed group (р < 0-05). 

A principal components analysis was performed on 
59 items which were used in the assessment of 
the current mental state. This was done in 
order to determine whether certain features 
tended to be associated with one another, and 
also to see whether the diagnostic groups could 
be differentiated by examining the distributions 
of the patients! scores along the components 
isolated. The first three components extracted 
accounted for 36 ·9 per cent of the total variance; 
the component loadings of the 53 variables are 
available on request. 

The first component accounted for 24:5 per 
cent of the variance, and was identified as a 
general component reflecting illness. The clinical 
features with the highest loadings on the 
component were: depressed mood, tension, poor 
concentration, loss of energy, pessimistic out- 
look, panic attacks, poor occupational adjust- 
ment and loss of confidence. The second com- 
ponent, which was bipolar and accounted for 
6-9 per cent of the variance, differentiated 
phobic anxiety and associated symptoms at the 
positive pole from predominantly depressive 
features at the negative pole. The items with the 
highest positive loadings were: agoraphobic 
symptorns, depersonalization, perceptual distor- 
tions, derealization and panic attacks, while the 
items with the highest negative loadings were: 
agitation, affective loss, retardation and early 
waking. The third component was bipolar, and 
accounted for 5:5 per cent of the variance. The 
features with the highest positive loadings were 
predominantly social phobias, while the features 
with the highest negative loadings included 
conversion symptoms, histrionic behaviour and 
aggressive outbursts. In addition, current physi- 
cal illness had a high positive loading along the 
component, while somatic symptoms of func- 
tional origin had high negative loadings. 

'The means of the distributions of the scores 
of the patients along the three components were 
examined in relation to the diagnostic groups. 
On comparing the means of the scores of the 
anxiety and depressive patients along the first 
component, a highly significant difference was 
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» obtained (Table IV), indicating that the 
patients with anxiety states were significantly 
more disabled by symptoms than the depressed 
patients at follow-up. A comparison of the 
mean scores of the diagnostic groups along the 
second (‘phobic anxiety-depression’) component 
revealed a highly significant difference, suggest- 
ing that the groups could also be differentiated 
on the basis of the type of symptomatology pre- 
sent at follow-up. No clear difference was 
found between the mean scores of the anxiety 
and depressive patients along the third com- 
ponent. 


DISCUSSION 


That anxiety is an integral part of depressive 
states is recognized both by psychoanalytical 
(Bibring, 1953; Zetzel, 1953; Kolb, 1965) and 
classical descriptive psychiatrists (Kraepelin, 
1921; Schneider, 1955). The prominence of 
anxiety in depressive illness has also emerged in 
studies on depressed patients in which factor 
analytic methods were employed (Hamilton, 
1960; Hordern et al., 1965; Spitzer et al., 1967). 
In a previous study of the present series of 
patients, the symptoms of anxiety and depression 
were found in a high proportion of cases in both 
diagnostic groups. However, with the aid of a 
wide range of items drawn from an adequate 
span of clinical features, as well as historical and 
personality data, a satisfactory degree of separa- 
tion of anxiety states and depressive illness 
could be demonstrated (Roth et al., 1972). 

The present follow-up, which was carried out 
without prior knowledge of the diagnosis of the 
original illness, showed that patients who had 
been admitted to hospital with anxiety states 
did significantly less well than those with de- 
pressive illnesses. Furthermore, the nature of the 
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symptomatology present in the two groups at 
follow-up was found to differ. This was shown in 
part by the significant differences in respect of 
certain individual features. Further support was 
given by the highly significant difference be- 
tween the mean scores of the groups along the 
‘phobic-anxiety—depression’ component; this 
difference was largely accounted for by the 
patients in the anxiety group with residual 
phobic disabilities, However, the strongest 
evidence in favour of a qualitative distinction 
was provided by the highly significant difference 
between the overall patterns of symptomatology. 

Examination of the symptoms present at 
follow-up showed that it was those generally 
associated with anxiety that differentiated 
between the two groups (Table III). Prominent 
among these were such symptoms as agorapho- 
bias, depersonalization, derealization and per- 
ceptual distortions, the close inter-relationship 
of which was demonstrated by the principal 
components analysis. The tendency of these 
features to cluster together gives support to the 
validity of the phobic anxiety syndrome de- 
scribed by Roth (1959). That this could be 
demonstrated four years after the original illness 
also indicates the tendency of the disorder to 
persist. 

In contrast, features associated with de- 
pression failed to discriminate between the 
groups. This could in part be related to the 
better outcome of patients with depressive ill- 
ness and to the disappearance of features 
specific for depressive illness such as retardation, 
early waking and delusions. Furthermore, the 
anxiety states of long-standing tended to acquire 
prominent depressive symptoms with the passage 
of time. 

In addition, it has been reported previously 





Taste IV 
Comparison of the component scores based on symptoms at follow-up 
Component 1 Component 2 Component 3 
Diagnostic No. of 
groups patients Significance of Significance of Significance of 
Mean the difference Mean the difference Mean the difference 
Anxiety state 66 5:94. 


Е = 9:50р «0:005 


Depressive illness 45 7°13 


74 
F = 20:5 p < o-oot F = 0:98 n. 


7°42 7°71 








180 


that, when the anxiety states and depressive 
illnesses were examined separately, the items 
of predictive value in the two disorders were 
found to be entirely different (Kerr et al. 1970). 
This finding provides further evidence in favour 
of making a diagnostic differentiation between 
the two conditions. 

Examination of the diagnoses of breakdowns 
occurring during the follow-up period revealed 
little in the way of diagnostic cross-over; the 
clinical features closely paralleled those of 
the original illness. This finding lends support to 
the distinction between anxiety statesand depres- 
sive illnesses. 

Evidence from recent genetical, physiological, 
psychological and therapeutic studies is also 
relevant to this issue. The genetical inquiries of 
Slater and Shields (1969) have suggested that 
anxiety states differ from other forms of neurotic 
illness in having some measure of genetic specifi- 
city. In an investigation of patients with anxiety 
and depression, Kelly and Walter (1969) found 
differences in the rate of forearm blood flow. A 
study in which the Maudsley Personality 
Inventory was administered to the present group 
of patients has been reported elsewhere (Kerr, 
Schapira et aL, 1970). This showed that the 
anxiety states had significantly higher neuro- 
ticism scores and significantly lower extraversion 
scores than the depressive illnesses, both during 
the original illness and at follow-up. Further- 
more, a study of treatment revealed significant 
differences between the two groups in relation 
to therapeutic practice and treatment response 
(Gurney et al., 1970). 

The different treatments given to the two 
groups raises the problem of their possible 
contribution to the observed differences in 
prognosis. The clinician in charge of the patients 
prescribed treatment entirely independently of 
the research team, and therefore randomization 
was neither possible nor, in the light of subse- 
quent findings, justifiable. Nevertheless, the 
length of the follow-up period was such as to 
minimize the influence of treatment prescribed 
during the key illness. 

The implications of the present findings and 
those of other studies discussed above are 
difficult to reconcile with a unitary concept of 
affective disorder. The differences in prognosis 
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between anxiety states and depressive illnesses , 
validate the initial diagnostic differentiation of 
the two conditions based on specific clinical 
criteria (Roth «t al., 1972), and are in accord 
with their view that patients with anxiety states 
form a less stable population. It would seem 
desirable that this diagnostic distinction should 
be taken into account in the design of bio- 
chemical studies and clinical trials. 


SUMMARY AND CONGLUSIONS 

A prospective follow-up study of a series of 126 
patients admitted to hospital with affective 
disorders is described; 66 patients had been 
diagnosed as suffering from anxiety state and 
45 patients from depressive illness. The assess- 
ment of outcome was made by two of the 
authors who did not interview the patients 
during the original illness and were unaware of 
the diagnosis. The course and outcome of the 
two diagnostic groups throughout the follow-up 
period was determined; in addition, a detailed 
assessment was made of the clinical state at 
follow-up. The mean duration of the follow-up 
period was 3:8 years. 

It was found that patients with depressive 
illness had a significantly better prognosis than 
those with anxiety states in terms of global 
adjustment, both during the follow-up period 
(outcome component) and at the time of the 
follow-up interview. Moreover, significant 
differences were found in relation to the kind 
of symptoms present in the two groups at 
follow-up. 

Examination of the diagnoses of breakdowns 
occurring during the follow-up period showed 
that diagnostic cross-over between the two 
groups was exceptional. 

These findings suggest that a distinction 
between anxiety states and depressive illnesses 
is both valid and useful, and independently 
confirm the differentiation between the syn- 
dromes made 3°8 years previously on the basis 
of the initial clinical observations. 
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The Relationship of the Syndromes Called Endogenous and 
Neurotic Depression 


By L. G. KILOH, GAVIN ANDREWS, MEGAN NEILSON and G. N. BIANCHI 


The classification of depressive illness con- 
tinues to be a subject for dispute. Studies in 
many areas support the view that there are two 
distinct forms of depression, but until techniques 
of multivariate analysis became available it was 
difficult to obtain definite support for either the 
unitary or the binary view. 

This paper is one of a series of reports of 
a study of depressive illness designed to recon- 
sider the problems of classification. One of the 
aims of this work was to replicate as closely as 
possible early studies of depression using multi- 
variate analysis, including those of Grinker et al. 
(1961), Hamilton and White (1959), Carney, 
Roth and Garside (1965) and Kendell (1968). 
As an initial step it seemed desirable to repeat 
the study by Kiloh and Garside (1963) and to 
consider the unsuccessful attempt of McConaghy 
et al. (1967) to replicate the Kiloh and Garside 

It is the methodology of these studies that is 
under investigation, for clearly the patients 
cannot be matched. Indeed, substantial differ- 
ences exist. The earlier study was carried out in 
Newcastle upon Tyne, a high proportion of 
those studied being out-patients. The current 
study was undertaken on in-patients at a general 
hospital psychiatric unit in Sydney, whilst 
McConaghy’s patients were private out-patients 
from Melbourne. 


I. METHOD 


In the Newcastle study 35 clinical features 
were analysed. Product moment correlations 
between each of these features were calculated, 
and a simple summation factor analysis (Burt, 
1940) was carried out. Two factors were ex- 
tracted, and the correlation was calculated 
between diagnosis and each feature. It was 
considered that the first factor was a general 
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factor, so that the first factor loading indicated 
the extent to which each feature was related to 
the features as a whole, that is, to depressive 
illness as defined by the sum of the 35 features. 
The bipolar second factor, it was believed, 
differentiated between neurotic and endogenous 
depression. 

In the present study, the same 35 features 
were analysed by the method of principal 
components rather than by the simple sum- 
mation method, which although easier to com- 
pute is not as efficient a technique of condensa- 
tion. The method of principal components, 
which by definition maximizes the variance 
explained by each successive factor, has become 
a preferred technique of analysis now that the 
computational time and labour have ceased to 
be prohibitive (Harman, 1967; Nunnally, 1967). 

The 35 items analysed by Kiloh and Garside 
(1963) were embedded within a larger psychi- 
atric interview which has been reported in 
detail by Kiloh, Andrews, Bianchi and Neilson 
(1972). 

The project was conducted between April 
1966 and March 1970. A total of 292 patients 
were studied. Of these, 145 suffered from 
depressive illnesses. The remainder constituted 
a comparison group representative of other 
psychiatric admissions to the Unit, and are not 
further considered in this paper. Because of the 
elaborate nature of the investigation, it was not 
possible to study a consecutive series of ad- 
missions. There were periods during which 
members of the study group were on vacation, 
when admission to the study was suspended. 
On any one day the capacity of the team was 
one new patient. The only bar to inclusion was 
an inability to communicate due to clouding of 
consciousness, intellectual defect or inadequate 
knowledge of English. If a choice of patients 
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presented, the one most recently admitted was 
selected. Upon acceptance into the study treat- 
ment was suspended. Data collection and testing 
began the next day and continued for two days. 

The psychiatric interviews were all conducted 
by the same psychiatrist on the morning of the 
first study day. They were tape-recorded and 
later scored independently by two other 
psychiatrists. The interview was free-flowing 
to begin with, slowly becoming more structured. 
Sixty-three questions required direct replies 
from the patient, and there were 66 judgement 
items in which each psychiatrist had to make a 
clinical assessment using а 0—3 point scale. A 
number of background variables were also 
recorded. Of the 35 items relevant to the 
present report, 9 were direct questions, 23 
judgement items, and 3 were background 
variables, namely age, sex, and marital status. 

During the week following the interview the 
three psychiatrists met with the project's social 
worker, who in the meantime had interviewed 
the patient's relatives. Item scores were the 
cumulative interview ratings, amended if neces- 
sary in the light of new information obtained 
by the social worker. The cumulative scoring 
method resulted in all items apart from the 
background variables being scored on a 0-9 
scale. 


II. REPLICATION or THE NEWCASTLE STUDY 


The factor loadings of the Kiloh and Garside 
study and the first factor obtained by a principal 
components analysis of their correlation matrix 
are shown in Table Ia. It can be seen that there 
is little difference between the results obtained 
by the two techniques. It is important to note 
that with the principal components method the 
bipolar factor is the first factor, as it accounts 
for the greatest variance. Kiloh and Garside 
(1963) and Eysenck (1970) have noted that 
the appearance of the bipolar factor in the 
original study as the second factor was an 
artifact of the summation analysis technique. 

In the Sydney material the same 35 items 
were analysed by the principal components 
method, with unity in the leading diagonal. 
The scores were restructured on the basis of the 
definitions used in the Newcastle study and 
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were assigned values of zero or one. A principal 
components analysis of the Sydney data scored 
according to the Newcastle criteria produced a 
first factor similar to that derived from the 
Newcastle data (Table Ia). Table Ib is a re- 
arrangement of Table Ia, showing only those 
items which have negative or positive loadings 
greater than 0*3. The results ofa similar analysis 
of the untransformed Sydney data (i.e. scored 
on a 0-9 scale) are also displayed for comparison. 

In order to obtain a quantitative assessment of 
the similarity between factors resulting from the 
Newcastle study and the Sydney study, the 
method of Ahmavaara (cit. Hamilton, 1967) 
was used. This method provides a comparison 
of two sets of factors which define subspaces in 
the same variable space by calculation of a 
transformation matrix which attempts to rotate 
one set of factors into approximately the same 
position as the other set. Perfect correspondence 
is indicated by an identity transformation 
matrix. When the correspondence is imperfect, 
high resemblance between two factors is indi- 
cated by a near unity element in the transforma- 
tion matrix. 

A principal components analysis of the 
Newcastle data produced 13 components with 
eigenvalues greater than one, whilst the Sydney 
data gave rise to 12 components with eigen- 
values greater than one. These latter 12 com- 
ponents were compared with the first 12 
Newcastle components by the method of 
Ahmavaara. A 12 X 12 transformation matrix 
was calculated and normalized row-wise, the 
rows representing the Newcastle factors and 
the columns representing the Sydney factors. 
The first two elements in the leading diagonal 
of this matrix have values greater than 0:9, 
indicating high correspondence between the 
first and second components derived from each 
study (see the two-by-two submatrix given in 
Table П). The next highest value is 0-75 
indicating some resemblance between the third 
Sydney factor and the ninth Newcastle factor. 
АН other elements have values below 0:65. 

‘The results of the Newcastle and Sydney 
studies are therefore comparable in so far as 
the first two factors from each study appear 
very similar. Subsequent factors in both studies 
are without evident clinical meaning, and the 
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TABLE Іа 
Sydney Sydney 
Newcastle principal principal 
Newcastle principal components components 
Variable summation components analysis analysis 
analysis analysis 0—1 scoring 0—9 scoring 

Factor ЇЇ Factor I Factor I Factor I 

1. Age > = 40 —0:250 —0:322 —0'654 —0:736 
2. Female sex —0*007 —0:016 0:099 0:076 
3. Married .. —0:064 —0:126 —0'353 —0'333 
4. Anxious (pers) 0:156 o: 180 —0:022 0:046 
5. Obsess (pers)... 0-201 0:220 —0-:483 —0'519 
6. Reactive dep (pers) 0:911 0:356 0:495 0:548 
7. Hysterical (pers) VA T i 0:409 0'506 0'405 0:518 
8. Inadequate (pers) e 2, T 0'315 0:425 0'437 0'450 
9. Previous attacks 2s 00 —0e2817 —0:236 —0:328 —0: 322 
10. Duration < == I year .. " .. —07342 —0:398 —0*195 —0*197 
її. Sudden onset .. ee iu 4 0-179 0-226 0-205 0:132 
12. Precipitation .. у s um 0:476 0*509 0:764 0-806 
13. Depth of dep’n .. —0:369 —0:992 —0'559 —0:622 
14. Quality of дерп bs m ..  —0:389 —0:456 —0'437 —0'554 
15. Reactivity of dep'n X Е га 0:605 0:664 0:605 0:761 
16. Dep’n worse in a.m. .. ate 2.0 7707581 —0:545 —0:448 —0:503 
17. Dep’n worse in p.m... EN = 0-170 0:224 0*197 0:159 
18. Guilt m s —0:198 —0:119 —0:279 —0:339 
19. Retardation —0:547 —0:505 —0:644 —0:678 
20. Agitation Lx р. —0-170 —0:076 —0:446 —0*519 
21. Weight loss > = 71р... —0: 315 —0*325 —0:056 —0'149 
22, Suicidal ideas gs —0: 133 —0:038 0:360 0:250 
23. Suicidal attempts = m 900 — 0-281 —0:194 0:407 0:246 
24. Subjective anxiety en Es a 0:075 0:136 —0:116 —0°204 
25. Phobias .. us p^ be bea 0-166 0:201 —0'025 —0:077 
26. Irritability 0:172 0:274 0:452 0:537 
27. Failure concentr'n —0:258 —0: 145 —0'353 —0:269 
28. Hypochondriasis 0:120 0:224. —0:222 —0'219 
29. Hysterical features 0:366 0:442 0:331 0:343 
30. Self pity .. 0:322 0-406 0:951 0:378 
31. Paranoid —0-:080 —0'025 0'14ї 0:164 
32. Variability ‘ 0:386 0:502 0:528 0-581 
33. Initial insomnia . . 0:297 0-941 —o-196 —0:228 
34. Restless sleep 0.145 0-216 —0:318 —0:229 
35. Early awakening —o-692 —0-722 —0'573 —0:649 
Amount of total variance explained .. 10: 194, 12-49% 16:1% 19:0% 





failure to find high similarity between pairs of 
these factors is not considered important. 

From Table Ib it may be seen that bipolar 
first factors have been obtained from both 
Sydney and Newcastle studies which group items 
considered to be indicative of endogenous 
depression separately from those indicative of 
neurotic depression. In the Sydney material 
increasing age is strongly associated with the 
‘endogenous’ cluster of items, and the possibility 


that the bipolarity represents elderly depressives 
versus younger depressives cannot be ignored. 
To clarify this matter the effects of age were 
partialled out of the correlation matrix formed 
from the original Sydney data (0-9 scoring), and 
the principal components analysis was repeated. 
A bipolar factor was again obtained without 
any change in the two opposing clusters of 
items with the highest positive or negative load- 
ings on the factor. Although the mean age for 
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Comparison of factors by the method of Ahmavaara 
2 X 2 submatrix of the 12 X 12 normalized 
transformation matrix 





Sydney factors 

I II 
Newcastle I 0:93 —0:01 
factors п 0°05 0°92 





the depressive episode is 54 years in those 
patients considered to have an endogenous 
illness, age alone is not the characteristic that 
separates one cluster of items from the other. 
In an earlier Australian study of private out- 
patients McConaghy et al. (1967) failed to find 
any separation of the groups of items regarded 
by Kiloh and Garside as characteristic of 
neurotic and endogenous depression. Their 
study has been widely quoted on this account. 
Perhaps their failure may be offset by the 
success of the present study also carried out on 





origin. 


III. IMPLICATIONS OF INDEPENDENCE 


In the Newcastle study a bipolar factor was 
obtained. Items typifying endogenous and 
neurotic depression were concentrated at each 
end of the factor, and Kiloh and Garside 
failed to demonstrate any separation of these 
groupings upon rotation. They concluded that 
‘the bipolar second factor differentiates between 
endogenous and neurotic depression’ (Kiloh 
and Garside, 1963, p. 455) but never laid claim 
that the conditions were independent, although 
the word independence was used provocatively 
in the title. When conditions are independent 
the occurrence of one has no relation to the 
occurrence or absence of the other. When 
variables cluster at either end of a bipolar 
factor this indicates that these clusters are 
mutually exclusive, not independent. In the 
literature on classification of depression the 


"TABLE Ib d 
Sydney Sydney 
Newcastle Newcastle principal components principal components 
summation analysis principal components analysis analysis 
analysis 0—1 scoring 0—9 scoring 

Reactivity of дерп — 0:605 Reactivity of дерп — 0:664 Precipitation 0:764 Precipitation 0: Bo6 
Precipitation 0:476 Precipitation 0:509 Reactivity of дерп 0-605 Reactivity of dep'n 0-761 
Hysterical (pers) 0-409 Hysterical (pers) 0:506 Variability 0:528 Variability 0:581 
Variability 0:986 Variability 0:502 Reactive dep (pers) 0:495 Reactive dep (pers) 0:548 
Hysterical features 0:366 Hysterical features 0-442 Irritability 0:452 Irritability 0:537 
Self pity 0:822 Inadequate (pers) 0:425 Inadequate (pers) 0:497 Hysterical (pers) 0:518 
Inadequate (pers) 0:915 Self pity 0:406 Suicidal attempts 0:407 Inadequate (pers) 0-450 
Reactive dep (pers) 0:811 Reactive dep (pers) 0:356 Hysterical (pers) 0:405 Self pity 0:378 
Initial insomnia o'341 Suicidal ideas 0:360 Hysterical features 0:343 

Self pity 0*831 

Hysterical features 0' 9331 
Weight loss  —71b —0:315 Age 40 >= —o'322 Restless sleep —0':812 Previous attacks —0:322 
Duration < =1 year —0:34з Weightloss > =71Ь —0:325 Previous attacks —o-328 Married —0:333 
Depth of дерп —o-369 Depth of dep’n —0:392 Married —0:353 Guilt —0:339 
Quality of dep’n —0:389 Юшайоп < =1 year —0:398 Failure concentr’n —0-353 Dep’n worse in a.m. —0:503 
Dep’n worse in a.m. —0:531 Quality ofdep’n —o-456 Quality ofdep’n —0:43) Agitation —0:518 
Retardation —0:547 Retardation —0-505 Agitation —0'446  Obsess (pers) —0'519 
Early awakening —o-692 Dep’n worse in a.m. —0:545 — Dep'n worse in a.m. —0:448 Quality of depn — —0:554 
Early awakening | —0:722  Obsess (pers) —o'483 Depth of dep'n —0: 622 
Depth of dep’n —0:559 Early awakening | —0:649 
Early awakening |^ —0:579 Retardation —0:678 
Retardation —0:644 Age —o-736 

Age > =40 —o' 654 

Taste П an Australian material but of a more diverse 
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term independent has been used loosely as measures are likely to be appropriate and the 
descriptive of the binary viewpoint. probable outcome’ (Kendell, 1968, p. 72). 
Kendell has advocated a continuum model for Kendell’s compromise model did not solve 
depressive illness whereby patients could be the unitary/binary argument. Eysenck (1970) 
‘assigned a position on this continuum by pointed out that support for the binary argu 
calculation of their diagnostic index score огап ment would be indicated in factor analytic 
analogous parameter like the Newcastle diag- terms by 
nostic score . this provides a great deal of 
useful information about the patient—the broad, , 
nature of his symptoms, what therapeutic 


a simple general factor with positive loadings 
throughout and in addition an equally large or larger 
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Fio. 1.—Principal components analysis of the Sydney correlation matrix: plot of the loadings of the 35 variables on 
unrotated factors I and II. The positions of the factors are shown afler varimax rotation. (Variables are represented 


by the numbers given in Table Ia.) 
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bipolar factor, with positive loadings for those items 
characteristic of one type of depression, and negative 
items characteristic of the other type. Rotation to 
simple structure, whether orthogonal (Varimax) or 
oblique (Promax), would lead to two independent 
factors having two loading patterns, the one for 
endogenous items and the other for reactive items’. 


The present data as originally scored (0-9 
scoring) give a bipolar first factor, accounting 


for 19 per cent of the variance. The second* 
factor is not considered to be a general factor. 
Even when the negatively loaded items are 
reflected, the result does not appear to be a 
general factor of depression either in terms of 
the importance of the 'severity of depression' 
variable, or in clinical terms, or in terms of 
the amount of variance explained (see Fig. 1). 
When the first two factors of the matrix were 


ТАвгв Па 
Principal components analysis of correlation matrix about the origin 











Variable 
I 

1, Age ‘ 0:923 
2. Female sex 0-852 
3. Married .. 0:870 
4. Anxious (pers) .. 0:742 
5. Obsess (pers) .. 0:674 
6. Reactive dep (pers 0-729 
7. Hysterical (pers) 0-508 
8. Inadequate (pers) 0:410 
9. Previous attacks . . o- 708 
10. Short duration .. 0:851 
11. Sudden onset 0:712 
12, Precipitation — .. o-8oo 
13. Depth of dep’n .. 0* 964. 
14. Quality of dep'n 0.703 
15. Reactivity of dep’n E m ac 0-809 
16. Dep'n worse in am. .. v4 n 0:659 
17. Dep’n worse in p.m. 0:520 
18. Guilt zí А 0:669 
19. Retardation 0:687 
20. Agitation 0-620 
21. Weight loss 0:863 
22, Suicidal ideas 0-810 
23. Suicidal attempts 0*595 
24. Subjective anxiety 0*943 
25. Phobias . 0:524 
26. Irritability 0:665 
27. Failure concentr'n 0:912 
28. Hypochondriasis 0:466 
29. Hysterical features 0-442 
30. Self pity .. Я 0-890 
31. Paranoid 0:460 
32. Variability 0:776 
33. Initial insomnia . . 0-815 
34. Restless sleep 0-763 
35. Early awakening 0:694 
Amount of total variance explained 53:496 





Unrotated factors — Varimax rotation 


Oblique rotation 











II I II I П 

—0:247 0:860 0:416 0:856 0:167 
0:039 0-619 0:587 0:530 0443 
—0'149 0:756 0:456 0:726 0:248 
0-041 0:535 0:516 0:456 0'394 
—0' 387 0:763 0:148 0:826 —o-I01 
0*40I 0:289 o: 780 0:097 0:777 
0:497 07059 0:709  —0'144 0:777 
0:486 —0:007 0:656  —o:199 0:718 
—0:207 0:672 0:306 0:675 0:109 
—0-:058 0-682 0:512 0:625 0'337 
0:093 07478 0:536 0:385 07435 
0:477 0:204. 0:884 0-070 0:802 
—0:142 o-822 0:522 0:782 0:299 
—0:976 0:778 0:175 0:895  —0:076 
0*390 0:357 0-824. 0:161 0-803 
—0: 388 0:752 0:137 0:817  —o'r10 
0-192 0:268 0-485 0:161 0:452 
—0'241 0:664 0:255 0681 0-054 
—0 464. 0-823 0:098 0:910 —0.179 
—0:390 0:724 — O'IIO 0:793 —0*131 
—0*055 0:689 0-522 0:630 0:346 
0:194. 0:486 0:677 | 0:352 0'591 
0-266 0:277 0:590 0:139 0:567 
—0:044 0:742 0:588 0-673 0:395 
—0:047 0:428 0:307 0.396 0:105 
0:431 0:221 0:761 0.024, 0:779 
—0:079 0:742 0:596 0:686 0:343 
—0'205 0:486 0:149 0*510  —0*:003 
0:360 0-099 0:561  —0:055 0*597 
0:187 0:552 0:724. 0°413 0-621 
0: 198 0'219 0'451 o'II5 0'430 
0:365 0:348 0: 784 0:163 0:760 
—0-:107 0-687 0:452 0-648 0:268 
—0*117 0:654 0'410 0-624 0-232 
—0:469 0:828 0+ 104, 0914  —0:174 
8:695 34:3% 278% 32:0% 21:996 
(direct) (direct) 
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* rotated by the varimax (Kaiser, 1958) and 
oblique methods (Jennrich and Sampson, 1966) 
there was no weakening of the mutually exclusive 
relationship between items regarded as indi- 
cative of neurotic depression and those con- 
sidered indicative of endogenous depression. 
The varimax technique rotated the axes only 
eight degrees. The oblique technique achieved 
exactly the same rotation, and the factors 
remained orthogonal. 
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A bipolar factor may fail to separate upon 
rotation if there is an absence of a general 
factor within the material. When it is apparent 
that the subjects studied share a common 
characteristic, failure of a general factor to 
emerge may be caused by restriction of the 
sampling range of the common characteristic. 
In this material the characteristic is the presence 
of depression. 

Artificial range restriction will occur when the 
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Fro. 2.—Principal components analysis of the Sydney correlation matrix now formed about the origin: plot of the 
loadings of the 35 variables on unrotated factors I and II. The positions of the factors are shown after varimax and 
oblique rotations. (Variables are represented by the numbers given in Table Ша.) 
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data are ipsatized (Horst, 1965). In ipsatized 
material the items have a mutually exclusive 
quality so that patients can score positively on 
one or the other but not on both. In fully 
ipsatized material the sum of scores for each 
patient is constant. Although not intended, 
observer bias due to the raters’ expectation that 
patients should score on either endogenous or 
neurotic items, but not both, could have 
produced some ipsatization. 

Range restriction will also occur if sampling is 
confined to a population preselected from a 
larger population by the extent to which a 
common characteristic is present. In the present 
study the depressive sample was obtained, not 
from the population at large, nor from a com- 
munity study of depressive illness, but only 
from those depressives admitted to a general 
hospital. 

One method by which a general factor may 
be produced from such a material is to construct 
the correlation matrix around zero as the origin, 
rather than around the means of the variables. 
When this was done, the first factor was a 
general factor accounting for 53 per cent of the 
variance and the second factor was bipolar (see 
Table Ша and Fig. 2). Rotation both by the 
varimax and by the oblique techniques pro- 
duced two factors descriptive of endogenous 
and neurotic depressive illness. Factor loadings 
greater than 0:6 are displayed in Table IIIb. 
The oblique factors are separated by 58°, 
equivalent to 0:53 correlation.* 


* An alternative technique to produce the required 
general factor, to which our attention was drawn by 
Mr. Kevin Bird of the School of Applied Psychology, 
University of N.S.W., is to add a matched sample of non- 
depressed people. One-hundred-and-forty-five ‘artificial 
patients’ were introduced, each matched for age, sex and 
marital status with onc of the 145 depressives and given 
zero scores on all other items, The data from the resulting 
290 ‘patients’ were factor analysed. The first factor had 
no negative loadings, loaded highly on severity and 
accounted for 35 per cent of the variance; we judge it to be 
a general factor. The second factor was a bipolar factor 
similar to that obtained in the earlier analysis of the 145 
true patients and accounted for 12 per cent of the variance. 
A varimax rotation was performed and two orthogonal 
factors typifying endogenous and neurotic items were 
obtained at 43° from the original axes. Although the 
addition of mythical patients is highly unusual to say the 
least, it is of interest that the results are comparable to 
those described above. 


Tape IIIb » 


Principal components analysts of correlation matrix about the origin 
Unrotated factors 


I Previous attacks 0:708 
Depth of dep'n 0:964 Quality of dep'n 0-703 
Subjective anxiety 0*943 
Age 0:923 II 
Failure concentr'n 0:912 Hysterical (pers) 0-497 
Self pity 0:8go Inadequate (pers) o: 486 
Married 0:870 Precipitation 0:477 
Weight loss 0:863 Irritability 0:491 
Female sex 0:852 Reactive dep (pers) 0:401 
Short duration о:85т Reactivity of depn — 0:390 
Initial insomnia 0:015 Variability 0:365 
Suicidal ideas o'8ro Hysterical features о: 360 
Reactivity of depn 0-809 
Precipitation обоо Abnormal quality —0:376 
Variability 0:776 — Obsess (pers) —o: 387 
Restless sleep 0:763 — Dep'n worse in a.m. —o- 388 
Anxious (pers) 0:742 Agitation —0:890 
Reactive dep (pers) 0:729 Early awakening —0:463 
Sudden onset 0:712 Retardation —0* 464 


Varimax rotation 


I Previous attacks 0:672 
o:860 Guit 0:664 
Early awakening 0:828 Restless sleep 0:654 
Retardation 0:825 Female sex 0-619 
Depth of dep'n 0:822 
Quality of dep'n 0:778 П 
Obsess (pers) 0:763 Precipitation 0: 884 
Married 0:756 Reactivity ofdep’n 0-824 
Dep'n worse in a.m. 0:752 Variability 0:784 
Subjective anxiety 0:742 Reactive dep (pers) 0-780 
Failure concentr’n 0:742 Irritability 0:761 
Agitation 0-724 Self pity 0-724 
Weight loss 0:689 Hysterical (pers) 0:709 
Initial insomnia 0:687 Suicidal ideas 0:677 
Short duration 0:682 Inadequate (pers) 0:656 





Oblique rotation 


I Initial insomnia 0:648 
Early awakening 0:914 Weight loss 0:630 
Retardation 0:910 Short duration 0:625 
Age o:856 Restless sleep 0:624. 
Quality of dep’n 0:895 
Obsess (pers) 0:826 II 
Dep’n worse in алш. 0:817 Precipitation о: 892 
Agitation 0:793 Reactivity ofdep’n 0-803 
Depth of dep’n 0:782 Irritability 0:779 
Married 0:726 Hysterical (pers) 0:777 
Failure concentr'n 0:686 Reactive dep (pers) 0:777 
Guilt o:681 Variability 0:760 
Previous attacks 0:675 Inadequate (pers) 0:718 
Subjective anxiety 0:678 Self pity о-621 
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. IV. Tug. NATURE OF THE RELATIONSHIP 
BETWEEN ENDOGENOUS AND NEUROTIC 
` DEPRESSION 


Eysenck (1970) considers that the unitary 
view of depression is singularly without evi- 
dence and that a binary or even more developed 
view seems to be the more probable. A method 
of displaying the relationship between the 
entities is to plot patients factor scores on the 
bivariate surface demarcated by the neurotic 
and endogenous factor directions. 

Fig. 3 represents such an attempt, the patients 
being identified by their clinical diagnoses. 
These diagnoses were reathed at the conclusion 
of their period of stay in hospital. It may be 


OBLIQUE П 
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seen that clinical diagnosis has effectively sepa- 
rated patients with high scores on the neurotic 
factor from those with high scores on the 
endogenous factor. 

Eysenck further suggests that if both condi- 
tions were dimensional the distribution of each 
would approximate a normal distribution, whilst 
if both were categorical cases would cluster 
around a point on each of the respective axes. 
From Fig. 3 it would seem that at least one of 
the conditions is a dimensional illness, for 
otherwise some clear separation of the two 
groups would be evident, but from this material 
it is not possible to ascertain whether or not 
both are dimensional. In Fig. 3 those diagnosed 


PATIENT DIAGNOSIS 
o Neurotic Depression 
e Endogenous Depression 


OBLIQUE 1 


Fic. 3.—Principal components analysis of the Sydney correlation matrix about the origin: plot of patients’ factor 

scores on oblique factors І and II. Patients are identified by their clinical diagnoses made before results of this 

analysis were available. Re-examination of the clinical pictures confirms that the two aberrant cases were mis- 
diagnosed. 
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as endogenous depressives do tend to cluster 
rather more tightly, as might be expected from 
a categorical illness, whilst the neurotic de- 
pressives are more spread out. 

Eysenck (1970) concluded that in his opinion 
both conditions are dimensional, and for 
simplicity chose not to discuss the possibility 
that one might be categorical and the other 
dimensional. The speculation above that endo- 
genous depression has the quality ofa categorical 
illness whilst neurotic depression is an expression 
of a dimension of personality is consistent with 
clinical observation. If this is so, clear cut 
diagnoses might frequently prove impossible to 
achieve, for although cases of primary neurotic 
depression would not be expected to show 
endogenous features, patients with endogenous 
depression and possessing the requisite pre- 
morbid personality dynamics might be expected 
to respond to their endogenous illness with 
neurotic mechanisms and symptoms. Ifsuch were 
the case, the two forms, although distinct 
syndromes, would not be ‘independent’ because 


they would be associated more frequently than » 
would be expected by chance. Such an associa- 
tion would clearly create diagnostic problems in 
the individual case, as pointed out by Kraines 
1957). 

Separate principal components analyses of 
data from patients diagnosed as being endo- 
genously depressed and neurotically depressed 
were carried out. The first factor in each analysis 
was bipolar. Factors II, III and IV from the 
endogenous depression data appeared to have no 
clinical significance. Relevant loadings on the 
four factors are displayed in Table IV. The 
second, third and fourth factors in the matrix 
obtained from the neurotic depressives appear 
to illustrate three meaningful categories of 
patients (see Table V). The second describes 
the young patient with a personality disorder, 
who is seldom well and becomes depressed 
under the weight of his inadequate ego defence 
mechanisms. The third describes the appearance 
of anxiety and depression in response to a 
precipitant, usually of the nature of object loss. 


Taste IV 
Principal components analysis (unrotated) 
69 Endogenous depressives 
I п HI IV 
Depth of dep’n 0:555 Suicidal ideas 0:655 Agitation 0°673 Weight loss 0:481 
Early awakening 0:482 Guilt 0:613 Initial insomnia 0:518 Inadequate (pers) 0:474 
Retardation 0:473 Depth of dep'n 0:587 Subjective anxiety 0:517; Reactive dep (pers) 0:431 
Quality of dep’n 0:459 Phobias 0:485 Hypochondriasis 0:448 Previous attacks 0:426 
Previous attacks 0:412 Paranoid 0:460 Self pity 0-418 Anxious (pers) 0*420 
Dep’n worse іп a.m, 0:411 Suicidal attempts 0:459 Early awakening 0:408 Hysterical (pers) 0* 344. 
Short duration 0:971 Failure concentr'n 0-391 Restless sleep 0:895 Suicidal attempts 0:922 
Lrritability 0:970 Anxious (pers) 0:308 Quality of dep'n 0:302 
Precipitation 0+ 326 
Retardation 0*gII 
4 Hypochondriasis —0:302 Previous attacks —0* 306 Paranoid —0'331 
Phobias —0:368 Married —0: 362 Obsess (pers) —0:434 
Inadequate (pers) —o-423 Short duration --0:386 
Variability —o:441 Female sex —0- 998 
Reactive dep (pers) —o-444 Age —0*499 
Self pity —0:446 


Hysterical (pers) —0:544 
Hysterical features —0:559 
Precipitation —0:611 


Amount of total variance 
explained Я 
12:7% 10:1% TI% 6:476 
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. Taste V 
* Principal components analysis (unrotated) 
76 Neurotic depressives 
I II HI IV 

Reactivity of дерп 0-680 Suicidal ideas 0:625 Sudden onset 0:554 Inadequate (pers) 0:691 
Precipitation 0:496 Subjective anxiety 0:615 Previous attacks 0:502 Restless sleep 0:485 
Short duration 0:894 Failure concentr'n 0:564 Self pity 0:497 Paranoid 0:388 
Inadequate (pers) 0:927 Variability 0414 Precipitation 0:489 Reactive dep (pers) 0:338 
Initability o:312. Self pity 0:413 Reactive dep (pers) 0-415 Irritability 0+ 306 

Suicidal attempts 0:409 Anxious (pers) 0+ 404 

Hysterical features — 0:403 Short duration 0:366 

Phobias 0:402 Phobias 0:356 

Paranoid 0°994 

Hysterical (pers) 0:372 

Irritability 0:961 

Reactive dep (pers) 0:326 

Guilt 0:317 
Married —0':812 Аре —0:965 Sudden attempts --0:355 Female sex —0:653 
Restless sleep —0:877 Sudden onset —0:384 Quality ot depan — —0:391 
Initial insomnia —0:425 Short duration —0:478 Irritability —0:427 
Subjective anxiety —0:478 
Early awakening —0'499 
Obsess (pers) —0°533 
Hypochondriasis —0*551 
Retardation —0:655 
Depth of dep’n —0':671 
Agitation — 0:683 
Age —0*723 
Amount of total variance 

explained 
43% 10-1% 8-1% 6-3% 


The fourth factor describes the angry hostile 
depression seen in inadequate or psychopathic 
males, It is interesting that these sub-divisions 
of neurotic depression correspond closely to 
those derived by Paykel (1971), who used a 
cluster analysis technique on an American 
material. 

There is considerable similarity between the 
bipolar factor obtained from analysis of the 
total material and the bipolar factors obtained 
from the separate analyses of endogenously and 
neurotically depressed patients. It seems that 
when the analysis is confined to the 35 New- 
castle items the diagnosis of either condition is 
made as much by the absence of certain items 
as by the presence of others. These 35 items were 
originally selected so that each would contribute 
to the perceived dichotomy between neurotic 


and endogenous depression. Hence in using 
these items there was some degree of forced 
ipsatization in the scoring of the present 
material, and the bipolar factor emerged what- 
ever the diagnosis, When the items scored fall 
into two mutually exclusive groups for the 
majority of the patients, it is inevitable that a 
bipolar factor will emerge, so that its appearance 
does not necessarily indicate the existence of 
two distinct entities within the patient sample. 
Naturally, patients diagnosed as endogenous 
and neurotically depressed have scores at the 
opposite poles of these factors. 

The concept of neurotic depression as a 
diagnostic entity has always been weak. Its 
apparent strength in many studies may simply 
be due to the fact that this group of patients 
did not score on endogenous features. Neurotic 
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depression is an unstable diagnosis even in 
clinical practice, but when such patients are 
grouped in terms of the factors shown in Table 
V, clinical information emerges. This is the 
case even when these factors are derived from 
the 35 Newcastle items to which this paper is 
confined and which themselves express little 
about the feelings and concerns of a depressed 
patient. The effect of the inclusion of other items, 
such as those derived from the Grinker and 
Hamilton studies and included in the original 
interview schedule, is now being examined. 

The analysis of data obtained in this study 
supports the view that ‘psychotic’ or endo- 
genous depression is a condition with a restricted 
range of clinical manifestations, consistent with 
an imputed genetic or biochemical basis, 
whilst so-called neurotic depression is a diffuse 
entity encompassing some of the ways in which 
the patient utilizes his defence mechanisms to 
cope with his own neuroticism and concurrent 
environmental stress. 


V. ADDENDUM 


The Editor has drawn our attention to the 
paper ‘An attempt at validation of traditional 
psychiatric syndromes by cluster analysis', by 
B. S. Everitt, A. J. Gourlay and R. E. Kendell 
(this Journal, 1971, 119, 399-412) which had not 
reached Australia at the time our manuscript 
was submitted. 

It is heartening to find that these authors 
have identified a relatively distinct cluster 
corresponding to the clinical diagnosis psychotic 
depression. The ‘most significant failure’ of 
patients with neurotic depression to cluster is of 
even greater interest and as the authors point 
out this accords with the failures of Pilowsky, 
Levine and Boulton (1969) and of Paykel (1971) 
to obtain 'any similar discrete cluster of neurotic 
depressives’. It accords, too, with our view that 
neurotic depression is a diagnosis made by 
exclusion of the features of endogenous de- 
pression and that it is likely to be heterogeneous. 

In their statement ‘it seems clear from these 
findings that psychotic depression is a more 
firmly based concept than its neurotic counter- 
part’—one with which we and other members 
of the *Newcastle school" (Kendell, 1969) would 
agree wholcheartedly—one is aware of an 


important and significant shift in emphasis, 
from Kendell’s (1968) earlier views. These 
were based on Lewis’ unitary conclusions (1934, 
1936) which imply that the psychotic form is 
merely a severe variety of neurotic depression. 
But Everitt et al. seem unwilling to abandon the 
unitary hypothesis and they turn to Mendels 
and Cochrane (1968) for help in retaining it. 
Instead of regarding all depressives as neurotic, 
but sometimes sufficiently disturbed to be 
labelled psychotic, they now wish to regard all 
depressives as psychotic but sometimes showing 
contamination by ‘elements of a variety of other 
psychiatric disorders’. 

Our view is different. We continue in our 
belief that patients diagnosed as psychotic 
depression and those diagnosed as neurotic 
depression comprise essentially different groups 
though some patients with psychotic depression 
show contamination with neurotic features. In 
other words, we persist in our binary view. As 
with Kendell our views have been modified. 
We now believe that the support provided by 
factor analytic techniques for the existence of 
neurotic depression as a distinct syndrome is an 
artefact. Nevertheless after removing those 
considered to be psychotically depressed from a 
population of depressed patients there remain a 
substantial number significantly depressed in 
ways we consider to differ only quantitatively 
from ‘normal’ and who, in this sense may be 
regarded as showing dimensional reactions. 

We agree with Kendell that in the past—for 
pragmatic reasons, notably the ease with which 
ECT can be given—psychotic depression 
may have been overdiagnosed by British 
psychiatrists. Such a statement is easy to 
reconcile with our belief that there are different 
groups of depressed patients. But surely if all 
depression is psychotic as Everitt et al. imply one 
would have thought that the sin would have 
been under- rather than over-diagnosis. 

A further statement not easy to align with the 
earlier unitary emphasis is particularly re- 
assuring to us; ‘— if a more limited concept were 
employed it might be possible to demonstrate a 
valid boundary between it (that is psychotic 
depression) and other forms of depression’. The 
only difference between us now it seems is that 
we believe this has already been achieved. 
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. SUMMARY 


Data from 145 patients suffering from 
depressive illness admitted to a general hospital 
psychiatric unit were used to replicate the study 
of Kiloh and Garside (1963). Principal com- 
ponents analyses of the original and the new 
data gave factors which, when compared by the 
method of Ahmavaara, were considered not to 
differ substantially. The original study appears 
to have been replicated satisfactorily. 

The appearance of items at either end of a 
bipolar factor, and regarded as characteristic 
of endogenous and neurotic depression re- 
spectively, is discussed. 

No general factor was obtained, and the 
reasons for this failure are considered. When the 
correlation matrix was formed around zero as 
the origin and the data re-analysed, the first 
factor was a general factor and the second 
factor was bipolar. Rotation produced two 
separate factors descriptive of endogenous and 
neurotic depression. 

When patients’ scores on these two factors 
were plotted, some separation of the diagnostic 
groups occurred. It was concluded that at least 
one of the conditions must be a dimensional 
illness. 

Separate factor analyses of the data from the 
endogenous depressive and from the neurotic 
depressive groups were carried out. The findings 
suggest that endogenous depression is more 
likely to be a categorical illness with a restricted 
range of clinical manifestations, while neurotic 
depression may well be dimensional, encom- 
passing a number of ways in which patients can 
mobilize their defence mechanisms to cope with 
environmental and intrapsychic threats. 
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Prothiaden is an anti-depressant which not only- tr ea: 
depression. but also relieves the anxiety so often asso: 
jated with depressive illness. A recent study* has show 
Prothiaden to be superior to amitriptyline in the trea 
ment of depressive disorders, and to be much bett: 


e tolerated. With Prothiaden, your depressed patien 
O la en will have a lot more good days than bad ones. Mor 
of your patients will recover. 


breaks the web of depressive illness 


*Psychopharmacologia, 1971, 19, 153 

Prothiaden is dothiepin hydrochloride in capsules of 25 mg. 
Full information is available from | 
The Crookes Laboratories Ltd., Basingstoke, Hants. 
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epixol 


(flupenthixol decanoate) 


the first non-phenothiazine 
long-acting neuroleptic injection 
for patients suffering from 


schizophrenia 


Lundbeck Limited are pleased to announce the introduction of 
Depixol. It has 

x inherent antidepressant activity 

* lower incidence of side effects 

ж duration of action 2-4 weeks 


Depixol is an effective antipsychotic indicated in the management 
of schizophrenic patients, particularly those who are withdrawn, 
apathetic or anergic. 

The incidence of side effects with Depixol appears to be less than 
with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 
should be initiated with a test dose of 20 mg (1 ml) followed 7-10 
days later by a further dose of 20-40 mg (1-2 ml), depending on 
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Fertility in Obsessional Neurosis 


By E. H. HARE, J. S. PRICE and E. T. O. SLATER 


Obsessional neurosis, inasfar as it comes to the 
attention of the psychiatrist, is a comparatively 
rare disorder, comprising: not more than about 
8 per cent of all cases of neurosis. Its rarity is 
reflected in the fact that the largest series so far 
described, that of Pollitt (1957), consisted of 
only 150 cases, though a limited amount of 
information has been available from the some- 
what larger series of the Bethlem-Maudsley 
Hospital (Blacker and Gore, 1955) and of the 
Registrar General (1964). 

We have been able to make use of the more 
recent records of these last two sources to 
examine, in greater detail than has hitherto 
been possible, some general statistical aspects of 
the natural history of obsessional neurosis. Our 
principal aim was to see whether, in these 
larger series, we could confirm the findings of 
previous workers (Rüdin, 1953; Ingram, 1961) 
that patients with obsessional neurosis tend to 
have a high celibacy rate and a low fertility 
rate in marriage. But we have also compared 
our statistics for obsessional neurosis with those 
in comparable series for schizophrenia and 
affective psychoses to see whether this might 
throw some light on the vexed question of the 
relation of obsessional neurosis to these disorders. 


MATERIAL AND METHODS 


Our material consisted of two series of cases 
which received a primary diagnosis of obsessional 
neurosis: the first, the national series, was com- 
piled by the Department of Health and Social 
Security through their system of mental health 
index cards; the second, the hospital series, was 
compiled from the case records of the Bethlem- 
Maudsley Hospital. 

The national series, of 831 cases, comprised all 
first-ever admissions (i.e. in-patients) to psychia- 
tric hospitals in England and Wales during 
the two years 1965 and 1966. Information was 
available for sex and (at the time of admission) 
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for age, marital status, number of years since 
patient's last pregnancy, and diagnosis. The 
hospital series consisted of all patients who 
attended the Bethlem-Maudsley Hospital, either 
as in-patients or as out-patients, between the 
years 1952 and 1966. As one of our primary aims 
was to study and compare fertility among 
diagnostic groups, and as fertility is probably 
influenced by religious background and country 
of origin, we confined our hospital series to 
patients who were born in Great Britain and 
were of Protestant religion. This gave a series of 
464. cases. These patients were not necessarily 
first-ever attenders, and might have attended 
the Bethlem-Maudsley or another psychiatric 
hospital before 1952. Information was available 
for sex and (at first-attendance at the Bethlem- 
Maudsley Hospital) for age, marital status, age 
at first marriage, and number of live-born 
children; the diagnosis was that made at the 
time of the patient's first discharge from the 
hospital. New in-patients at the Bethlem- 
Maudsley Hospital during 1965 and 1966 
would be included in both the hospital and the 
national series, but as their number was not 
greater than 25 the overlap may be considered 
unimportant. 

The national series provides information on 
national incidence, but deals only with in- 
patients. The hospital series includes out- 
patients, but concerns persons who were not 
necessarily first-ever attenders, who were not 
drawn from any defined catchment area (though 
predominantly from South London), and who 
may have been subject to some selection for 
attendance at a post-graduate teaching hospital. 

The case material for all types of neurosis, for 
schizophrenia and for the affective psychoses— 
material which we have used for comparison 
with obsessional neurosis—was drawn from the 
same sources and is subject to the same limita- 
tions. In both national and hospital series, 
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schizophrenia has been taken to include para- 
noid states, and affective psychosis to include 
involutional melancholia. In the hospital series, 
but not in the national series, the diagnosis of 
affective psychosis included the sub-group 
‘manic and circular’, but the number of manic 
cases (about 4 per cent of the total) seems too 
small to be of significance. The numbers of 
cases are shown in Table I; further details of 
these series have been given elsewhere (Slater 
et al., 1971; Price et al., 1971; Hare et al., 1971). 


RrsuLTS 

І. Obsesstonal neurosis as a proportion of all 
neuroses. In the national series, obsessional 
neurosis comprised 0:5 per cent of all cases and 
3 per cent of all neuroses (males 3-5 per cent, 
female 2:8 per cent). Obsessional neurosis 
formed a very similar proportion of all neuroses 
in the hospital series (males 3:8 per cent, 
females 2-8 per cent). 

2. Sex ratio. In the national series 40 per cent 
of the cases of obsessional neurosis were male, 
but in the hospital series this proportion was 
49 per cent. It is probable that female patients 
are more readily admitted as in-patients than 
arc male patients, and so we may conclude that, 
for cases referred to hospital psychiatrists, 
obsessional neurosis is as common, or very 
nearly as common, in males as in females. Sex 
ratio by diagnosis is shown in Table I. 

3. Age distribution. Age distribution, by sex, is 
shown for each series in Table ІІ. The distribu- 
tion is similar in the two series. Males are on the 
whole slightly younger than females, but for 
females the age group 30-34 forms a distinct 
mode, while in males there is a fairly equal 
distribution of cases between the age groups 
from 16 to 39. For each sex, and for each series, 


ТаАВІЕ І 
Sex ratio in the diagnostic groups 
National series Hospital series 
Diagnosis Total % Total % 


patients males patients males 


Obsessional neurosis 831 40 4 49 
All neuroses . 28,376 35 8,96 41 
Schizophrenia .. 22,974 45 2,089 48 
Affective psychosis 58,504 — 35 4298 37 
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Tase II 


Age-distribution in obsessional neurosis : numbers of patients 


National series Hospital series 





Age at ————— —— 
attendance Males Females Males Females 
16- 48 40 25 16 
20— 52 59 37 28 
25- 40 71 35 37 
go- 97 85 38 48 
35- 45 57 33 36 
40~ 28 64 25 20 
45- 23 41 
50- 9 24|] 7 29 
55- 16 16 
60- 12 17 z 15 
65- 10 13 i 6 
70 and over 5 II 
Total 335 496 229 235 
Median age 3377 347 3-3 338 
Mean age 33:0 345 3151 33:5 





the age distribution curve is similar to that of 
all neuroses taken together, though in males the 
peak for obsessional neurosis is somewhat earlier 
and for females somewhat later than for all 
neuroses. Fig. 1 shows these relations for females 
in the national series. Taking into consideration 
the age distribution of the psychoses, we find 
that the peak age for obsessional neurosis 
(30-34 years) falls mid-way between that of 
schizophrenia (35-39) and that of all neuroses 
(25-29), and is quite different from that of 
affective psychosis (50-54). 

4. Celibacy rate. Table III shows the proportion 
by age of patients who were still single at the 
time of attendance. For each sex the distribution 
is similar in the two series. For each age-group 
(except one) the proportion of males who are 
single is greater than that of females, due no 
doubt to the later age at which males marry and 
to the cultural circumstance that entering into 
the married state requires more initiative on the 
part of the male. In consequence, the effect of 
mental disorder on marriage tends to be seen 
more clearly in males. Fig. 2 gives the male 
celibacy rate by age for obsessional neurosis and 
other diagnostic groups in the national series, 
and also for the 1961 Census of England and 
Wales. Compared with the Census figures, the 
celibacy rate is high in obsessional neurosis and 
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Tase ПІ 
Celibacy rate ( per cent of patients who were single) in 
obsessional neurosis 
National series Hospital series 
96 unmarried % unmarried 
Age at cL 
attendance Males Females Males Females 
(335) (496) (229) (235) 
16- P .. 98 98 96 100 
20~ ae .. 85 59 92 32 
25- E .. 60 24 46 30 
30- да .. 38 19 42 21 
35-7 m e 81 7 go її 
40~ zs .. I 16 24 20 
45- y e gl 19 12 14 
55 and over z 19 12 9 — 
АП ages .. 2251 28 47 26 


falls between all neuroses and affective psychosis 
on the one hand and schizophrenia on the other. 
Exactly the same relations hold for males in the 
hospital series. For females in both series, the 
celibacy rate by age for obsessional neurosis is 
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less like that of schizophrenia and tends to fall 
between the rates for neuroses and for affective 
psychosis. 

5. Marital breakdown. A convenient index for 
marital breakdown is the number of patients 
separated or divorced, expressed as a propor- 
tion of all those who were married but not 
widowed. The number of cases in each age- 
group tends to be small for obsessional neurosis; 
but as the proportion of broken marriages did 
not vary greatly with age in any diagnostic 
group, the figures may be presented for all 
ages taken together. Table TV shows that the 


Tase IV 
Broken marriage rates, per cent, for all ages 


National series Hospital series 





Diagnosis 
Males Females Males Females 
Obsessional neurosis 8 5 4 5 
All neuroses .. 10 10 19 II 
Schizophrenia .. 15 12 15 16 
Depressive psychosis 7 7 7 8 
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TABLE V 
Age at first marriage by diagnosis: the proportion (per cent) of patients in the hospital series who were married before 
the age of 25 years 
Males Females 
Age at 
attendance Obsessional АШ Schizo- Affective Obsessional All Schizo- Affective 
neurosis neuroses  phrenia psychosis neurosis neuroses phrenia psychosis 

25- . 2 53 64 61 58 84 82 82 79 
35 and over .. 40 39 85 33 44 66 52 55 
Total married, 
25 and over .. 107 2,385 273 971 149 3,403 486 1,561 





broken marriage rate is markedly less in 
obsessional neurosis than in schizophrenia or in 
all neuroses, and this is true for each sex in both 
series. It should be noted, however, that the 
numbers of cases of broken marriage in 
obsessional neurosis are small, being for the 
national and hospital series respectively, 13 
males, 15 females and 5 males, 8 females. 

6. Age at marriage. In calculations of fertility it 
may be important to take into account the age 
at marriage, for this affects the number of years 
during which a woman may have a child in 
marriage. We therefore examined age at first 
marriage in the hospital series. A simple index 
of this is the proportion of married patients 
who, for various ages at attendance, had 
married before the age of 25 (Table V). The 
differences in males are not statistically signi- 
ficant, but among females aged 35 and over 
the figure for obsessional neurosis is significantly 
lower than for all neurosis (ҳа = 17:7, р < 
осот) and for affective psychosis ( x^ = 4:04, 
p « 0:05). In general we may say that, among 
patients who married, those with obsessional 
neurosis tended to marry at a later age than 
those in other diagnostic groups. 

7. Tears spent in the married state. Celibacy, age 
at marriage, and breakdown of marriage are 
factors which will affect the proportion of time 
a person spends in a state of (unbroken) 
marriage during the fertile years (say between 
20 and 44 years of age). This proportion of time 
is likely to be an important factor determining 
the net fertility of any particular population. 
We have therefore thought it of interest to 
calculate this proportion for the various 
diagnostic groups in the hospital series. The 


results are shown in Table VI. For females with 
obsessional neurosis, low marriage rate and 
higher age at marriage are compensated by their 
lower rate of marital breakdown when com- 
pared with neuroses or affective psychosis, but 
this is not so for males. 

8. Fertility. Fertility in marriage may be 
expressed in terms of the number of children 
born to ever-married patients for various age 
groups, though this index neglects age at 
marriage. Table VII gives the index for 
obsessional neurosis in the hospital series. 
Table VIII compares the fertility in obsessional 
neurosis, schizophrenia and affective psychosis 
against all neuroses. It is clear that at most age 
groups the relative fertility in obsessional 
neurosis is remarkably low and is substantially 
lower even than that in schizophrenia. The 
bottom line of Table VIII gives relative fertility 


Taste VI 
Mean number of pears spent in the married state (not 
widowed or divorced) between 20 and 44 years of age, 
Jor the Hospital series 





Males Females 
Diagnosis Relative Relative 

Mean propor- Mean propor- 

years tion’ years tion! 
Obsessional neurosis 13:0 84 18:7 то: 
All neuroses 15°6 тоо 18:4 тоо 
Schizophrenia .. 7:5 48 I2*I 65 
Affective psychosis 13:9 go 17:6 98 
Census (1961) 17:8 20.1 


1 Taking neuroses as 10 
(Modified from Table MI of Slater et al., 1971.) 
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Taste VII 
Fertility in marriage of obsessional neurosis. Hospital series 
Males Females 
Age at 
attendance Fertility Fertility 
Patients! Children X 100 Patients! Children X 100 
20- .. 5 8 бо 19 16 84 
25- .. 19 20 105 26 27 104 
30- .. 2I 23 109 38 52 197 
357 .. 23 40 174 31 29 94 
40- .. 19 27 142 15 29 193 
45- .. 20 33 160 25 34 136 
55-64 .. 9 8 89 14 18 129 
t Number of children not known for 3 male and 2 female patients. 
ТА» VIII 
Relative fertility in marriage (neurosis = 100). Hospital series 
Males Females 
Age at 
attendance Obsessional Schizo- Affective Obsessional Schizo- Affective 
neurosis phrenia psychosis neurosis phrenia psychosis 
20— * * * 100 102 138 
25- 109 IOI 139 76 88 99 
30- 63 57 87 80 89 100 
35- 107 118 106 5I 86 104 
407 .. 77 94 98 107 101 94 
45- .. 85 92 86 81 89 98 
55-64 .. * 91 112 69 98 go 
All ages? go 98 107 81 95 IOI 


* Fewer than 10 patients. 


3 Adjusted for differences in age and age-at-marriage. 


at all ages for married patients, adjusted for 
age of patient and for age at marriage. 

The only data bearing on fertility which were 
available for the national series concerned the 
number of years since the last pregnancy. For 
patients under the age of 45 years this question 
was answered in a surprisingly large proportion 
of cases (the not-knowns forming only about 
2'0 per cent of the total ever-married patients 
for each diagnostic group); it is therefore a 
pity that a question on the number of the 
patient's children (which would perhaps have 
been even simpler and certainly much more 
informative) was not asked. Table IX shows the 
mean number of years since last pregnancy. 
For schizophrenia, this mean is substantially 
less than for neurosis; and, since all the evidence 


is against schizophrenic women being pregnant 
more often than neurotic women, the most 








TABLE IX 
Mean number of years since last pregnancy, for females. 
National series 
Age at Obsessional All Schizo- Affective 
attendance neuroses neuroses phrenia psychosis 
20- 1-7 1-6 0:8 r4 
25- 2'9 2:7 2:1 2-6 
go- 4:8 44 4°0 48 
35- So 8-2 7:3 6:4 6:5 
40-44 . .. 11:6 10:7 9:9 10:8 
Total (20-44) 120 4,542 1,550 6,249 
No. never prenant 4 610 3 793 
Not knowns .. 64 22 155 
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probable explanation is that pregnancy (or 
childbrith) is a more important precipitating 
factor in schizophrenia than in neurosis for 
admission to hospital The same argument 
probably applies in affective psychosis, but in 
obsessional neurosis the mean number of years 
since last pregnancy is, for every age group, 
greater than in neurosis, and it is difficult to 
account for this on any other ground than that 
of a relatively lower fertility in obsessional 
neurosis. The evidence of Pollitt (1957) that 
pregnancy and childbirth are not precipitating 
factors of illness more often in obsessional 
neurosis than in other psychiatric conditions 
would support this conclusion. 

9- Childless marriages. A low fertility in 
marriage might largely be due to a high pro- 
portion of childless marriages. Our findings are 
shown in Table X. For the hospital series, there 
is a close similarity between the sexes, and this 
holds true when smaller age groups are exa- 
mined. The proportion of childless marriages 
in obsessional neurosis is greater than in all 
neuroses or in affective psychosis, and for 
females the proportion exceeds that in schizo- 
phrenia. 

However, the high proportion of childless 
marriages in obsessional neurosis does not of 
itself account for the low fertility. When only 
fertile marriages are considered, the relative 
fertility of the diagnostic groups remains almost 
exactly the same as for all marriages. 

10. Reproductive fitness. This index, expressed 
as a ratio of the number of children born to 
the total number of patients in any group, 
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TABLE X 
Childless marriages: the proportion, per cent, of ever- 
married patients who were childless at the time of 
attendance. Hospital series 








Males Females 
Diagnosis (aged 25-54) (aged 20—54) 
Obsessional neurosis .. 28 29 
All neuroses .. oe 23 24. 
Schizophrenia .. hs 29 27 
Affective psychosis — .. 23 19 


18-9 


Census 1961 .. s — 


takes into account both celibacy rate and fertility 
in marriage. Table XI shows relative repro- 
ductive fitness, taking all neuroses as a basis for 
comparison. For males, obsessional neurosis has 
a relative fitness which is even lower than 
schizophrenia, and for females there is little 
difference between these diagnoses. The figures 
are not substantially altered when allowance is 
made for differences in age at marriage. 


Disaussion 


1. The two series of cases compared. The findings 
in the hospital series are similar to those in the 
national series. The similarity holds not only for 
indices of age-distribution, celibacy rate and 
broken marriage in obsessional neurosis, but 
for their comparison with the other diagnostic 
groups. This may suggest, perhaps, there there 
is not much difference here between incidence 
(given by the national series) and the type of 
prevalence given by the hospital series, a 
circumstance which would not be surprising in 








'Üasrs XI 
Relative reproductive fitness (neurosis = тоо). Hospital series 
Males Females 
Age at - - 
attendance Obsessional Schizo- Affective Obsessional Schizo- Affective 
neurosis phrenia psychosis neurosis phrenia psychosis 
25- .. 109 IOI 139 69 52 93 
30- .. 63 57 87 79 65 
35  .. 107 118 106 51 56 98 
407 .. 71 94 78 86 91 
45- ~. 88 92 86 9o 72 103 
55-64.. 50 91 112 73 8o 89 
25-64.. 80 go 104 72 69 97 
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„а condition which tends to be long-lasting and 
where there is often difficulty in deciding when a 
constitutional disposition passes into an illness. 
But the similarity of the two series may give 
confidence in the reliability of the findings, for 
on the one hand the national series cannot be 
subject to any general sampling bias but is 
based on the diagnosis of psychiatrists working 
in many different hospitals, while on the other 
hand the hospital series may be a selected one 
but, throughout the period concerned, there 
was close agreement among all the medical staff 
on the criteria for diagnosing obsessional 
neurosis—the criteria proposed by Lewis 
(1935). 

2. High celibacy and low fertility. The results 
confirm the impression of previous investigators 
that the celibacy rate is high in males with 
obsessional neurosis; that is to say, it is con- 
siderably higher than in the general population 
and higher than in other neurotic conditions or 
in affective psychosis. For females, however, 
celibacy rates in obsessional neurosis were only 
slightly higher than in all other neuroses and 
were on the whole lower than in affective 
psychosis. The fertility in marriage of patients 
with obsessional neurosis was strikingly low 
for both sexes (compared with all other neuroses 
and with affective disorder), and was even lower 
than schizophrenia (Table VIII). A number of 
studies have found that patients with obsessional 
neurosis tend to be of higher social class than 
those with other neurotic conditions, and this 
might be put forward as an explanation of their 
lower fertility. In our hospital series, obsessional 
neurosis was indeed under-represented in social 
class V (on the Registrar General's classification) 
compared with all other neuroses, but this 
was balanced by an over-representation in 
social class III and not in social classes I or II 
(Table XII); Rüdin's findings (1953) were 
similar. However, in our view a person's fertility 
is less likely to be related to his own social 
class than to that of his parents. We have not 
examined the social class of the fathers of 
patients with obsessional neurosis, but we have 
done so for the other diagnostic groups con- 
sidered here (Slater e£ al, 1971), and have 
found no significant difference between them. 
It does not seem probable to us that the low 
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ТАВІЕ XII 
Social class in obsessional neurosis; males, hospital series 


Obsessional 
Social class neurosis All Census 
. percent? diagnoses 1961? 

I 8 7 3°7 
It II 17 9'I 
III 59 43 56:5 
IV I4 16 16:3 
у 8 17 144 
Total of known 
social class 
(= 100%) .. 72 8,400 — 


T Patient; first attending during 1964-1969; social 
class not known for 4 patients with obsessional neurosis and 
for 537 in the group of all diagnoses, : 

? Occupied males in Greater London. 


fertility in obsessional neurosis is to be explained 
in terms of social class. 

Not only was fertility in marriage low, but the 
overall fertility (reproductive fitness) was also 
low in obsessional neurosis compared with other 
neuroses (Table TX). Rüdin's studies (1953) 
emphasized the heredity factor in obsessional 
neurosis: inasfar as heredity may be important, 
the low fertility poses a problem similar to that 
in schizophrenia. 

3. Relation with schizophrenia and affective 
psychosts. Our findings indicate that obsessional 
neurosis is closer to schizophrenia than to 
affective psychosis as regards sex ratio, age- 
distribution, fertility and (for males only) 
marriage rate; obsessional neurosis was closer 
to affective psychosis for the rate of broken 
marriage (Table IV) and—closely related to 
this—to the proportion of time spent in the 
unbroken married state (Table VI). 

Gittleson (1966), comparing cases of de- 
pressive illness with and without obsessional 
symptoms, found no difference between these 
two groups for age-distribution, social class, 
or a previous history of mania. Kendell and 
DiScipio (1970), while concluding that people 
with obsessional personalities are prone to 
depression, found obsessional symptoms to be 
as common in neurotic as in psychotic depression 
and to be absent in mania. Snaith et al. (1971) 
found no significant relation between obsession- 
ality and any of the clinical features of primary 
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depressive illness. It may be concluded from 
these studies that there is no clinical or demo- 
graphic association between the obsessional 
constitution and affective psychosis. Our own 
findings suggest no demographic association 
between obsessional neurosis and affective 
psychosis: the sex ratio is 1:1 in obsessional 
neurosis, 2 : 3 in affective psychosis, and the 
age-distribution peaks twenty years earlier in 
the former than the latter illness. Thus, on 
present evidence, neither obsessional personality 
nor obsessional neurosis is specifically associated 
with affective psychosis, though of course it is 
well recognized clinically that depression may 
occur as a reaction to severe obsessional 
symptoms. 

On the other hand, our findings do lend 
support to a similarity between obsessional 
neurosis and schizophrenia. Of course a simi- 
larity does not imply a causal relation. But it 
has been suggested on clinical grounds that the 
obsessional constitution exercises a protective 
function against schizophrenia (Stengel, 1945; 
Sargant and Slater, 1950); and if one were to 
suppose that there are persons who would 
otherwise have become schizophrenic but, 
being protected by their constitution, have 
developed obsessional neurosis instead, then 
such persons might be expected to show demo- 
graphic features typical of schizophrenia. 


SUMMARY 


1. A study was made of two series of cases of 
obsessional neurosis. The national series (831 
cases) was of first-ever admissions to psychiatric 
hospitals in England and Wales during the 
two years 1965 and 1966. The hospital series 
(464 cases) was of all patients attending the 
Bethlem-Maudsley Hospital (either as in- 
patients or as out-patients) during the years 
1952 to 1966 and who were native-born and of 
Protestant religion. Comparisons were made 
with three other diagnostic groups: (a) all other 
neurotic conditions, (b) schizophrenia and (c) 
affective psychosis. The findings in obsessional 
neurosis and the comparisons with the other 
diagnoses were essentially similar for the two 
series of cases. 

2. Obsessional neurosis formed 3 per cent of 
all neuroses. The proportion of males in the 
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hospital series of obsessional neurosis was 49 per, 
cent. The peak age-distribution in obsessional 

neurosis fell midway between that of all neuroses 

and of schizophrenia and was quite different 

from that of affective psychosis. 

3. For males with obsessional neurosis there 
was a high celibacy rate; it was higher than that 
of all neuroses or of affective psychoses but not 
so high as that of schizophrenia. For females, the 
celibacy rate in obsessional neurosis was similar 
to that in all neuroses and affective psychosis. 
For both sexes, the rate of marriage breakdown 
was lower in obsessional neurosis than in the 
other diagnostic groups. Age at marriage tended 
to be higher in obsessional neurosis than in the 
other diagnostic groups. 

4. Fertility in marriage was low in obsessional 
neurosis, being in both sexes lower than schizo- 
phrenia. This was not specially due to a high 
proportion of childless marriages. For males 
total reproductive fitness was lower in 
obsessional neurosis than in schizophrenia; for 
females it was equal to schizophrenia. 

5. These statistical findings suggest that 
obsessional neurosis has a closer affinity with 
schizophrenia than with affective psychosis. 
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“Senile Dementia”: A Changing Perspective * " s 


By D. A. ALEXANDER 


'To demonstrate how 'senile dementia! emer- 
ged as an important psychiatric concept is not 
an easy task. Although the history of general 
psychiatry can be satisfactorily traced to the 
spirited endeavours of Hippocrates (460-375 
B.C.), Celsus (circa 30 A.D.), Soranus the elder 
(cirea 100 A.D.), and Aretaeus (circa 150 A.D.), 
the psychiatry of old age unfortunately lacks 
such a clear and well-defined genealogy. The 
term ‘senile dementia’ itself seems to have been 
first used by Aretaeus, the physician of Cappa- 
docia, but exactly how it had evolved and how 
it was differentiated, if at all, from normal 
senescence is not at all clear. Certainly modern 
psychiatry has inherited a wealth of graphic 
description of old age in general, and for a 
detailed account of the relevant ethnographic 
literature the reader is referred to the excellent 
article by Rosen (1961). From a scientific point 
of view, however, it is unfortunate that the spirit 
of enquiry and the descriptive contributions of 
the early writers seem to have been tempered 
more by the degree of optimism or pessimism 
with which they anticipated the intellectual 
and behavioural foibles of old age, than by a 
desire to explore and evaluate systematically 
its possible deviations. 

To judge from the paucity of references to 
senile dementia in comprehensive histories of 
medical psychology (Zilboorg and Henry, 1941) 
and psychiatry (Hunter and MacAlpine, 1963), 
it is evident that the early physicians were more 
concerned with the quest for means of obtaining 
longevity and staving off the ravages of old 
age so vividly portrayed by their literary con- 
temporaries. Ironically, records made of the 
trials initiated by the Malleus Maleficarium some- 
times provided more detailed descriptions of the 
physical, psychological and behavioural sympto- 
matology of senile dementia than did con- 
temporary scientific texts (Rogers, 1869). 

Indeed, it was not until the publication of the 
Traité des Maladies Mentales by Esquirol (1838) 
that a comprehensive description of the psychi- 
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atric deviations associated with sende decline 
was undertaken. 'Démence sénile’ emerged, 
however, as a very vague and over-inclusive 
concept, including within its limits a miscella- 
neous variety of senile disorders. Unfortunately, 
a similar tendency to cast too wide a net by the 
use of ‘senile dementia’ was also evident in the 
otherwise valuable expositions made by Canstatt 
(1839) and Prichard (1842). 

The informative but obviously limited contri- 
bution offered by descriptive psychiatry was 
soon to be supplemented by a new tradition 
initiated by the demands for scientific objectivity 
and systematization, particularly evident in 
Germany at that time. Formal psychiatric 
classification of mental disorders, including 
those of the senium, was heralded by Griesinger’s 
volume on psychiatry (1845— English edition 
1862). Under the general label of 'states of 
mental weakness’, Griesinger included a sub- 
classification of ‘apathetic dementia’ and con- 
sidered senile dementia to be one example of 
this. Aetiologically, senile dementia was deemed 
to depend on diseases of the cerebral arteries, 
thus exemplifying Griesinger’s materialistic 
dictum ‘mental diseases are brain diseases’. 
Following the aetiological approach of Morel 
and Schroeder van der Kolk, Skae (1863), 
taking the natural history of the disease into 
consideration, presented an aetiological classifi- 
cation in which senile dementia was accommo- 
dated under the category of ‘senile insanity’. 
Although the use of ‘dementia’ per se, as a 
name for a form of disease was avoided by Skae, 
symptomatological nomenclature such as ‘de- 
mentia' was still to pervade subsequent classifi- 
cation. Clouston (1883), following his mentor 
Skae, but recognizing that current psychiatric 
classification was stil unscientific and in- 
complete, attempted a unified psychological 
and symptomatological system in which senile 
dementia was placed under the general title of 
‘states of mental enfeeblement’: a category again 
comprising a rather heterogeneous group of 
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disorders, including idiocy, imbecility, cretinism 
and organic and secondary dementia, 

At that stage, it is clear the the problem of 
classifying or systematizing the psychiatric 
illnesses of the senium, particularly with respect 
to the diagnosis of senile dementia, seems to have 
revolved around the ambivalence and incon- 
sistencies of approach adopted by early writers. 
At least two broad avenues lay open to them. 
Either they could follow the example of Stearns 
(1893) and regard senile dementia as a genus in 
its own right within a more general order of 
epochal disorders, which might be manifested 
by fairly diverse symptomatology, or they could 
consider it without regard to pathological or 
aetiological indices as a species of the genus 
'dementia'. Unfortunately, the latter approach 
resulted in its proponents becoming entangled 
in the semantic confusion surrounding the 
definition of 'dementia', which has, in fact, 
prevailed in psychiatry until the present day 
(Bergeron and Hanus, 1964). 

The inevitable outcome of the early attempts 
was considerable confusion and disorder con- 
cerning the classification of psychotic symptoms 
evident in senile patients. One key to this 
deadlock between aetiological and symptomato- 
logical approaches which offered in addition 
some hope for a more systematic and ordered 
classification, seems to have been provided by 
contemporary advances in neuropathology. 
Pioneers such as Binswanger (1894) and 
Alzheimer (1902) were thus able to differentiate 
between senile psychosis, arteriosclerotic psy- 
chosis and neurosyphilis, which previously had 
tended to be grouped together in a miscellany 
of pathological disorders. Indeed, it was the 
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findings that allowed Kraepelin (1912) to 
incorporate in his model classificatory system 
clinically viable differentiations among cases of 
arteriosclerotic dementia, senile dementia and 
Alzheimer's disease. 

The classic accounts and classifications, such 
as those of Kraepelin (1912) and Bleuler (1916) 
maintained their predominance in psychiatry 
until relatively recently. Over the last several 
decades, however, a new interest in the psychi- 
atry of old age has been necessitated by a 
number of factors. First, there has been an 
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increasing dissatisfaction with traditional views 
and standpoints, particularly with respect to the 
specificity and the aetiological significance of 
some cerebral changes previously held to be 
virtually pathognomonic features of certain 
psychiatric disorders (Grünthal, 1927 and 
Gellerstedt, 1933). Secondly, there were general 
advances made in neurology, biochemistry, 
clinical psychology and related disciplines which 
made detailed and technical investigation of 
senile dementia a more fruitful proposition than 
previously. Furthermore, it had become 
increasingly obvious that electro-convulsive 
therapy was having a marked success in some 
disorders but not in others. As a consequence, 
the suitability of patients for E.C.T. became a 
matter of diagnostic concern. Finally, there 
were a number of social, economic and demo- 
graphic influences. Over the last two or three 
decades in particular, the whole fabric of 
Western society has undergone a remarkable 
change, increasingly reflecting the impact of an 
elderly population. Due to the improved 
medical care, decreased mortality rates, and an 
unprecedented interest in the working capac- 
ity of old persons, problems of the elderly have 
demanded systematic and sustained attention. 
As one might expect, with the change in the 
population structure, the prevalence of psychi- 
atric disorders of the aged, including that of 
senile dementia, has become a matter of con- 
siderable concern. As early as 1940, Dayton had 
reported that senile dementia had replaced 
schizophrenia as the most common psychosis 
requiring admission to hospital. More recent 
epidemiological studies of senile dementia in 
America (Malzberg, 1963; Rosen, Anderson 
and Bahn, 1968), in Sweden (Larrson, Sjógren 
and Jacobsen, 1963), in Poland (Dziduszko, 
1964), in Nigeria (Lambo, 1965), and in 
Britain (Kay, Beamish and Roth, 1964a) 
revealed the high incidence of senile dementia 
both in hospital and non-hospital populations. 
These continuing trends thus place a heavy 
premium on the provision of a valid and reliable 
system of classification of psychiatric disorders 
among the aged. Discussing the enormous social 
and practical implications of the substantial 
elderly patient population evident even at that . 
time, Lewis (1946) stated that the diagnosis of 
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senile disorders and the adoption of appropriate 
terminology is ‘an issue of great importance; 
because it is in a mess, the delimitation of the 
clinical problems for study is needlessly difficult. 
Dementia, deterioration, decay, senility and 
presenile psychoses are terms used without 
precision, and such a distinction in diagnosis as 
between arteriosclerotic psychoses and senile 
psychoses becomes the occasion of statements 
and disputes which are at bottom due to a 
semantic, not a medical difficulty. Until the 
clinical issues are cleared up, I think the 
pathologists will find it hard to correlate their 
findings with the morbid clinical features or to 
provide a sure basis for nosological accuracy. 
The psychologists are labouring to provide a 
measure of some aspects of the impairment 
common in old age, but are some way from 
being able to measure dementia, far less to 
detect it’. 

Clearly, considerable effort is required to 
impose some order and system upon an other- 
wise intolerable variety of clinical conditions 
evident in elderly psychiatric patients. One 
major advance in this direction has been made 
by Roth and his colleagues (1952, 1955, 1960 
and 1963) who have described diagnostic 
criteria which allow the majority of elderly 
psychiatric patients to be accommodated con- 
veniently within five diagnostic categories; 
affective psychosis, senile psychosis, late para- 
phrenia, acute confusion and arteriosclerotic 
psychosis. Since these authors have suggested 
that each of these constitutes a distinct diagnostic 
entity, an important step was taken towards 
modifying one of the traditional views on 
aetiology and classification, namely, that 
although elderly patients may present initially 
with a predominantly depressive or paranoid 
picture, these are merely prodromal to the 
emergence of an underlying cerebral disease 
proces. Such a principle almost inevitably 
excluded the recognition of psychoses other 
than those of a senile or arteriosclerotic nature. 
Indeed, so prevalent was this attitude that it is 
surprising to find that about twenty years 
before Roth's efforts, Runge (1936) had 
sounded a precautionary note against it. 

According to Roth, affective psychosis is 
characterized by a sustained depressive or 
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manic-depressive complex which may have 
some minor intellectual and personality defects 
as secondary features. The fact that they are 
recognized as purely secondary features is 
noteworthy, for, as it has already been stated, 
classical psychiatry had taught that affective 
disturbances were early indicators or manifesta- 
tions of an impending senile or arteriosclerotic 
dementia. Senile psychosis is indicated by a 
history of gradual and progressive failure in 
general efficiency in everyday life dominated 
by changes in the intellect, memory and 
personality in the absence of specific aetiological 
factors such as neoplasm, chronic intoxication, 
infection or cerebral infarction caused by 
cerebrovascular disease. A diagnosis of late 
paraphrenia is made of patients exhibiting a 
system of well-organized paranoid delusions 
with or without hallucinations, accompanied by 
an intact personality. The recognition of para- 
phrenia as an entity in its own right is also of 
some importance, for, although well-preserved 
personalities in elderly paranoid psychotics had 
already been observed by Bumke (1936), such 
cases had generally been regarded as varieties of 
senile psychosis (dementia) and rarely were 
separate diagnostic or therapeutic provisions 
made for them. Acute confusion involves an 
apparently spontaneous and rapid clouding of 
consciousness in the absence of dementia and in 
the absence of other pathological complications. 
Finally, the diagnostic features of arteriosclerotic 
dementia, according to Roth, are the presence 
of dementia associated with focal indications of 
cerebrovascular disease and a fluctuating nature 
in the dementing process which is in conjunction 
with one or more of the following important 
symptoms of emotional incontinence, preserva- 
tion of insight or epileptiform seizures. 

In summary, there are a number of important 
conclusions that have emerged from Roth’s 
work. First, progressive dementias, either of 
senile or arteriosclerotic origin, can be dis- 
tinguished with relatively little overlap from 
the affective disorders both on clinical grounds 
and on the basis of their different patterns of 
outcome. Secondly, there is no simple or direct 
association between organic cerebral disease 
and affective disorders among the elderly. 
Thirdly, it has been shown that the provision 
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of adequate diagnostic criteria permits con- 
siderable accuracy in prognosis: a finding of 
obvious practical value for geriatric psychiatry. 
It should be noted here that many of the essential 
features of Roth’s classification have met with 
confirmation from the results of psychological 
testing (Hopkins and Roth, 1953; Roth and 
Hopkins, 1953; Alexander, 1971), from consi- 
deration of the incidence of physical disorders 
(Simon, 1970), from the comparison of E.E.G. 
records (Mayer Gross, Slater and Roth, 1960; 
Funfgeld, 1968) and from studies using clinical 
and neuropathological criteria (Raskin and 
Ehrenberg, 1956; Corsellis, 1962; Roth, Tom- 
linson and Blessed, 1968). Moreover, differences 
in prognosis and mortality rates between groups 
of patients with predominantly affective symp- 
toms and those with predominantly organic 
symptoms have been noted by Robertson and 
Browne (1953), Kay, Norris and Post (1956), 
Kay (1962), Trier (1966), Shah, Banks and 
Merskey (1969), and Kay, Bergmann, Foster, 
McKechnie and Roth (1970). 

Over the last decade, facilitated by the im- 
provements in diagnosis and classification, there 
have occurred three major refreshing changes in 
policy and attitude towards senile dementia. 

In the first instance, positive efforts have 
been made to alleviate, or at least arrest, the 
progression of some of the symptoms of senility. 
Gulling evidence from other sources to supple- 
ment that from his own therapeutic trials on a 
small number of patients, Walsh (1969) has 
argued that the symptoms of this disorder are 
primarily the product of impoverished cerebral 
blood flow which can be improved by means of 
anti-coagulant therapy. He reports that by 
the administration of Bishydroxycoumarin (Di- 
cumarol) major improvements, such as the 
recovery of recently lost bowel and bladder 
functions, can be achieved. In view of the 
attendant dangers with this treatment, however, 
the author recommends the careful selection of 
patients with early symptoms. From a rather 
more systematic longitudinal analysis of patients’ 
behaviour, Jacobs, Winter, Alvis and Small 
(1969) have demonstrated how psychological 
symptoms of dementia, for example, memory 
loss and conceptual inefficiency, can be im- 
proved by intermittent hyperoxygenation. Ad- 


mittedly these and other procedures such, 
as raising vitamin Bra levels (Strachan and 
Henderson, 1967), have made only modest 
therapeutic inroads into the diverse and resistant 
symptomatology of senile dementia, but their 
preliminary success should certainly encourage 
further efforts in this field. Unfortunately, this 
area perhaps more than most others is strewn 
with methodological pitfalls; controls are diffi- 
cult to implement and objective criteria of 
improvement are difficult to define, particularly 
since there is an almost complete lack of valid 
and reliable psychological measures suitable for 
the longitudinal analysis of change. It is evident 
that before these or any other methods of 
therapy can be properly evaluated, efforts 
must be made to establish what are the optimum 
treatment conditions, what are the best re- 
treatment schedules, how long can changes be 
expected toast, and which are the most suitable 
patients for different treatments. 

The second favourable sign in this field is 
that, in conjunction with a lessening of the 
former therapeutic nihilism, there has been a 
marked interest shown in the general welfare 
and administration of senile patients. There is 
now substantial evidence available to justify 
the establishment of geronto-psychiatric units 
in which demented patients can be given 
specialized care and supervision with particular 
emphasis on community contacts, recreation 
and rehabilitation (Robinson, 1965; Munch- 
Petersen, 1966; Stotsky and Dominick, 1969). 
Moreover, Grad and Sainsbury (1965), and 
Blake (1968), have indicated how useful day 
hospital treatment can be in the case of patients 
who are not too demented, not only in giving 
these patients the opportunity to foster or main- 
tain social contacts outside hospital, but also in 
releasing hospital accommodation for the more 
handicapped. It is to be hoped that the days 
are now past when patents showing any signs 
of organic dementia were hastily relegated to 
second class wards, overcrowded and under- 
staffed by those who had neither special training 
nor facilities to cope with this special category of 
patients. 

Thirdly, there has been a general expansion 
of the area of relevance to senile dementia, 
reflected in the multi-faceted nature of much of ^ 


BY D. A. ALEXANDER 211 


ethe work. Formerly, most efforts were directed 
merely towards exploring the major cognitive 
deficits associated with senile dementia, but 
now this disorder is being broached on a broad 
front, thereby allowing us to view it against a 
much wider frame of reference. For example, the 
issue of inheritance has been taken up by 
Larsson, Sjégren and Jacobsen (1963) and 
Larsson (1968), whose detailed analyses have 
indicated the high morbidity risk for senile 
dementia among the relatives of patients 
suffering from it. At present the actual mode of 
inheritance has not been. unequivocally esta- 
blished, but it would appear likely that the 
disorder is conditioned by a major gene inherited 
as a monohybrid autosomal dominant. More 
recently, Nielsen (1970), extending his earlier 
work of 1968, confirmed an increased frequency 
of hypodiploid cells in demented females due 
primarily to the absence of a presumptiveX- 
chromosome. Since this hypodiploidy was not 
found in a similar group of male patients, how- 
ever, its aetiological significance remains obscure. 

Not unexpectedly, changes in the central 
nervous system have attracted a good deal of 
attention. Obrist and his colleagues (1963) have 
concentrated on the relationships between 
E.E.G. patterns, cerebral blood flow and oxygen 
uptake in senile dementia, and, in general, the 
results indicate that changes in these factors, 
particularly in the case of the last named, 
correlate with the degree of dementia. Other 
workers, for example, Otomo and Tsubaki 
(1966), Cahan and Yeager (1966) and Finfgeld 
(1963) have also presented evidence to support 
the prognostic and diagnostic use of the E.E.G., 
but conflicting claims have also been made by 
Turton and Warren (1960), Ingram (1966) and 
Short, Musella and Wilson (1968). To some 
extent these divergent opinions reflect differ- 
ences in procedures and methodology; some 
studies have used a longitudinal approach and 
others a cross-sectional one, and different 
criteria have been used to assess the extent and 
nature of the mental deterioration. In addition, 
there is usually inadequate knowledge of the 
patients’ premorbid E.E.G. and physical health. 
These differences notwithstanding, the most 
likely conclusion is that, whilst senile dementia is 
characterized by a diffuse E.E.G. record, with 


slowing of the dominant alpha rhythm, these 
changes need not be detectable in the early 
stages of dementia nor do they necessarily 
correlate with clinical evaluations of the degree 
of cognitive impairment. 

Similar interstudy differences have often 
made it difficult to evaluate the significance of 
neuropathological data, with the result that the 
influence of cerebral changes have been at 
times both over-estimated and under-estimated. 
Fortunately, what was once a perennial problem 
now seems to have been largely resolved 
through the extensive and systematic efforts of 
Corsellis (1962) and Roth, Tomlinson and 
Blessed (1968). Whilst not denying the challenge 
offered by atypical cases, these workers have 
confirmed that in general the degree of dementia 
clinically determined correlates strongly with the 
extent of the vascular and degenerative cerebral 
changes established post mortem. 

More recently, some investigators (Levy, 
Isaacs and Hawkes, 1970; Levy, Isaacs and 
Behrman, 1971) have shifted the focus of 
attention from the central to the peripheral 
nervous system. The data are limited at present, 
but from their longitudinal comparisons these 
authors contend that highly significant correla- 
tions occur between the degree of cognitive 
impairment and the extent of the slowing of 
peripheral motor nerve conduction. They argue, 
therefore, that in senile dementia the cortical 
changes are themselves only one aspect of a 
more general degenerative process. Whether 
these peripheral changes can serve a diagnostic 
function, as these authors suggest, remains an 
empirical question awaiting further evidence. 

Our understanding of the relevance of social 
and personality factors to the onset of senile 
dementia has also been recently increased, 
although this is still a much neglected field. 
Kay, Beamish and Roth (1964b), after an 
extensive study of individuals with dementia, 
both in and out of hospital suggest that chrono- 
logical age is the most important aetiological 
factor, although impoverished diet, sensory 
impairment and social isolation also probably 
contribute to the deterioration in some cases. A 
similar conclusion was reached by Oakley (1965) 
about the relatively minor aetiological role 
played by such variables as marital status and 
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sensory deprivation, but he noted the high 
incidence of obsessional tendencies (as reported 
by relatives) in the premorbid personality of 
demented patients. Since a similar analysis 
has not been carried out on dements outside 
hospital, it might be that the hospital group is a 
distinctive group with respect to certain pre- 
morbid traits. Without comparative studies of 
non-hospital and hospital samples, we run the 
risk of confusing those factors which predispose 
individuals to senile dementia with those which 
predispose demented individuals to being 
admitted to hospital. 

It is apparent that a good deal of information 
about different aspects of this disorder has 
already been produced, but this is still an area 
much neglected compared with certain others. 
There seem to be four principal directions in 
which further advances must be made. 

In the first instance, mental disorders of the 
senium cannot be comprehensively classified 
according to aetiological considerations alone; a 
viable classification must rest upon a suitable 
blend of symptomatological and aetiological 
criteria. To this end, the techniques and 
methodology of clinical psychology could pro- 
vide a useful contribution, either by differen- 
tiating and fractionating concepts such as 
‘dysphasia’ (Barker and Lawson, 1968; Lawson 
and Barker, 1968) and 'dementia' itself (Mc- 
Donald, 1969); by offering typologies of mental 
disorders of the aged according to relevant 
objectively ascertained dimensions (Fisher and 
Pierce, 1967), and by providing comprehensive 
and quantitative analyses of the principal 
changes evident in a senile dementing process 
and relating these to changes consequent upon 
so-called normal biological senescence. Se- 
condly, there is a need for valid and reliable 
prognostic indicators; clearly, administrative 
and therapeutic decisions could be facilitated if 
those concerned were in a position to make 
systematic predictions about the future course 
of a patient’s illness. Thirdly, continued efforts 
must be made to explore psychological and 
physical means of alleviating the symptoms of 
dementia. It is likely that we must accept the 
cerebral changes themselves as irreversible, and 
consequently symptomatic improvement is per- 
haps the best we can hope for. This is no meagre 
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objective, however; after all, much of the treat» 
ment of neurosis is geared towards the same goal. 
Finally, one of the major and intriguing pro- 
blems facing the researcher in this field is to 
understand how some, and possibly a not 
inconsiderable number, of elderly individuals 
manage to function in a well-adjusted fashion 
within the community while their performance 
on clinical and psychological measures suggests 
a marked degree of cognitive impairment. Much 
remains to be known about the strategies and 
non-cognitive factors which may compensate for 
even marked degrees of cerebral damage. 

In summary, therefore, although the concept 
of ‘senile dementia’ has seen long service both 
in the clinical and literary fields, it has been 
employed in an ill-defined and over-inclusive 
fashion, and its development has often been 
shrouded by the use of ambiguous and emotive 
language. Generally, it has accommodated a 
heterogeny of senile disorders and deviations. 
Initially, psychiatric reference to this disorder 
was purely descriptive, but with important 
advances in neuropathology at the beginning 
of the present century aetiological considerations 
assumed a predominance. Added impetus to the 
movement towards more precise classification of 
senile disorders was given by various social, 
economic and demographic influences. As a 
consequence, ‘senile dementia’ emerged with a 
more rigorous redefinition, particularly through 
the work of Roth and his colleagues. 

These improvements in diagnosis and classifi- 
cation have encouraged a multi-disciplinary 
interest in this field, with the result that many 
different facets of this disorder are now being 
explored. Naturally, there are still echoes of 
unresolved issues. Perhaps to dispel complacency 
about our progress to date and inject further 
interest and enthusiasm into this field, it may 
be worthwhile recalling the still pertinent com- 
ments of Müller (1968) : “The literature is abun- 
dant and one can rather say that in the framework 
of geronto-psychiatry, which appears to us more 
and more as a field analogous to that of pedo- 
psychiatry, senile dementia finds its place in 
the centre, it is as it were the angular stone of it. 
It would be false to believe, however, that this 
puts us on sure ground and that in relation to 
other mental illnesses, our knowledge is parti- ` 
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«ularly solid. The contrary is true. When we 
try to form a clear idea of our present knowledge 
about senile dementia, we perceive gaps every- 
where. What contradictions and open 
discussions!’ 
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Synopses of Papers Awaiting Publication 


Psychiatric Diagnoses: A study of how they are 
made. By R. Е. KzNpELL. 

Brief diagnostic interviews, lasting only five 
minutes each, were held with a series of 28 patients 
at the time of their admission to hospital and then 
presented to experienced psychiatrists who were 
required to make a diagnosis and a number of other 
ratings for each. The content of the interview was 
presented to the raters in three alternative ways—as 
a videotape (vision and sound), as an audiotape 
(sound only) or as a written transcript. 

The raters diagnoses were the same as the final 
hospital diagnosis in 60-64 per cent of cases, and were 
the same in 48-50 per cent when only the first two 
minutes of the interview were provided. Inter-rater 
agreement was over 75 per cent under all three 
rating conditions, a higher level than that obtained 
in most previous studies of the reliability of psychi- 
atric diagnosis. Agreement with the hospital diagnosis 
and inter-rater agreement were both just as good 
using the transcript alone as they were with the 
audiotape or even the videotape, in spite of the fact 
that a transcript provides no information about the 
patient’s behaviour. There was little variation 
amongst the 28 psychiatrists involved. Using the 
patients’ final hospital diagnoses as a criterion of 
accuracy there were no particularly good or bad 
diagnosticians, nor was there any relationship between 
accuracy and either length of experience or selí- 
confidence. 

R. E. Kendell, M.D., M.R.C.P., M.R.C.Psych., 
Reader in Psychiatry, 

The Institute of Psychiatry, 

De Crespigny Park, 

London, SEs ВАЕ. 


The Historical Approach to the Theory of 
Diagnosis. By HUMPHREY RICHARDSON. 

Certain problems in the theory of diagnosis are 
outlined, and reasons are offered for questioning 
whether existing approaches, either in scientific 
terms or in traditional empirical terms, are likely to 
solve them. A Principle of Ambiguity is described as 
one means of giving form to some difficulties peculiar 
to psychiatry. 

An alternative approach in terms of a theory of 
historical method is stated, and an attempt it made 
to show that, if the Principle of Ambiguity is adopted, 
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ап historical method of approach would allow us to 
rewrite the concepts of neurosis and psychosis in the 
form of a Principle of Congruity which would permit, 
in principle, a clear-cut distinction between them. 
This is followed by a discussion of how the historical 
method might be applied in clinical work and in 
research. 

Humphrey Richardson, M.A., M.B., B-S., M.R.C.Psych., 
Consultant Psychiatrist, 

St. Luke’s Hospital, 

Middlesbrough, 

Teeside. 


Prediction of Clinical Response to ECT. By 
RicHARD ABRAMS, Max Fink and STANLEY 
FELDSTEIN. 

Three studies (Hobson, 1953; Carney et al., 1965; 
and Mendels, 1967) provide well-defined methods 
for calculating an index for prediction of clinical 
response to ECT by assigning individual weights to 
specific features of the clinical state and the history 
of the illness as determined during a pre-treatment 
interview. 

The present study examines the relation of each 
index to the immediate clinical response of 76 
depressed in-patients receiving unilateral or bilateral 
ECT. Also studied for prediction of ECT response 
were 22 individual clinical features selected for their 
putative relation to improvement with ECT. 

None of the predictive indices, nor any of the 22 
illness features were associated with clinical outcome 
as measured by a depression scale score obtained one 
day after 4-6 ECT (mean, 4:3). Methodological 
differences from previous studies are discussed and 
account in part for the failure of replication. 

Richard Abrams, M.D., 

Assistant Professor of Psychiatry, 

Department of Psychiatry, 

New York Medical College, 

5 E. то? Street, 

New York, 

N.Y. 10029, U.S.A, 


Classical, Avoidance and Backward Condition- 
ing Treatments of Homosexuality. By 

N. McConacuy and R. F. Barr. 
Markedly different forms of aversion therapy have 
produced similar results in the treatment of homo- 
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sexuality. To aid in determining whether such treat- 
ments have any specific action, 46 male homosexual 
patients were randomly allocated to receive classical, 
avoidance or backward aversive conditioning. The 
backward procedure, in which the conditioned 
stimuli (pictures of men) follow the unconditioned 
stimuli (painful electric shocks), is known to produce 
minimal conditioning. Before treatment all patients 
had their ability to establish conditioned responses 
measured by two independent procedures. In one— 
appetitive conditioning—they were shown red circles 
followed by moving pictures of nude women and 
green triangles followed by moving pictures of nude 
men. In the other—aversive conditioning—500 c.p.s. 
tones were followed by painful electric shocks. These 
reinforced tones were alternated with 1,500 c.p.s. 
tones which were not reinforced. 

Each of the three treatments produced similar 
results, both in reported changes in sexual feelings 
and behaviour and in penile volume responses to 
pictures of men and women. Patients who responded 
to treatment showed better aversive conditioning in 
the independent procedure. It was concluded that 
aversion therapy for homosexuality does not act by 
setting up conditioned responses. An alternative mode 
of action is suggested compatible with the relationship 
between response to treatment and aversive condi- 
tionability. 

N. McConaghy, M.D., 


School of Psychiatry, 

University of New South Wales, 

Sydney, 2035, 

Australia. 

Ergotamine and Methysergide Abuse in 


Patients with Migraine. By R. N. Lucas and 
W. FALKOWSKI. 

Ergotamine preparations are used extensively in 
the treatment of migraine. Although not widely 
appreciated, there have been reports in the literature 
of ergotamine abuse, related to the development of 
tolerance and withdrawal headaches, which result in 
a steadily increasing consumption of the drug. Clinic- 
ally it is important to recognize this condition, as 
ergotamine can produce dangerous vascular side 
effects. 

The danger of ergotamine abuse may be parti- 
cularly relevant to psychiatric patients who suffer 
from migraine and who are under considerable and 
prolonged stress. This paper reports the abuse of 
antimigraine drugs in five such patients, who were 
drawn from a sample of patients, who were attending 
the Bethlem Royal and Maudsley Hospitals over the 
last twenty years with a primary diagnosis of migraine. 
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In one of the cases, abuse of methysergide occurred; e 
this has not previously been reported in the literature. 
The paper stresses the necessity of treating the patient 
as a whole in relationship to both prevention and 
management of abuse of antimigraine drugs. 

R. N. Lucas, M.B., B-S., BSc., D.P.M., 

Registrar, 

The Bethlem Royal and Maudsley Hospital, 

London, S.E.5. 


The Development of Neurosis in the Wives of 
Neurotic Men. Part I: Symptomatology and 
Personality. By Irene M. K. OVENSTONE. 


This study was undertaken firstly to determine 
whether specific symptoms present in a husband 
suffering from a neurotic illness produce specific 
symptoms in his wife. It was hypothesized that if 
symptoms in a wife result from living with a neurotic 
husband, two mechanisms might be considered: (a) 
that she ‘imitates’ her husband’s symptoms by 
modelling herself upon him, and (b) that she reacts 
to a stress situation in the form of a non-specific 
stimulus response reaction. The sample consisted of 
40 male psychoneurotic patients and their wives. 
The Wing PSE was used to assess symptomatology. 
In this particular sample the findings did not support 
the modelling hypothesis; an important exception 
was irritability and nervous tension, on which the 
husband-wife pairs correlated significantly. 

Secondly, the sample was investigated to define 
more closely which variables were important in 
differentiating ‘illness’ among the wives within the 
patient-spouse group. The variables considered were: 
the severity of the husband’s illness; inherent vulnera- 
bility in the wives, as shown by previous psychological 
illness before marriage and exposure to nervous illness 
during childhood; duration of marriage and neurosis 
in the husband; and personality factors in the 
husbands and wives. These were assessed using the 
СМІ, the Cattell 16 Personality Factor Question- 
naire, the Hostility and Direction of Hostility 
Questionnaire, and a structured schedule. Dividing 
the wives at a CMI score of 20 total CMI and/or 
ro on the M-R section revealed that 52:5 per cent 
were psychologically ‘ill’ and the remainder psycho- 
logically ‘well’. It was found that the severity of the 
husband's neurotic personality deviance and the 
stability of the wife's personality were the important 
factors differentiating the ‘ill’ and ‘well’ wives. 
Evidence in favour of the interaction hypothesis 
rather than of assortative mating was found in an 
increasing concordance between the husband-wife 
pairs on neuroticism with increasing exposure to the 
husband’s neurosis and duration of marriage, and by 
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«failure to differentiate ‘illness’ in the wives on the 
basis of inherent vulnerability before marriage. 
Irene M. K. Ovenstone, M.B., Ch.B., D.P.H., D.P.M., 
M.R.C. Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 
Royal Edinburgh Hospital, 
Morningside Park, Edinburgh EH10 5HF. 


The Obsessive Compulsive Syndrome as a 
Neurotic Device for the Reduction of Self- 
Uncertainty. By FAwzEvA MAKHLOUF-NORRIS 
and Huon Nonnis. 

A group of 11 obsessional neurotics were compared 
to matched normal controls in terms of their personal 
construct systems. Two original indices are described; 
one indicates the structure or pattern of construct 
meanings; the other concerns the integration of the 
concepts of the self relative to concepts of other 
people and is presented in the form of a two- 
dimensional self-integration plot. 

Obsessional patients were found to have predo- 
minantly ‘monolithic’ conceptual structures, with 
all constructs clustering around a single direction of 
meaning. Their actual-self concepts were isolated 
from concepts of other people and alienated from the 
ideal-self. The normal controls had ‘articulated’ 
structures, with constructs falling "into two inde- 
pendent but indirectly linked clusters. Their self 
concepts were neither isolated nor alienated. 

The findings are discussed in terms of the hypo- 
thesis that obsessions and compulsions represent 
devices to reduce uncertainty about the self. It is 
assumed that the function of construing is to reduce 
uncertainty and primarily to reduce uncertainty 
concerning the self. It is suggested that in neurotic 
patients the need for self-certainty is such that they 
construe the self in a way which predicts undesirable 
outcomes which are certain to be validated, rather 
than predict desirable outcomes which would be 
open to invalidation. A speculative explanation of 
obsessional illness relating the symptoms to these 
assumptions and to the present findings is put forward. 
Fawzeya Makhlouf-Norris, B.A., Ph.D., Dip. Psych., 
Department of Psychological Medicine, 

North Middlesex Hospital, 

Silver Street, London N18 1QX. 


An Analysis of Out-patient Services. By D. A. W. 
JOHNSON. 

A survey of new patients attending the psychiatric 
out-patient departments of three hospitals in the 
Manchester area. The diagnoses, treatments and 
disposals are discussed. A separate detailed study of 
patients presenting with depressive illness is made. 

The commonest diagnosis was that of depression — 
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` 34 per cent. The second most common was that of a 


personality disorder—30 per cent. The neuroses 
(other than depression) accounted for 11 per cent of 
patients. No psychiatric abnormality was found in 
9 per cent of patients. 

Forty-two per cent of patients were treated by drugs 
alone. A further 9 per cent received some form of 
psychotherapcutic support in addition to their drugs 
—total patients on drugs 51 per cent. Fourteen per 
cent of patients received psychotherapy, 8 per cent 
as the only form of treatment. Further investigations 
were ordered in 14 per cent of patients (4 per cent 
required psychological tests and 10 per cent required 
physical investigations) before treatment could be 
prescribed. In 15 per cent of cases no treatment was 
prescribed. 

Only four alternative disposals were significant. 
Admission 17 per cent, further out-patient care 57 
per cent, P.S.W. care 4 per cent, and returned to 
the family doctor 14 per cent. 

The psychiatrists studies took over direct responsi- 
bility for continuing care for 9o per cent of ill patients, 
even though in 50 per cent of cases they did not offer 
any form of treatment that was not equally available 
in general practice. 

D. А. W. Johnson, MSc., M.R.C.Psych., D.R.C.0O.G., 
Lecturer in Psychiatry, 

University Hospital of South Manchester, 

West Didsbury, Manchester, M20 &LR, 


The Effect of Parachlorophenylalanine on the 
Sleep of a Methadone Addict. By D. A. 
Сневмік, А. T. RAusEy and J. MENDEL. 

The effects of parachlorophenylalanine, a serotonin 
synthesis inhibitor, on the sleep of a subject receiving 
methadone was studied for 34 nights. Gradually 
increasing doses of PCPA from 250 mg./24 hour to 
2,500 mg./24 hour had no discernible effect on 
actual sleep time or on the amount of REM sleep, 
contrary to previous reports. On the other hand all 
REM-associated events were affected. There was a 
decreased time to REM onset; a decrease in the sleep 
cycle, a decrease in phasic REM (per cent REM 
epochs with eye movements), and a decrease in 
extra-ocular spike activity during REM sleep (but 
not during NREM sleep). There was also a significant 
increase in delta wave sleep ( = 3:13; p < 0-01) 
which coincided with a 50 per cent reduction in 
urinary 5HIAA levels and a significant decrease 
(t = 2-31; p < 0'05) in delta wave sleep when 
5HIAA levels were further decreased to a level of 
1°3 mg./24 hour (a 70 per cent reduction from pre- 
treatment levels). This leads us to speculate that 
there may be a critical level of serotonin (perhaps 
relative to other brain amines) for optimal sleep and 
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that levels of serotonin above or below this result in a 
decrease in delta wave sleep. 

D. А. Chernik, M.D., 

Director, Sleep Laboratory, 

Depression Research Unit, 

University of Pennsylvania Department of Psychiatry, 

V.A. Hospital, 

University and Woodland Avenues, 

Philadelphia, Pennsylvania, 19104, U.S.A. 


A Study of Dichotomous Thought Processes in 
Accident-Prone Drivers. Ву L. S. PLUMMER 
and S. SUNDER Das. 

"This study deals with the presence of dichotomous 
thinking (Shneidman, 1961) as a common feature in 
the cognitive functioning of drivers who are frequently 
involved in motor car accidents. Dichotomous think- 
ing involves the tendency to think in terms of absolute 
value dichotomies, i.c. to polarize values in terms of 
extreme judgements. Two groups, each of 30 subjects, 
were tested. The experimental group consisted of 
subjects who had been involved in at least two acci- 
dents in the immediately preceding twelve-month 
period, and the control group of subjects who had 
been free of accidents for an immediately preceding 
period of at least three years. Dichotomous thinking, 
as measured by the Semantic Differential, was found 
to be utilized to a significantly greater extent by the 
members of the experimental group. 

The result is seen as lending possible support to 
the action-prone theory of accident causation (Marcus 

.€t аһ, 1960; Tabachnick, 1967). Under this theory 
dichotomous thinking would be seen as facilitating the 
type of behaviour exhibited by  'action-prone' 
individuals. 

No relationship could be found between conscious 
suicidal ideation and motor accident rate. 

Lynette S. Plummer, B.A.(Hons.), 

27/581 Bunnerong Road, 

Mairaville, N.S.W. 2036, 

Australia. 


Measures of Depressive Mood at Monthly 
Intervals. By J. CRAwronp Lrrrrg and New. I. 
McPuan.. 

This report arose from a pilot trial to establish 
optimal methodology for a double-blind controlled 
trial of secondary prevention in recurrent depressive 
disorders. At the out-patient clinic, at monthly 
intervals, the patients and two psychiatrists inde- 
pendently assessed the severity of depression using a 
Visual Analogue Scale—VAS (Aitken, 1969). The 
Beck Depression Inventory—BDI—was then com- 
pleted. 

The findings were: (i) The VAS scores of the two 
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psychiatrists did not differ significantly. (i) Thee 
patients’ ratings on the VAS were significantly higher 

than the scores of the two psychiatrists while the BDI 

scores were lower for the group as a whole. (iii) The 

three sets of scores correlated highly and positively 

when taken overall. For six of the eight subjects the 

psychiatrists’ and the patients’ VAS scores correlated 

significantly. For five of the eight patients, one or 

other of the VAS scores correlated significantly with 

the BDI. 

As interest is primarily in changes in depressive mood 
during the course of an illness, rather than absolute 
levels, the findings were of practical value in that 
there were no significant differences demonstrated 
between the three methods as measures of direction 
and amount of mood change obtained at monthly 
intervals. The BDI, which is relatively time- 
consuming, had few clear advantages over the VAS, 
which only took a moment or so to complete. In a 
controlled drug trial patients’ ratings on the VAS 
would be a valid if somewhat oversensitive measure, 
demonstrated in this study to correlate with other 
measures of mood change; the value of independent 
scoring of the VAS by both patient and one assessor 
would not be improved upon by scoring the less 
sensitive BDI. | 

The quickest single method of optimal sensitivity 
was the VAS scored by the psychiatrist. Thus a 
reliable record of mood can be kept by the clinician 
during the course of a depressive illness, with minimal 
expenditure of time. 

J. Crawford Little, M.D., F.R.C.P.E., F.R.C.Psych., 
Crichton Royal Hospital, 
Dumfries. 


Affective Disorder on Paternal and Maternal 
Sides: Observations in Bipolar (Manic- 
depressive) Patients with and without a 
Family History. By J. Menorewicz, R. R. 
Frve, J. D. Ramer and M. CATALDO. 

The authors performed a genetic study on two 
subgroups of manic-depressive illness, distinguished 
by the presence or absence of the illness in first 
degree relatives. Family history data were analysed 
using the ancestral secondary cases method pro- 
posed by Slater to test for single gene or polygenic 
inheritance in a genetic disorder. The findings in 
each subgroup are discussed as to their relevance to 
the possible mode of inheritance in manic-depressive 
illness. 

Julien Mendlewicz, M.D., 

Department of Medical Genetics, 

New York State Psychiatric Institute, 

722 West 168th Street, 

New York, New York 10032. 
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DYNAMIG THEORY 
Fact and Fantasy in Freudian Theory. By PAUL 
Kure. Methuen. 1972. Pp. 406. Price £5.00. 

The alliterative title of this book is misleading 
simply because the author has never succeeded in 
making up his mind about the meaning of the term 
‘theory’. He obviously accepts at least one of Sir Karl 
Popper’s views on the nature of a scientific theory. 
He stresses, for example: ‘Refutability is essential if 
a theory is to be regarded as scientific’ (p. 5). Yet he 
rejects some of the logical consequences of refutability. 
There are several passages in the book in which he 
extols the all-explanatory nature of Freudian theory, 
the very characteristic that makes it irrefutable and 
unscientific. Worst of all, however, he disregards the 
necessity for a refutable and scientific theory to be 
internally consistent. He is quite explicit on this 
point from the very beginning: ‘This is the view of 
psychoanalytic theory accepted in this book. The 
theory is regarded as a huge collection of empirical 
hypotheses and propositions some of which may be 
true .... Because the theory is not unified, the dis- 
proof of some or even most of the propositions is not 
fatal to the whole theory’ (p. 3f). In other words, 
when he says ‘theory’, he only means theorizing of a 
loose sort. He has thus felt free to take in turn the 
many hypotheses and propositions which Freud 
evolved in a lifetime, excluding only those which 
are too metapsychological to be testable at all, and to 
see whether there are any empirical investigations 
confirming or refuting them. There is a voluminous 
literature reporting more or less reliable and valid 
investigations of this kind. The greatest merit of the 
book is the industry with which the author has 
surveyed this literature. His thoroughness is attested 
by a list of references extending over 45 pages. 
Unfortunately, his assessment of the investigations is 
quite openly biased in favour of confirmation. ‘If the 
theory is supported and there is no other viable 
explanation of the results, it seems fair to argue that 
this is evidence in favour of psychoanalysis. 1f, on the 
other hand, the theory is not supported, the results 
do not necessarily refute the theory . . . this means 
that if the results are positive they can be accepted . . .. 
If they are negative it may be because the tests are 
faulty. Thus refutation of psychoanalytic theory is not 
easy’ (p. 5). (Author's italics.) 

This seems a programme designed to ensure that 
Freud cannot lose. Yet, surprisingly, he does because 


of the scarcity of positive results. In his final summing 
up, the author is satisfied that the existence of the 
castration and Oedipus complexes has been con- 
firmed, but there is an uncomfortable qualification: 
*Freud may have attached too much importance to 
[the Oedipus complex]’ (p. 348). Similar qualifica- 
tions crop up again and again. Acceptable evidence 
has been found for the working of such defence 
mechanisms as repression and displacement, but *it is 
disappointing from the viewpoint of psychoanalytic 
theory that the other defences have not been con- 
firmed to the same degree’ (p. 348). Perhaps the 
author's uncertainties arc best illustrated by these 
two sentences: ‘From these conclusions it seems clear 
that far too much that is distinctively Freudian has 
been verified for the rejection of the whole psycho- 
analytic theory to be possible. Furthermore it is to 
be noted that there are few good experiments which 
actually refute the theory’ (sic). 

As far as the therapeutic results of psychoanalysis 
are concerned, the author has developed a very 
personal point of view. After saying that our ‘know- 
ledge concerning the effectiveness of psychoanalytic 
therapy is little advanced from the days of Fenichel 
(1945) who wrote . . . that there is little doubt that 
psychoanalytic therapy leaves much to be desired’ 
(p. 321), he suggests that there is a close relationship 
between psychoanalytic theory and learning theory 
models, that psychoanalytic therapy is 'slow desensi- 
tization by talking, whereas it may well be that deli- 
berate reinforcement and extinction of responses is 
more efficient . . . that therapy must be based on 
psychoanalytic theory and behaviour therapy pro- 
cedures’ (p. 359). 

F. KräurL TAYLOR. 


Information, Systems, and Psychoanalysis. 
An Evolutionary Biological Approach to 
Psychoanalytic Theory. By EMANUEL PETER- 
FREUND in collaboration with Jacos T. 
SCHWARTZ. International Universities Press, Inc. 
Pp. 397. Price $10.00. 

The author, a psychoanalyst or—should I empha- 
size an American psychoanalyst (reasons for this 
qualification will appear later)—finds himself in 
disagreement with the theoretical formulations and 
explanatory concepts of psychoanalysis, although he 
is completely satisfied with the validity of the clinical 
findings. 


arg 
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The book is divided into three parts. The first part 
deals with the criticism of current psychoanalytical 
theory (as the author sees it). The second is about 
basic information-systems concepts where the reader 
is acquainted with the concept of information, 
information processing, feedback, hierarchic arrange- 
ments and so on. The third deals with an information- 
systems theory fo: psychoanalysis, where the findings 
of psychoanalysis, including clinical examples and 
explanatory concepts, are reformulated in terms of 
information-systems theory. 

Amongst the notions criticized, the concept of the 
ego, that of psychic energy and the anthropomorphism 
of the language used occupy a privileged position. ‘In 
brief I see no way to avoid the conclusion that even 
when it is used essentially descriptively, as a classify- 
ing generalization, the concept of the ego is grossly 
inadequate. And when it is used in high-level explana- 
tory statements, it has little scientific meaning. 
Statements invoking the idea of ego functions are 
pseudo explanatory.’ As for the concept of psychic 
energy, with its fluid-like flowing characteristics and 
its capacity for transforming itself in a chameleon 
way, the author has no time for it at all. "The 
psychoanalytical concept of psychic energy is quite 
alien to the rest of the scientific world. True, as already 
noted, physicists speak of chemical and electrical 
energy, and so on, but these terms refer only to 
different forms or ways in which energy manifests 
itself in different structures. 

The anthropomorphizations of psychoanalytical 
theory are also anathematized. ‘People think, and we 
need theories about thinking, but a theoretical 
concept referring to thinking cannot be said to think 

. only man is anthropos himself, a theoretical 
concept cannot be a man.’ 

"There is no doubt at all that Dr. Peterfreund is a 
very precise thinker and that his criticisms of the 
types of formulation still used in psychoanalysis are 
pertinent. He gives his reasons and makes a clear 
analysis of the subject. The same clarity can be 
found in his description of basic information-systems 
concepts which will be very helpful for those who are 
uninformed on these matters. 

Now we come to his reformulations of clinical 
findings in terms of the new model. I think that most 
readers will enjoy the many very appropriate clinical 
examples given and examples of concepts reformula- 
ted, including the rewriting of a paragraph from 
Freud himself, although they may not agree. But to 
be able to follow the author the reader is invited to 
abandon a purely psychological approach which 
cannot encompass the whole of the human being for a 
biological one. The anthropomorphic language must 
also be given up. In view of the fact that psycho- 
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analysis has mostly dealt with ‘man’s desires and e 
passions’ and not with the maturation of rationality a 
chapter is added on Piaget’s contribution to this 
subject. 

I must now explain why I said that Dr. Peterfreund 
is an ‘American’ psychoanalyst. It is because what he 
calls current psychoanalytical theory is what is current 
in the United States. In this book, which has a biblio- 
graphy of just less than 200 1eferences, and although 
only relatively few, for understandable reasons are 
about psychoanalysis, strictly speaking, only American 
psychoanalysts are quoted. There is the inevitable 
trio of Hartmann, Kris and Loewenstein, then Edith 
Jacobson, Brenner, Rappaport, etc. . . . All these 
analysts are more or less committed to the original 
Freudian concepts of psychic energy, for instance, 
which calls down Dr. Peterfreund’s wrath. In my 
judgement American psychoanalysis has no real 
object relations theory and no pertinent clinical 
observations on the state of objects. I refer the 
reader to Guntrip for a full survey of current psycho- 
analytical theories and concepts. It is obvious that 
some of what Dr. Peterfreund has to say would not 
apply to the point of view of analysts thinking in 
terms of object relation theory, since the state of 
objects and their structure (as in modern physics) is 
what determines their relationship. No mention is 
made of schools of thought that have abandoned the 
concept of psychic energy but have tried to preserve 
a psychological approach. It would have been 
interesting to see what Dr. Peterfreund would have 
thought about this. Also on this question of choice of 
current psychoanalytical concepts it seemed to me 
that an untapped source more congenial to the 
author's evolutionary evolved biological hierarchies 
would be Lawrence Kubie's concept of a drive struc- 
tured as a biochemical substrate, a neuronal net and a 
psychological superstructure. I was struck with the 
way theories move together in certain climates of 
thought when reading passages about the beginning 
of the programming of ‘objects’ (matter). ‘Millions of 
years ago, quite by accident, some atoms happened 
to form arrangements which turned out to be self- 
replicative, and thus began their immense journey.’ 
Almost word for word the same kind of statement 
made by the Nobel Prize winner Jacques Monod in 
his now famous book Le Hasard et la JNecessité. Some- 
thing about the anthropomorphization and confusion 
of languages must be said. As I was reading the book 
for the first time (I have read it more than once) I 
started saying to myself “This is not right. One 
language for the patient and the analyst and one for 
the scientist. We need a third language for speaking 
between analysts, and this is bound to be anthro- 
pomorphic’ and I came across the following passage 
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» ‘To speak of unconscious thoughts or fantasies is also 
acceptable as a façon de parler in theoretical dis- 
cussions. Here the situation is no different from a 
computer scientist speaking of input devices “de- 
manding attention’’ from central control: “demanding 
attention’’ is an anthropomorphization used only for 
the purpose of communication’. 

Finally, although no claim is made for it, the new 
model and the new languagedo not add directly now to 
our knowledge. They are purely descriptive. Whether 
they will facilitate new discoveries or hinder them 
remains to be seen. J. H. Rey. 


RACE 


Race, Culture and Intelligence. Edited by 
К. Riewarpson and Davin Spears, Penguin 
Books Ltd. 1972. Pp. 205. Price 40p. 

Hailed by the popular press as a ‘counterblast’ 
against the views of Professors Jensen and Eysenck, 
this relatively short collection of essays attempts 
(with varying degrees of success) to question, not 
the research upon which their views are based, but 
rather concepts which underlie the highly emotive 
question of the relationship between race and 
intelligence. 

The ‘attack’ comes from psychology, biology and 
sociology. The psychology section is sound apart 
from one rather silly paper which begins with some 
personal abuse and descends thereafter. However, it 
is left to a biologist to question the relevance of the 
whole issue, particularly for Britain. If there is a 
relationship between nationality and I.Q., so what? 
The degree of overlap between, for example, coloured 
and white children is large enough to make any 
attempt at differential teaching on the baais of colour 
or nationality a waste of effort. Until such time as the 
education system provides an adequate assessment 
of an individual child’s specific abilities, plus the 
opportunity to develop these whatever they are, the 
question of whether different races differ on their 
‘g’ factor remains totally academic. Indeed, given the 
above idyllic situation, the question would become 
even more redundant, as the system would then be 
tailored to the needs of the individual child, and it 


is the individual—not the ethnic or social group to 


which he belongs—who is important. 

The contributions are of varying quality, but no 
doubt most psychiatrists will want to know more 
about the issues involved, and for this reason the 
book should be purchased. GRAHAM ROBERTSON. 


Racism and Psychiatry. By ALEXANDER THOMAS 
and SAMUEL SILLEN. New York, Brunner/Mazel. 
Pp. xvi + 176. Price $7.50. 
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The authors, doctors of medicine and philosophy 
respectively, examine the persistent life of white 
supremacist ideas even among American psychiatrists 
(and psychologists and sociologists also) despite 
professional dedication to humane and liberal atti- 
tudes. In past eras, psychiatrists have adhered to such 
beliefs as that negroes have less grey matter than 
whites, are less liable to sadness and depression but 
more susceptible to dementia praecox, but when 
insane do not reach the same depth of deterioration. 
On the other hand it has been supposed that they 
have more talent for mimicry, are more musical, better 
able to endure surgery, have fewer sex perversions, 
no buried complexes, and less complex minds. They 
are more childlike, careless, credulous, easily amused, 
but are emotionally less controlled, have a fear of the 
dark. Negro children are bright and full of life, but 
their mental development starts freezing at puberty; 
from then on it is a life of sexual promiscuity, 
gambling, petty thievery, drinking, loafing. There is 
no scientific evidence to support any of these beliefs. 

The genetic fallacy is exposed. While it may be true 
that the greater part of inter-individual differences in 
intelligence, as measured by IQ, is attributable to 
heredity, there is an important environmental con- 
tribution. One cannot therefore conclude that a 
difference between racial means is due to hereditary 
factors, since it can also be accounted for by environ- 
mental differences, which are known to be massive. 
Similar debunking can be applied to all the psycho- 
genic and sociogenic causes to which the black man's 
impaired social status have been related: that black 
people have been overwhelmed by the destructive 
forces of the racist society (the ‘mark of oppression’) ; 
that the era of slavery left the black man dependent, 
unable to mature, thwarted along the lines laid down 
by psychoanalytic theory; that he is culturally 
deprived, with inadequate language development, 
and starts school with a handicap that 1s never over- 
come; the negro community has been forced into a 
matriarchal structure, which places a crushing burden 
on the negro male; child-rearing practices are at fault; 
the family lacks a male authority figure; and others. 

Just as the unhappy white-black relationship cannot 
be attributed to any unalterable deficiency, whether 
inherent or imposed, on the side of the blacks, 
neither can the whites excuse themselves on the basis 
that racism is a ‘sickness’ (for which the white racist 
could not then be held responsible). No more 
acceptable is ‘colour blindness’. All modern textbooks 
of psychiatry either overlook completely or give only 
a glancing reference to the blacks and their special 
problems in American society. The study of psychi- 
atric epidemiology in blacks and whites, though 
potentially a field of great importance, is beset with 
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pitfalls from which no epidemiologist has escaped 
unscathed. American white psychiatrists, despite 
their good will, find it impossible to provide equal 
opportunities for their black colleagues, for example 
in referring their patients, or in making available posts 
in teaching or research. 

The picture is one of almost unredeemed social 
tragedy. When one considers that in all likelihood 
there are genetically determined constitutional and 
psychological differences between blacks and whites, 
one sees what an opportunity has been lost. Perhaps 
with his growing pride and self-assurance the black 
man will yet repair the damage. Two eyes, two view- 
points provide one with a vision in depth which 
cannot be got from one only; if the white man were 
to listen to the black, he might hear much about 
himself that he could never discover on his own. 
Surely, in the interests of objectivity, when in psycho- 
logical laboratories the subjects are white, experi- 
menters should be black. 

ELIOT SLATER. 


MENTAL HEALTH SERVICES 
The Mental Health Field: a Critical Appraisal. 


Edited by M. Lzvrrr and B. RUBINSTEIN. 


Wayne State University Press for the American 
Orthopsychiatric Association. Detroit 1971. 
Pp. 386. Price $12.95. 

Organizing the Community to Prevent Suicide. 
Edited by J. Zusman and D. L. Davison. 
Chas. C. Thomas. Springfield, Illinois. 1971. 
Pp. 97. Price $6.25. 

Each of these books reports the proceedings of a 
conference held in the United States in 1968. Each 
has some good individual chapters, but is of interest 
primarily as a document of American psychiatry in 
a state of transition. The forty-fifth annual meeting 
of the American Orthopsychiatric Ássociation was 
held in Chicago, with the theme ‘Mental Health: a 
critical review’. Criticism no doubt was overdue, but 
for a cool, detached appraisal neither the time nor 
the place was propitious. Five years of community 
mental health, of being, as one member put it, ‘... in 
an undefined role, catering to the undefined needs 
of an undefined clientele’, had induced a mood of 
anxious self-questioning: ‘Am I still a psychiatrist, 
still a physician, or have I become an inadequately 
trained social scientist or some kind of revolutionary?’ 

Revolution, and the fear of revolution, were in the 
air. This was the year in which Martin Luther King 
and Robert Kennedy were assassinated. Riots broke 
out in many cities, and the university campuses were 
in turmoil. At the Democratic Party Convention in 
Chicago, Mayor Daley’s police ran amok, bludgeon- 
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ing demonstrators and bystanders indiscriminately. æ 
Small wonder that mental health professionals were 
affected by the climate, and that many of the speakers 
addressed themselves to social and political issues. 
Indeed, the papers which were undisguised polemics 
make better reading than those which attempted 
some uneasy compromise between ideology and 
scientific detachment. 

Social tensions may also have triggered the rapid 
growth of interest in suicide. In the words of Edwin 
Shneidman, ‘We live in times that give us a special 
permissiveness to be concerned with the topic of self- 
destruction.’ A decade after the opening in Los 
Angeles of the first Suicide Prevention Center, over 
100 similar centres were in operation. Suicidology had 
become an established sub-specialty, with its own 
Association, Bulletin, and postgraduate Fellowship 
course at Johns Hopkins. Regional Workshops on 
Suicidology were sponsored by the N.I.M.H. 

Most of this imposing facade was built on the modest 
foundation of telephone-answering services manned. 
by volunteers, the method pioneered by the Samari- 
tans (who receive no mention here). The dilemma 
faced by such agencies were clearly recognized by the 
group of experts who met at Buffalo, New York State. 
Most people who commit suicide have not previously 
sought help from them, and most people who do seck 
their help cannot be regarded as at high risk for 
suicide. Empirical research may suggest that emer- 
gency call services have nevertheless helped to reduce 
suicide rates, but this was not enough for the more 
impatient contributors. Suicide prevention centres, 
they opined, were 'not only a service for suicidal 
individuals but also the most developed operational 
system to date for providing a full range of crisis 
intervention services to disturbed citizens’, One 
speaker, Zusman, made the ‘modest proposal...that 
the suicide prevention centers commit suicide—that 
they instead become crisis intervention centers. . .*. 

It seems that our age of crises is destined to be the 
era of Crisisology. 

Brian Cooper. 


The Aged and Community Mental Health: A 
Guide to Program Development. Group for 
the Advancement of Psychiatry, New York. 1971. 
Pp. 96. Price $2.00. 

Development of an Urban Mental Health Center. 
Edited by Н. С. М/нгттімотом. Charles C. 
"Thomas. Springfield. 1971. Pp. 203. Price $9.50. 

'The first of these books is likely to be of more 
interest to British readers than the second. Com- 
munity psychiatiic services in Britain are in general, 
for all their shortcomings, much more developed than 
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e in the United States, but neither country has too 


much to boast about in regard to special psychiatric 
services for the elderly. The GAP report does not 
break any particularly new ground, but it is another 
short and sensible review of the issues, and among its 
good points is the emphasis it gives to the need for a 
particular person to be, in the words of the report, 
an ‘Advocate for the Aged’ in local psychiatric 
services. 

The second book is a compilation by staff of the 
Community Mental Health Center of Denver 
General Hospital. Some of these are narrative 
accounts of experiences at the Center, whilst others 
deal with ‘conceptual issues’ and ‘belief systems’. 
These may be questioned by some British readers, 
but the book gives a vivid picture of the development 
of a mental health centre in America as seen through 
the eyes of the participants. The bibliographies 
include virtually nothing of the British literature on 
social psychiatry. 

Tom ARE, 


PSYCHOTHERAPY 


Comparative Psychotherapy. An Experimental 
Analysis. By A. O. Dr Loreto. Aldine-Atherton, 
Chicago-New York. 1971. Pp. ix + 315. Price 
$9.95. 

The title of this book is somewhat misleading for 
readers in this country. By ‘psychotherapy’ is under- 
stood the wide use of counselling which has developed 
in the U.S.A. following on C. Rogers’ pioneer work; 
it is essentially a field for psychologist-counsellors. 
When the blurb states that the book is ‘the first 
comparative study under controlled conditions of the 
three major schools of psychotherapy’, the reference 
is to trends in this limited field, with total exclusion 
of psychoanalysis and all its derivatives. 

A. Di Loreto, who is Director of Psychological 
Services at a Michigan Mental Health Clinic, pours 
scorn at the state of psychotherapy with its ‘academic 
tribalism’, the claims and counter-claims of the 
schools which are all scientifically uncontrolled. The 
remedy which he advocates is an exact scrutiny of the 
therapeutic process and its outcome under experi- 
mental and controlled conditions. He finds the 
widely asked question ‘Does psychotherapy work?’ 
meaningless. The proper question to ask is 'What 
form of treatment, administered by whom, is most 
effective for this particular client with that specific 
problem and under what set of circumstances?’ 
(p. 195). He analyses most thoroughly, using test 
batteries from step to step, three varieties of psycho- 
therapy: systematic desensitization, and rational- 
emotive and client-centred group psychotherapy. 
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They were applied to the 'target behaviour' of 
interpersonal anxiety in small separate groups of 
introverts and extraverts. The main conclusion 
reached is that systematic desensitization is most 
suited to introverts and the client-centred treatment 
most suited to extraverts. 

Leading figures in that field (e.g. Wolpe) who have 
added their critical comments at the end of the book, 
generally welcome it as an advance but whether this 
particular advance is of great importance, remains to 
be seen. Though the theoretical formulations of the 
book are lucid, the presentation of the experimental 
material is somewhat marred by forming a solid 
block of 50 pages of tables and graphs in the middle of 
the book. Medical psychotherapists in this country 
should acquaint themselves with the field of planned 
counselling without limiting themselves to it. Guides 
to psychotherapy are much required, but this book, 
in spite of its merits in a limited field, is too one-sided 
to fulfil such a function. 

STEPHEN Krauss, 


New Horizon for Psychotherapy: Autonomy as 
a Profession. Edited by Roperr К. Hott. 
International Universities Press. 1971. Pp. 418. 
Price $15.00. 


This book is largely based on the working papers 
prepared for an Inter-disciplinary Conference on 
training in Psychotherapy, convened under the 
auspices of New York University in 1963. It suffers 
the drawbacks of books based on conferences, com- 
pounded by the unusual distinction of being published 
after a full eight years delay. However, a long and 
extremely interesting final chapter by the Editor 
brings the book up to date. 

The continuing move towards community care, 
unaccompanied by any adequate increase in training 
facilities for mental health workers, and increased 
awareness that the needs of the vast majority of 
neurotic and personality-disordered patients are met 
only by over-worked General Practitioners are just 
two reasons for considering that the publication of 
this book is timely and that it should be read by all 
those seriously concerned with the development of 
psychiatric services. 

The Editor shares Kubie’s view that the best long- 
term solution would be the setting up of a new 
autonomous profession of Psychotherapy and he 
invited leading figures in the fields of psychiatry, 
psychoanalysis, clinical psychology and social work, 
to discuss ideas about an ideal training programme. 
Predictably, contributors were divided as to whether 
the first priority should be to increase the number of 
workers with a minimal level of competence, or 
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alternatively to design an optimal way of producing 
the ideal psychotherapist. As to curriculum, disagree- 
ment was even more evident; but there was at least 
unanimous agreement that actually undertaking 
psychotherapy, under close and expert supervision, is 
of primary importance. 

The diversity of approach is illustrated by contrast- 
ing two of the most stimulating papers. Milton 
Wexler, in a refreshingly lively and (idiosyncratically) 
logical paper, advocates an extremely thorough 
training programme in which full psychoanalytic 
training would be regarded as essential, but would 
be undertaken at an earlier stage than is currently the 
custom. 

At the other end of the spectrum Margaret Rioch 
describes two pilot projects undertaken under the 
auspices of the N.I.M.H., involving a two year part- 
time training, and testing the hypothesis that carefully 
selected mature people (without previous professional 
training) could be trained within such a period to 
practice psychotherapy within certain limitations. 

It would be impossible to read this book without 
being stimulated to think enthusiastically, but critic- 
ally, about the sort of training programme which 
would contribute most to meeting the enormous 
unmet needs of the emotionally troubled in our own 
society. As Margaret Rioch points out, ‘The diffi- 
culties lie, not with the students and not with the 
patients, but with the rigidities of our modern caste 
system in the professions involved in mental health. 
Why cannot we do something about this? Flexibility 
is supposedly one of the hallmarks of mental health; 
is it not reasonable to expect to encounter it in 
members of our various professions ?* 


ALAN Mawson, 


The Language of the Body. By ALEXANDER 
Lowen. Collier Books, Collier-Macmillen. 1971. 
Pp. 400. Price 7op. 


In this popular edition of his book which was | 


originally entitled ‘Physical Dynamics of Character 
Structure’, the author describes the principles and 
technique of bioenergetic analysis and therapy. 
This derives from Reich’s view that muscular tension 
as manifest in posture and facial expression is both an 
integral part and an outward expression of each 
individual’s characteristic behavioural repertoire; 
it has therefore to be directly tackled during psycho- 
analysis. 

The book is engagingly written and is therefore an 
acceptable addition to the more fanciful section of 
the psychiatric literature. 

R. N. HERRINGTON. 
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LONGITUDINAL STUDIES 


Lives Through Time. By Jack Brock. Berkeley, 
Calif. Bancroft Books Inc. Pp. 313. Price $12.50. 


A longitudinal study from childhood to adult life 
offers the student of behaviour a rare opportunity. 
This book reports on two groups, 212 born in 1922 
and 248 born in 1929; their behavioural and per- 
sonality characteristics were studied in detail at 
early adolescence, late adolescence and in adult life. 
The samples were not representative of the popula- 
tion at large. Their parents were all from the better 
educated more affluent section of Berkeley and Oak- 
land in California and the mean IQ’s were well 
above average (123 and 116). The assessment appears 
to be based entirely on ‘Q’ sorting of questionnaire 
data; there is no index, the presentation is discursive, 
and some of the material reads like a horoscope. 
Despite this, the reader who is prepared to tolerate 
and translate much verbiage and jargon will find 
interesting and useful data about the progress of 
personality development through adolescence and the 
relationships between childhood behaviour and adult 
behaviour, childhood environment and adult adjust- 
ment. In early adolescence boys appear to be more 
maladjusted than girls; girls later seem to go through 
a period of regression into hostility to adults and 
adult values. Despite this, the girls achieve equally 
satisfactory adult adjustment, although it would 
seem clear from their remarks that the women are less 
contented than men in their adult life. 

This study confirms yet again the importance of 
stable and affectionate relationships with parents for 
an effective adolescence and adult adjustment. The 
opposite-sex parent seems particularly important 
during adolescence. There are also interesting obser- 
vations of the contrasting family experience of adults 
who over-control themselves and those who are under- 
controlled. 

This book should be read by everyone concerned 
with the development of both normal and abnormal 
behaviour. 

C. L. WARDLE. 


Die Langfristige Entwicklung Oligophrener 
(The Long-term development of Oligophrenics). 
By A. Moser. Monographien aus dem Gesamtge- 
biete der Psychiatrie, Vol. 5. Springer, Berlin- 
Heidelberg-New York. 1971. Pp. 101. Price 
DM. 48. 

This is a catamnestic study of 476 patients admitted 
to the Department of Psychiatry of the University 
Hospital of Lausanne, Switzerland between 1873 and 
1897. At the time of follow-up in 1963 these patients 
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e would have been between 66 and go years of age. 


Three-quarters of that number had died, a few could 
not be traced and only 18:3 per cent could be re- 
examined, The study is therefore based mainly on 
carefully kept records. The items extracted from the 
case records include cultural, educational, social and 
economic data; the I.Q.s of the patients are not 
reported and the medical data concern mostly date 
and duration of hospital admission and medical 
family histories. The pathology underlying mental 
retardation was in those days even less understood 
that it is today and very little could be recorded. The 
other medical data given concern mostly complica- 
tions such as purely physical illnesses, supervening 
psychoses as well as psychopathic traits and addic- 
tions. À special chapter concerns criminal behaviour. 

'The main concern is with the end states, relating 
medical data and particularly data about social 
adjustment in old age to the variables of the earlier 
history. New symptoms appearing for the first time 
in old age, mortality, and causes of death are com- 
pared with such data in groups of patients of normal 
intelligence and in the population at large. 

Long-term follow-up studies of the mentally 
retarded are still rare, and this careful piece of work 
has produced interesting findings, many of them 
confirming earlier work. It is, however, difficult to 
know to what extent the findings can be generalized. 
The group of patients is highly selected and is not 
representative of the mentally retarded in the com- 
munity (e.g. there is not a single case of Down's 
syndrome). Furthermore a natural history in the 
classical sense (and this is what this study attempts) 
is no longer satisfying for an entity such as mental 
retardation which as a psycho-syndrome is of the 
most diverse aetiology. Scanty as our knowledge still 
is, it is already too advanced to make a global study 
adequate. The psychosyndrome itself is not analysed 
as such, and I.Q. tests were not included in the follow- 
up procedure. No mention is made of the treatment of 
these patients, many of whom must have had their 
social lives changed as a result of advances in sympto- 
matic therapies. 

Nevertheless, the publication of this well presented 
study is to be welcomed, even though it may not be 
able to provide much epidemiological information or 
satisfy all one’s curiosity in other respects. It shows 
that the prognosis for the group as a whole is favour- 
able in terms of social adjustment. The disabilities 
mellow with age and the inquiry into the subjective 
attitudes of the patients—those who have survived 
and could be seen—reveals that most of them regard 
their lives to have been satisfying. In fact, they com- 
pare favourably in this respect with certain control 
groups of patients with normal I.Q.s suffering from 
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other types of disorders. This humble satisfaction with 
life on the part of the patients contrasts unhappily 
with the other findings namely the pessimistic attitude 
on the part of their physicians reflected in the entries 
in the case sheets, and the decreasing tolerance the 
community around Lausanne is said to have towards 
the oligophrenics in their midst. 
J. Ново. 


CHILDHOOD 


Depressive States in Childhood and Adole- 
scence. Edited by Anna-Lisa ANNELL. Almqvist 
and Wiksell. Stockholm. 1972. Pp. 541. No price 
stated. 


This book contains the papers read at the Fourth 
Congress of the Union of European Paedopsychiatrists 
held in Stockholm in August-September 1971. It is the 
product of 107 workers from 18 European countries, 
representing various schools of thought, various 
approaches and views on the aetiology, dynamics and 
treatment now in nations with diverse political 
systems and medical traditions. 

The monograph covers most aspects of depressive 
states in childhood and adolescence, in particular 
basic concepts, and aetiology, symptomatology, 
course and prognosis. All articles are brief, concise, 
very readable, written in English, French or German, 
and contain summaries in all three languages. The 
book has been carefully arranged and edited by 
Professor Anna-Lisa Annell of the University of 
Uppsala, who also writes a comprehensive critical 
foreword. This monograph represents a valuable 
contribution to our awareness and understanding of 
childhood depression, and is of particular interest 
to child psychiatrists, and to educational and clinical 
psychologists. It should find its place in the libraries 
of all Departments of Child Psychiatry and in all 
Child Guidance Clinics. 

Narcyz LUKIANOWICZ. 


The Humanization Processes: A Social, Beha- 
vioural Analysis of Children’s Problems. 
Ву R. L. Hamat, D. Buckuorpr, D. Ferrrror, 
M. KozLorr, and L. BLAckwEeLL. New York: 
Wiley-Interscience. 1971. Pp. xxi + 305. Price 
65.85. 

This book із largely an account of the authors’ 
experiences with operant conditioning techniques in 
a variety of applied social science settings. Experi- 
ments with four types of children are reported: young 
children under-achieving academically; culturally 
deprived older children in inner-city areas; hyper- 
aggressive children; and autistic children. This latter 
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group is discussed in greatest detail. Throughout, the 
authors stress the reciprocally reinforcing nature of 
the child-adult interaction. However, their attempt at 
reformulating Skinnerian theory as ‘structured ex- 
change theory’ does little to clarify the issues. Those 
interested in applying behaviour modification tech- 
niques to children may glean some practical help, but 
will be disappointed in the relatively crude attempts 
to evaluate the outcome of such therapeutic pro- 
cedures, 
WiLLIAM YULE. 


Perspectives in Child Psychopathology. Edited 
by Н. E. Rm. Aldine-Atherton, Chicago. 1971. 
Pp. 423. Price $12.75. 

This collection of original papers, whose authors are 
with one exception psychologists, attempts to span 
the whole range of child psychopathology. Starting 
with accounts of the history of the study of abnormal 
child development and treatment, which not sur- 
prisingly lean heavily on psychoanalytic theory, it 
leads on through a useful review of the classification of 
child psychiatric disorders to an experimental study 
of techniques which might be used in studying child 
psychopathology. 

This opening section, entitled ‘the context’, tends 
at times to make heavy reading and in places is very 
emotively biased; this is a pity, for the second half of 
the book, devoted largely to recent research contains 
some excellent review articles as well as accounts of 
individual research projects such as that by Thomas 
on the New York Longitudinal Study. Both this 
article and that by Des Lauriers emphasize current 
interest in the study of individual differences and 
sexual dimorphism. 

Although most of this work is available, perhaps in 
more complete and readable form, in other publica- 
tions, it will be helpful to both teachers and research 
workers, as well as the clinician who is interested in 
keeping up to date with modern developments, to 
have them collected together in one volume on 
abnormal development. Particularly outstanding in 
this respect are the reviews by Caldwell on pro- 
grammes of early infantile stimulation and that by 
Miller and others on behaviour therapy. It is some- 
what disappointing that the sections on family and 
social pathology are briefer and less adequate, for 
they might have formed a bridge with the psycho- 
analytic contributions earlier in the book, rather than 
leaving the reader with the feeling of having travelled 
between two countries whose inhabitants rarely if 
ever meet. 

We seem committed at this stage in the study of 
human behaviour to the compendium type of volume 
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with its inevitable variability both in style and , 
content, and it js perhaps asking too much for the 
single author to span the whole range of recent 
advances in such a diverse field. Accepting such 
restrictions, the present volume achieves its object 
better than most and -is a useful addition to the 
literature on child psychpathology. 
Jorn Совветтг. 


WORK 


Psychology at Work. Edited by Persr B. Warr. 
Penguin Education. 1971. Price 75p. 


The title of this Penguin book is a terse compression 
of its main theme. The contributors not only consider 
the psychology of bebaviour in the world of work but 
discuss it in terms of applied rather than of academic 
psychology. In this introduction, Dr. Donald Broad- 
bent sees applied psychology as the study of problems 
drawn from real life, and believes that this approach 
yields to the most significant theoretical advances. 
The reader must decide for himself whether the 
contributions substantiate this view. All are very well 
written, even though some of the more specialized 
contributions may be of little interest to the general 
psychiatric reader. No one, however, could fail to be 
interested in Harry Kay’s article on accidents or the 
chapter by Frank Blackler and Roger Williams on 
work motivation. Even those psychiatrists who, busy 
elsewhere, read little psychology, must find it interest- 
ing to discover what has been learned about such 
matters as person perception and rating scales. A 
worthwhile read. 

DovarLas BENNETT. 


SUICIDE 


Adolescent Suicide. By Stuart M. FiNcH and 
Erva О. Poznansky. Published 1971 by Charles 
Thomas, Springfield, Ill. Pp. 66. Price $6.75. 


This little volume is very far from constituting a 
major theoretical re-appraisal. It is nonetheless a 
useful review of research in the field. There are brief 
chapters on the suicidal act, types of suicide, family 
background, environmental and other related factors, 
the relation of suicide to aggressive behaviour, 
suicide in college students, and assessment and 
management of cases. Several of these chapters 
include illustrative case histories, and these are a 
valuable feature. Indeed, their number is probably 
too low rather than too high, particularly in view of 
the failure of the authors to provide any very coherent 
frame of reference. In itself, however, this failure is 
not a culpable one, and derives from the fact that 
suicide, whether attempted or successful, is a symptom 
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e rather than a disease. The last chapter is perhaps the 
most useful, including as it does a number of sugges- 
tions which may help practitioners to decide on the 
seriousness of cases, as well as what may be important 
reminders about treatment, for example on the 
danger of prescribing more than a week's supply of 
barbiturates to a potential suicide. 
E. A. LuNzER. 


SOCIOLOGY AND PSYCHIATRY 
The Sociology of Mental Disorder. By ROGER 
Basripe. (Translated by Jean McNeil). Rout- 
ledge and Kegan Paul 1972. Pp. 251. Price 
£3.00. 

Bastide introduces his book (originally published in 
France in 1965) with a discussion of the terms used 
in those areas of study in which psychiatry, psych- 
ology and sociology overlap. He suggests that three 
fields should be distinguished: first, social psychology 
and social psychiatry concerned respectively with the 
social behaviour of normal and mentally disturbed 
persons; second; the sociology of mental disorder (the 
subject of this book), covering the distribution of 
psychiatric conditions in communities and groups; 
third, social anthropology studying correlations be- 
tween ethnic factors and mental illness. 

Having defined his subject, the author briefly 
reviews the methodological problems inherent in the 
epidemiological, experimental and individual case 
study approaches. He discusses the effects of ecolo- 
gical, occupational and religious variables on the 
prevalence of mental illness. A chapter is devoted to 
the influence of the family, including its structual 
and its dynamic aspects. Throughout the book, Bastide 
is concerned with the problem of assessing the relative 
importance in the causation of mental illness of social 
and individual factors. He concludes that both are 
intimately connected in a dynamic relationship and 
that it is meaningless to say which is primary. 

The selection of references is limited and somewhat 
arbitrary. Other workers’ results are in many cases 
quoted without any critical assessment of the methods 
used. Occasionally they are quoted inaccurately, 
especially when the author has not referred back to 
the original sources. The book perhaps has a place as 
a brief introduction to the field, but its value is 
reduced by the fact that it is seven years since it was 
originally published. Lorna Wine. 


METABOLISM 
Cellular Organelles and Membranes in Mental 
Retardation. Edited by P. F. Benson. Churchill 
Livingstone, Edinburgh and London. 1971. Pp. 
224. Price £3.50. 
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This volume presents the proceedings of the 
second Study Group organized by the Institute of 
Research into Mental Retardation. As the title 
suggests, the participants concentrated on the basic 
biological phenomena at the subcellular and mole- 
cular levels. 

At present our knowledge of these phnomena is 
patchy, and therefore it is not possible to link together 
the findings of various workers and arrive at simple 
answers. However, this publication goes a long way 
towards fulfilling the hope of organizers in providing 
an exchange of ideas between workers with different 
orientations. The discussions which follow the various 
papers are most stimulating and are bound to lead 
to further research. The book is recommended to 
workers in the field, and clinicians should find it to be 
of interest as well. B. M. Saran. 


The Biochemistry of Functional and Experi- 
mental Psychoses, Ву H. W. WEL-MALHERBE 
and S. I. Szara. Charles C. Thomas. Springfield. 
1971. Pp. 606. Price $18.50. 


This is a competent, detailed and comprehensive 
review of a complex and difficult field. A brief section 
(29 pages) on basic physiology, with particular 
reference to neurotransmitter amines, is followed by a 
section on the biochemistry of affective disorders, 
which is suitably critical in a field where one some- 
times gets the impression that the major problems 
have been solved. Section 3 considers the biochemistry 
of schizophrenia, and here many old chestnuts are 
raked over the coals and found wanting. The authors 
select two fields as worthy of further research: the 
methionine effect, and ‘overarousal’ in schizophrenia. 
The last section on experimental, or model, psychoses 
contains much of interest. Lipton’s hypothesis, that 
any ‘toxic’ metabolite in schizophrenia can only 
trigger the pathophysiological process and not main- 
tain it, is quoted with approval. The book is written 
in clear lucid English and contains comprehensive 
references. The only omissions I spotted were Harley- 
Mason’s role in initiating the transmethylation 
hypothesis, and the fact that although Hoffer's 
adrenochrome hypothesis was wrong, the attempt to 
disprove it set Axelrod on the path of discovering the 
actual metabolic pathway of adrenaline. This book 
should prove most useful for psychiatrists in training 
and medical students. Jonn R. Suyvries, 


Biochemical and Pharmacological Aspects of 

` Dependence and Reports on Marihuana 
Research. Edited by Н. M. Van PRAAG. 
Haarlem: De Erven F. Bohn. Pp. x + 213. 
Price Hfl. 35.00. 
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This book reports a Symposium, explained by its 
editor as aiming to understand drug dependence in 
terms of the underlying substrates of the illnesses 
generated. Enlightenment is foreseen especially from 
biochemistry and pharmacology, and the book begins 
well in this regard. The first of its eighteen contribu- 
tions, those of van Dijk, Bastiaans, Collier and of 
Katz and Steinberg exemplify well both the theore- 
tical framework and the experimental approach from 
pharmacology to problems of drug tolerance and 
dependence. Biochemical approaches are less satis- 
factorily documented; there is no comparable dis- 
cussion of principles: for example, those of metabolic 
adaptation. Little insight is given to metabolic effects 
of ethanol or to adaptive changes to its continued use. 
Lewander gives a description of clinical and of some 
experimental findings regarding amphetamine, but 
not of long-standing metabolic changes which can 
be exhibited by tissues from the brain of amphetamine- 
treated animals. 

The account of research on marihuana occupies 
half the book and includes valuable accounts of the 
chemistry and pharmacology of active components 
from the drug. Acute mental effects induced by the 
compounds or by cannabis are described, and 
evidence for cannabis-related personality changes and 
thought disorders persisting after the use of the drug 
is appraised and concluded probably to be Jacking. 
The book carries only two items of discussion, and 
thus some of the advantages which could accrue from 
its recording a symposium are not available to 
readers; it has neither author nor subject index, and 
its list of contributors is incomplete. 

Н. McIrwAm. 


SMOKING 


Smoking: A Behavioural Analysis. By BERNARD 
Mausner and ELLEN S. PLATT. Pergamon Press. 
1971. Pp. 238. Price £5.50. 

The psychiatrist, unless he superspecializes, is fast 
becoming the general practitioner for disorders of 
thinking, feeling and behaviour. Modern trends 
demand that he look away from the Couch into the 
Community. The psychiatrist of today is also expected 
to know something of social psychology. 

This book, written by two American social psycho- 
logists who have been doing research on cigarette 
smoking since 1961, gives promise of being filled with 
interest. On preliminary scanning one sees that the 
authors describe a series of seven of their own pre- 
viously unpublished studies testing hypotheses gene- 
rated from an ‘ecological model of smoking’. In their 
analysis of smoking they draw from Cognitive Disso- 
nance Theory and Decision Theory. They look into 
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the relevance of Risk-taking and Internal-External « 
Control in an experiment to test the effect of 
‘emotional role-playing’ on the modification of 
smoking, the focus on the relation of attitude change 
to behaviour change, paying particular attention to 
the interaction effects of fear arousal and personality. 
To do this the authors devise, with some success, a 
questionnaire to tackle the difficult task of measuring 
the balance of conflicting motives for and against 
smoking. Here it would seem is a book which could 
offer the opportunity not only to learn something 
about smoking, but to keep abreast of important 
advances in Social Psychological theory and method. 

Despite these surface attractions, on scrutiny the 
book is a disappointment, The background reviews of 
such basic topics as the onset and natural history of 
smoking, attitude change and the treatment of 
dependent smokers are incomplete, with virtually no 
reference to work done outside America. The book 
also fails to provide sound readable thumbnail 
sketches of relevant areas of social psychological 
theory. The ecological model of smoking turns out 
to be no more than that smoking depends on an 
interplay of environmental and individual factors; 
nor is it lucidly expounded. There are basic methodo- 
logical flaws in nearly all of the seven studies. Some of 
the samples, besides being rather small, are particu- 
larly poor bases for generalization; for example 45 
male members of the Holy Name Society of a 
suburban Catholic Church. Some of the response 
rates are as low as 40 per cent and 66 per cent. In one 
study the authors commit the statistical sin of doing a 
series of factor analyses on many more variables than 
the 31 subjects in the sample. As a practical procedure 
for changing smoking behaviour the role-playing was 
a failure. Only 6 out of тоз subjects had stopped 
smoking five days after the experiment, compared with 
2 out of 32 Controls. The six-month results were no 
better. 

While containing much of interest for those in the 
field of smoking research, this book is not recom- 
mended to those who require a general account of the 
subject, nor does it provide a useful source of informa- 
tion on social psychology. 

M. А. H. Russe. 


DREAMS 
Dream Power. By Ann Farapay. Hodder and 
Stoughton. 1972. Pp. 334. Price £2.50. 

Dr. Faraday’s ideas about dreams have lately 
received publicity on television and in the newspapers. 
Her bookisa highly personal, indeed autobiographical, 
document in which she displays her dreams, her life, 
her loves and her ambitions. It is the story of a young 
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a mother who put psychology before home and husband, 


who became disenchanted with her first and Freudian 
analysis, who has lately obtained a Ph.D. for labora- 
tory dream research, and who now seems to be in 
private practice as a dream-group psychotherapist for 
business executives’ wives. We are told she has ‘helped 
hundreds of people to undertake the voyage of self- 
discovery’. 

Early in the book there is a good summary of the 
history of dream research (though it was in 1853 that 
Maury published his famous dream of being guillo- 
tined as the bed-head fell on him, and not in the 
1890's). Freudian views are summarized and made 
the object of telling criticisms, whereas Jung and 
Calvin Hall receive her approval. The later part of the 
book relates so many dream accounts that I fear I 
became bored. It contains, moreover, a series of 
statements of belief. The worlds of business and of 
government are, like religious organizations and 
schools, going to be radically changed by Dr. Fara- 
day's dream-study methods. Best of all, housework 
that would have taken six hours shall be completed 
in one hour. 

The authoress proposes that any intelligent person 
can interpret the manifest content of his own dreams 
and so understand better his human relationships, 
though it was not made clear why anyone willing to 
devote equal effort should. not be able to understand 
them by examining his waking life. Dr. Faraday is 
impressed by psychodrama and by sensitivity groups, 
and advocates the mushiooming of dream-study 
groups in which individuals should play-act both 
their own roles and the roles of their spouses or 
paramours. Í was reminded of the recent account of 
Chinese psychiatry by E. Signer and A. W. Galston 
(Science, 1972, 175, 15-23)—' the main treatment is 
discussion therapy—not based on Freud or other 
“idealistic Western theories" but rather on dialectical 
materialism and the philosophy of Chairman Mao’. 
Dr. Faraday loses no opportunity to reassure us that 
her clients are mainly prosperous and evident capi- 
talists. London, S.W.1 and Peking may differ, but I 
suppose one cannot deny that group discussion might 
influence government, business and religion. 1 shall 
wait for a little red dream book. 

Tan OswALD. 


FORENSIC 
The Defences of the Weak. By THomas MATHIESEN. 
Tavistock Publications, Social Science Paper- 
backs. London. 1972. Pp. 259. Price 75p. 
This is a paperback edition of a well known socio- 
logical study, first published in 1965, dealing with the 
social structure of a Norwegian correctional institu- 
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tion. It is based upon extensive personal observation 
by the author, as well as confidential interviews with 
inmates, and later with staff members, supplemented 
by questionnaires. In essence, however, although the 
inquiry was clearly very thorough and extensive, it 
represents one man’s description and interpretation 
of the dynamics of a prison community. In psycho- 
dynamic explorations in clinical psychiatry, the 
general applicability of the interpretations can be 
gauged only after many cases have been observed 
and found to follow a regular pattern. In the nature 
of things, intensive surveys of prisons become available 
only very occasionally, so it is difficult to judge how 
accurately Mathiesen’s theories would reflect what 
happens in other institutions. As with all good dyna- 
mic interpretations, however, the ideas strike a 
sympathetic chord in the minds of those who have 
similar experience. | 

The central idea is that inmates do not necessarily 
defend their self-esteem by banding together and 
establishing a rebellious contra-culture in the way 
some classic American studies have suggested. 
Instead, they may adopt attitudes of ‘censoriousness’ 
towards the staff. By continuing to identify with 
ordinary standards of justice and fair play, and by 
asserting that the staff fall short of these, their own 
failures are made to seem less serious. 

D. J. Wesr. 


PSYCHOLOGY 
Aversive Conditioning and Learning. Edited by 
R. B. Вкоѕн. Academic Press. 1971. Рр. 626. 
Price $25.00. 

This technically advanced text covers selected 
aspects of aversive conditioning, avoidance learning 
and punishment. The nine chapters are contributed 
by experienced scientists who have made no con- 
cessions to their potential readers. All of the chapters 
are technically sophisticated and bulging with re- 
search findings. The arguments are presented on the 
assumption that readers are familiar not only with 
contemporary problems of conditioning research but 
also with the relevant theoretical and historical back- 
ground. Plainly, this book is aimed at a specialist 
audience of experimental psychologists, and few 
psychiatrists will find much to interest them. 

The standard of the contributions is exceptionally 
high and each one has a great deal to offer. The 
chapter by Seligman, Maier and Solomon on un- 
predictable and uncontrollable aversive events is 
particularly useful and thought-provoking. Brush 
provides a detailed and scholarly analysis of the 
retention of aversively motivated behaviour, and 
Myer and Fowler each make useful additions and 
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elucidations to the psychology of punishment. The 
only serious reservation one has about this thorough 
scientific contribution is that most of the writers rely 
almost exclusively on animals for their research 
material, and this places serious limitations on the 
applicability of their conclusions to human behaviour. 


S. RACHMAN. 


Kontrolle des Verhaltens. Das Lernen am 
Erfolg. (Control of Behaviour. Learning by 
Success.) Ву W. F. AwGERMEIR. Heidelberger 
Taschenbucher, Band roo, Springer Verl, 
Berlin-Heidelberg-New York. 1972. Pp. 205. 
Price DM 1480. 


The author, who was Professor of Experimental 
Psychology at the Presbyterian College in St. Peters- 
burg, Florida, and is now associated with the Univer- 
sity of Heidelberg, has presented here an overall view 
of operant behaviour analysis. The book does not try 
to be exhaustive, but is fairly comprehensive and 
provides an introduction to a field which according to 
the author has so far not been covered in a German 
text. The book begins with E. L. Thorndike and 
B. F. Skinner and guides the reader through the 
literature from milestone to milestone, each of which 
is clearly formulated and for easy grasp printed in a 
red square. The result is a well produced and easily 
readable text, and as an attempt at bridge building a 
success. The bridge is between the German reader 
and American psychology; British authors are hardly 
included. Unbelievably, Eysenck is not even 
mentioned. 

J. Новмо. 


Language in Thinking. Edited by PARVEEN ADAMS. 
Penguin Books Ltd. 1972. Pp. 373. Price 55p. 


This latest addition to the Penguin series of 
‘Readings in Psychology’ is concerned mainly with 
the presentation of three different theories regarding 
the relationship between language and thought. 
Papers by Whorf, Piaget and Vygotsky are presented 
as being representative of their respective standpoints, 
and empirical papers related to the various theorieg 
are included in the volume. In addition, some 
extremely interesting reports on experiments involving 
learning language itself are presented. Intended 
mainly for psychologists, this well-edited collection of 
papers should be useful for any psychiatrist with an 
interest in child development or indeed anyone who 
wishes to be reasonably up to date in this highly 
stimulating field. 

GRAHAM ROBERTSON, 
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Personality and Personal Illness. Ву G. А. 
Fourps. Tavistock Publications Social Science 
Paperback. 1972. Pp. 344. Price gop. 

This is a paperback re-issue of the book originally 
published in 1965. A reviewer of the hard-back version 
is quoted as saying *. . . one awaits . . . the many 
investigations and theoretical reviews that it is 
bound to stimulate'. One still awaits; it is sad that 
apart from the limited output of a few acolytes 
hardly anything has emerged. This is additionally 
remarkable since Foulds’ view of separate systems of 
personality and illness will be more acceptable to 
many people than Eysenck’s unitary system, and the 
similarities and differences between the two theories 
would be a happy hunting ground for research 
theses. Part of the problem is undoubtedly the 
difficulty in reading Foulds. The book is a strange 
blend of philosophy, observation and experiment, 
mercifully presented in a refreshingly informal style 
with occasional flashes of humour. Now that this 
low-cost version is available it is to be hoped that 
more people can have it by them long enough to 
read through it. 

ANTONIA WHITEHEAD. 


Clinical Neurology. By FRANK A. Exuiotr. (опа 
edition.) W. B. Saunders & Co. 1971. Pp. xix + 
366. Price £8.30. 

Books on neurology enjoy an enviable reputation for 
lucidity. Elliott’s textbook is of a suitably high 
standard, well laid out and easy to read. The psychi- 
atrist using it will notice some deliberate omissions 
and occasional weaknesses. Aphasia is treated briefly, 
by design, but the sections on tics and occupational 
cramp are weak. ‘Indefinable head pains’ are not 
common in schizophrenia (as diagnosed in this 
country), and delusions of poverty are not typically 
or especially found in senile psychosis. Neuro-otology 
is treated rather scantily, and there is no mention of 
serotonin or dietary factors in relation to migraine. 
But any book of this size and scope by one author is 
entitled to a quota of errors. It deserves to be judged 
not by occasional slips but by its usefulness to the 
student. Elliott is perhaps less accurate than some of 
his rivals, but ranks high for clarity and presentation. 
The postgraduate student should find it attractive. 

Н. MERSKEY. 


Angels and Ministers of Grace. By M. J. Frmup. 
London: Longman. 1971. Pp. 135. Price £2.00. 


Angels, whose remarkable agility once preoccupied 
the minds of mediaeval ‘theologians, have recently 
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enjoyed a renewed popularity. Was God an astro- 
naut? asked Erich von Daniken; and in his book 
Chariots of the Gods postulated that the angels of the 
Old Testament were in fact extra-terrestrial members 
of an alien race more technologically advanced than 
man. M. J. Field’s understanding of these enigmatic 
visitors in rather different, but neither author con- 
siders them in their traditional theological role as 
God's supernatural messengers. In his ethno- 
psychiatrist’s contribution to biblical criticism Dr. 
Field sees angels as itinerant holy men, members of an 
international religious sect, given to dispensing hallu- 
cinogenic drugs to such Biblical worthies as Ezekiel, 
Daniel and St. John the Divine. Unfortunately any 
satisfactory evidence in support of these views is sadly 
lacking and what Dr. Field has to say would offer 
better support to von Daniken’s theory than his own. 
P. R. PEARSON. 


The Study of Organisations. By Плур Dur- 
KERLEY. London: Routledge and Kegan Paul. 
1972. Pp. 102. Price £1.40. 

The study of organizations is valuable to psychi- 
atrists both as members themselves and as observers 
of human behaviour. This short book is designed as a 
general introduction and reviews the principal social 
and psychological theories and modern trends in 
further analysis. Whilst it is evident that there is at 
present no single comprehensive theory, the dis- 
cussion leads to a number of interesting insights into 
human interaction and provides a basis for further 
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reading. The author’s style is, perhaps appropriately, 
academic bureaucratic. 
RicHARD Mayou. 


The Boy with a Problem. By Joan FAssLER. New 
York: Behavioural Publications, Inc. 1971. 
Pp. 28. Price $3.95. 

My Grandpa Died Today. By Joan Fasster. New 
York: Behavioural Publications, Inc. 1971. 
P. 28. Price $3.95. 

Don’t Worry, Dear. By Joan Faster. New York: 

` Behavioural Publications, Inc. 1971. Pp. 26. 

Price $3.95. 

These three American child picture books each 
carry a message from the child to its caretaking 
adults. They have been screened by a review com- 
mittee which includes a professor of psychiatry and 
another of child psychology. Needless to say, the 
messages are apt: listen to your child if you would ease 
its psychosomatic pain; take a long view of his ‘bad 
habits’, bed-wetting and thumb-sucking and he will 
grow out of them; let not the death of aged adults 
quench the child’s impulse to life. They could be a 
charter of a lib movement for under-fives. Whether 
such a movement would be conducive to increasing 
parental goodwill, our colleagues from across the 
water will know better than we can; they have longer 
experience of child liberation. The books are beauti- 
fully produced, with line drawings appropriate to the 
theme. 

Nma MEYER. 
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Books Received 


Psychosomatic Medicine in Obstetrics and Gynae- 
cology: Proceedings of the Third International 
Congress of Psychosomatic Medicine in Obstetrics 
and Gynaecology, London, 1971. Edited by N. 
Morass. S. Karger. Price £16.50. 

The Seventh Mental Measurements Yearbook. 
Edited by Oscar Kroen Buros. (In two volumes.) 
Gryphon Press, New Jersey. Price $55.00 per set. 

Psychotherapeutic Techniques in Medicine. By 
MionarL and En Baur. Tavistock Publications. 
Price £1.25, 

Psychosomatic Disorders: A Behavioristic Interpreta- 
tion. By SHeupon J. LacHMANN. John Wiley. Price 
£3.25 (hardback), £1.75 (paperback). 

Transactions: The Interplay between Individual, 
Family and Society. By JOHN SPEGEL. Science House. 
Price $16.50. 

Perspectives in Group Psychotherapy: A Theoretical 
Background. Ву P. B. de Maré. George Allen & Unwin. 
Price £3.50. 

Comprehensive Group Psychotherapy. Edited by 
Harorp I. Kapitan and ВемјлмІх J. Sapock. 
Churchill Livingstone, for Williams and Wilkins Company. 
Price £13.00. 

Gestalt Therapy: Excitement and Growth in the 
Human Personality. By FREDERICK Perris, КАІРН F. 
Herreruing and PauL Goopman. Souvenir Press. 
Price £3.00. 

Brain and Human Behavior. Edited by A. С. KAROZMAR 
and J. C. Ecaves, Springer-Verlag. Price DM 98.00. 

Emotion in the Human Face: Guidelines for Research 
and an Integration of Findings. By Paut Exman, 
WaLLACE V. FRESEN and PHOEBE ELLSWORTH. 
Pergamon Press. Price £3.50. 

Disorders of Mood. Edited by JosepH Zumsm and 
Frirz A. FnEYHAN. Johns Hopkins University Press. 
Price £5.65. 

Behaviour Modification in Social Work. By DEREK 
Јено, PAuLINE HanprkER, MARGARET YELLELY and 
Martin Sanaw. John Wiley. Price £3.75. 

The Caseworker’s Use of Relationships. By Marca- 
RET L. FzRARD and N. К. HuNNYBUNN. Tavistock 
Publications. Price 75p. 

Prospects and Proposals: Lifetime Learning for 
Psychiatrists. By Huon T. CARMICHAEL, S. Movogrv 
Smart and Perer F. Recan, Publications Services 
Division of the American Psychiatric Association. Price not 
stated. 


A Guide to Psychiatric Books in English. By Karu 
MENNINGER (third edition). Grune and Stratton. Price 
$11.50. 

Children and Mental Health Centers. By ВАүмоно M. 
GrLasscoTE, MicHAEL E. Framan and MEYER Sors. 
Joint Information Service of the American Psychiatric 
Association and the National Association for Mental Health. 
Price $7.00. 

Psychiatric Care of the Underprivileged. Edited by 
Gumo Bzrsasso. Churchill Livingstone, for Little, Brown 
and Company. Price £4.75. 

Survival of the Unfittest: A Study of Geriatric Patients 
in Glasgow. By BERNARD Issacs, MAUREEN LIVING- 
STONE and Yvonne NzviLLE. Routledge & Kegan Раш. 
Price £2.50. 

The Treatment of Drug Abuse. By Rayvmonp Grass- 
COTE, James ЇЧ. Sussex, JEROME Н. Jarre, Jonn Barr 
and Leon BRILL. Joint Information Service of the Amarican 
Psychiatric Association and the National Association for 
Mental Health. Price $7.00. 

Psychological Probability or the Art of Doubt. By 
Joms Conex. George Allen @ Unwin. Price £2.95 
(hardback), £1.50 (paperback). 

Psychology in the USSR: An Historical Perspective. 
Edited by Joser Brozex anb Dan I. Ѕіовім, Inter- 
national Arts and Sciences Press, Inc. Price $15.00. 

Readings in Human Intelligence. Edited by H. J. 
Вотанев and D. E. Lomas. Methuen. Price £3.50. 
(Also published in a University Paperback edition, 
price £1.50.) 

New Sources of Self. By T. R. Youna. Pergamon Press. 
Price £1.75. 

The Mass Psychology of Fascism. By Wuerm Кин. 
Souvenir Press. Price £3.50. 

Listen, Little Man! By Wuerm Клон. Souvenir Press. 
Price £1.75. 

Reich Speaks of Freud. By Мп.нкм Весн. Souvenir 
Press. Price £2.75. 

The Invasion of Compulsory Sex-Mortality. By 
WirnzLM Ren, Souvenir Press, Price £2.75. 

Animism, Magic, and the Divine King. By Giza 
Rórem. Routledge & Kegan Paul. Price £4.00. 

Proceedings of the Health of the Nation Conference, 
Karachi, 1971. Edited by Haxos МонАммкр SAID. 
(Special issue of the Journal of the Institute of Health 
and Tibbi, Pakistan.) Price £10.50. 

Echoventrikulographie. By Hermur Krtozr. Springer- 
Verlag. Price DM 48.00. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should bs addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


THE AGE-DISTRIBUTION OF 
SCHIZOPHRENIA AND NEUROSIS 
Dear Sm, 

Reading the recent paper by Hare, Price and 
Slater (Journal, October, 1971, vol. 119, pp. 445-8), 
I was interested to see that they found a similarity in 
age-distribution of first admissions for neurosis and 
schizophrenia to National Health Service psychiatric 
hospitals in England and Wales and suggest that this 
may reflect a 'similarity in their environmental 
precipitants’. 

The picture in the Republic of Ireland, as reflected 
in a total of 42,445 first admissions to Irish psychiatric 
hospitals for 1965~1970, does not mirror the experi- 
ence in England and Wales, as the accompanying 
figure shows. 

Whereas the age-incidence curve for schizophrenia 
in Ireland resembles in general shape that for the 
same disorder in England and Wales, it is noticeable 
that it reaches its peak almost a decade later. The 
curve for neurosis, however, is quite different in that 
having peaked at the same age as in England and 
Wales it then remains on a plateau until age 60. 
The higher percentage figures on the Irish graph are 
due to the use of decennial age-groups as against 
quinquennial age-groups in England and Wales. 

The Irish picture may be interpreted as signifying 
either that the environmental stresses necessary to 
precipitate schizophrenia and neurosis may be 
qualitatively different, or that if similar they must 
act over a longer time-period to precipitate neurosis 
than to precipitate schizophrenia and act longer to 
precipitate either illness in Ireland than in England 
and Wales. 

The risk for first admission to hospital for both 
these conditions remains much higher in Ireland than 
in England and Wales. Thus the first admission 
expectancy for schizophrenia to age 55 in England 
and Wales was 1:47 per cent for males and 1:56 per 
cent for females in 1966 (a considerable increase on 
the figure of approximately 1 per cent for both 
sexes based on 1952-1960 first admission figures 
quoted by Slater and Cowie (т) against 4-8 per cent 
for males and 3-2 per cent for females in Ireland in 
1970. For neurosis the discrepancies are even greater. 
In England and Wales in 1966 the first admission 
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expectancy for neurosis to age 65 was 1*5 per cent for 
males and 2:7 per cent for females; in Ireland in 
1970 the corresponding figures were 3-8 per cent 
and 8-4 per cent. 
Dermot WALSH. 
The Medico-Social Research Board, 
73 Lower Baggot Street, 
Dublin, 2. 
REFERENCE 
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PROBLEMS OF CLUSTER ANALYSIS 
Dear Sir, 
I should like to make it clear that in my recent 
paper pointing out some of the problems of cluster 
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analysis (Journal, February 1972, рр. 143-5), in 
which papers by Pilowsky et al. (Journal, 1969, 115, 
937) and Paykel (Journal, 1971, 118, 275) are referred 
to, it was certainly not my intention to accuse any 
of these authors of naivety. 

However, in both papers only one method of 
cluster analysis was used, and although the groupings 
found may represent a stable solution there is also 
the distinct possibility that other clustering tech- 
niques might lead to considerably different solutions. 
The main difficulty is that each clustering technique 
is based on a certain set of assumptions, usually 
different for each method and mostly not clearly 
stated, and if the data fail to meet these assumptions 
spurious grouping will almost certainly be obtained. 
For example, the clustering criterion used by Dr. 
Paykel, namely minimization of /W/, assumes that 
all the clusters present have the same shape, an 
assumption which may or may not be reasonable. Dr. 
Paykel’s reply to my paper (letter in this Journal, June 
1972, pp. 695-6), points out that cluster analysis 
techniques have considerable advantages over factor 
analysis when one is seeking diagnostic categories. 
With this I agree, although ordination methods such 
as principal components may allow the data to be 
visually examined and clusters found, since when the 
data have not been forced into clusters the observer 
can assess better whether clusters exist. 

The point of my paper was to try to make potential 
users of these techniques more cautious. A paper by 
Strauss ef al. to appear in a forthcoming issue of this 
Journal shows clearly why they should be so, by 
describing the results of applying several different 
clustering techniques to a set of artificially constructed 
data. Different methods obtained widely different 
solutions although the data were constructed to be 
reasonably well structured. 

B. S. Everrrr. 
Biometrics Unit, 
Institute of Psychiatry, 
De Crespigny Park, 
London, SEs ВАЕ. 


‘RESULTS IN A THERAPEUTIC 
COMMUNITY’ 
Dear Sir, 

We noted Dr. David Abrahamson’s letter (Journal, 
April 1972, xao, pp. 473-4), in which he criticizes 
the ward chosen as a control for our therapeutic 
community for disturbed patients. It seems that he 
has misunderstood us or that we expressed ourselves 
badly. 

First, we were at pains to distinguish between 
therapeutic community approach and therapeutic 
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community proper so that there should be no doubt 
about the organization we were examining. Second, 
the control ward was chosen particularly because it 
was conducted humanely and hopefully; we saw a 
number of wards but deliberately chose this one 
because it had. its doors open, the majority of the 
patients went off to work every day, and there were 
none of those feelings of tension, degradation or 
hostility which many of us know so well from the 
bad old locked wards. Nevertheless, it provided a 
good contrast with our therapeutic community ward 
because it still maintained the medical model's social 
distinctions. 

We are sorry if we did not state these points clearly 
enough, but we can assure Dr. Abrahamson that the 
control ward was carefully chosen, and that it repre- 
sented the best that can be achieved so long as the 
traditional social structure is unchanged. 

K. Myers. 
‘Southwood’ Psychiatric Unit, 
Middlewood Hospital, 
(P.O. Box 134), 
Sheffield, S6 rTP. 


Dear Sir, 


There are a number of peculiarities in the statistical 
treatment of the data in the paper by Myers and 
Clark, which appeared in the January 1972 issue of 
the Journal (120, pp. 51-8.) 

First, Table III shows a significant Fisher exact 
probability of о:029. I do not know how this was 
calculated, but it is inaccurate. A Fisher exact proba- 
bility is extremely tedious to compute if none of the 
cells is zero, and it is much easier to use Table I in 
Siegel, which gives fixed levels of significance for the 
Fisher test. This shows that P in this case is less than 
0-05. This means that there із no significant difference 
between the two patient groups in spontaneity of 
interaction. 

Secondly, it is пої made clear that the Р of 0:029 
in Table II (in which the bottom right hand cell 
should read 4 not 1) is in fact one-tailed. Using the 
more usual two-tailed criterion this P is not significant. 
It is difficult to understand why a one-tailed criterion 
was applied here when a two-tailed one is used in 
Table V. Strangely enough, the size of the x? in 
Table V indicates that Yates’ correction has been 
needlessly applied. 

Thirdly, the inter-judge contingency coefficient of 
0:28, despite being significant at the 0-05 level, is 
much too low for the mental assessments to be accepted 
as reliable, and suggests possible assessor bias. 

Contrary to the authors’ conclusions, therefore, 
there is only one area, that of discharge direct into 
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the outside community, in which the therapeutic 
ward produces significant change. The authors say 
that this was not due merely to ward policy but that 
the degree of interaction in the ward community 
suggested that this was the appropriate move. Since 
the latter has not been demonstrated, one can only 
assume that there has been some degree of bias in 
discharge decisions, 

Finally, the authors say that many other statistical 
calculations were computed but none proved signi- 
ficant, suggesting that they have selected the choicest 
of their results for publication. Perhaps if these had 
been reported, a fuller picture of the therapeutic in- 
efficacy of the community ward might have emerged. 


Psychology Department, J. G. GREENE. 
Garinavel Royal Hospital, 
Glasgow, Gr2 oXH. 


MMPI PERFORMANCE IN CHRONIC 
MEDICAL ILLNESS 


Dear Sm, 


Goldstein and Reznikoff in their recent article in 
the Journal (February 1972, 120, 157—8) report signifi- 
cantly higher mean scores on the neurotic triad of 
the MMPI for haemodialysis patients as cómpared 
to general medical patients convalescing from minor 
medical conditions. Elsewhere their report states: 
‘The finding of significant elevations of Scales 1, 2 and 
3, the neurotic triad, confirms results of other studies 
on haemodialysis patients employing the MMPI’ 
(р. 157). Apparently the authors have equated 
‘significantly higher mean scores’ with ‘significant 
elevations’ although the latter expression in MMPI 
parlance has the specific meaning of ‘Scale elevations 
at or above T-score 70’, i.e. scores significantly above 
the MMPI standard population mean (T-score 50). 
They do not say how they are warranted in making 
this equation. 

The distinction is important, because only when 
T-scores reach or exceed the T-score 70 level does 
conservative interpretation indicate the possible 
presence of psychiatric illness. 

Failing to state unequivocally that all or most of 
the haemodialysis patients obtained scores at or 
above the T-score 70 level, Goldstein and Reznikoff 
have left open the possibility that although the 
haemodialysis patients as a group obtained higher 
mean Т-всогез than the controls, none or only some 
of the individuals in the haemodialysis group obtained 
triad scores of significant elevations. 

That haemodialysis patients would show some 
elevation on the neurotic triad (particularly on Scales 
1 and 2) is of course to be expected: such non-critical 
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elevations would accurately reflect the physical and 
psychological stress effects of their condition, without 
suggesting at the same time the presence of a neurotic 
condition. Alternatively, it is possible that the un- 
published data of Goldstein and Reznikoff show that 
some of the haemodialysis and some of the control 
patients obtained significant neurotic triad elevations. 
Subject to the outcome of individual psychiatric 
evaluation one would have to assume that those in- 
dividuals, whether haemodialysis or control patients, 
were in fact true neurotics. Obviously, neither the 
presence of kidney diseasenor thatof any other medical 
condition bestows immunity from neurotic illness. 

Only if it were shown that neurotic triad elevations 
at or above T-score 70 were significantly more 
common amongst haemodialysis patients than 
amongst their matched controls would one have to 
face the possibility of mislabelling. 

With reference to the computer statement fre- 
quencies presented by Goldstein and Reznikoff in 
Table I (p. 158), Fisher exact probabilities show that 
only three of the statements occur more frequently 
(at or beyond the 5 per cent level) in the computer- 
derived MMPI interpretations of the haemodialysis 
groups than in the control group: ‘Normal male 
interest pattern for work, hobbies, etc.’ (p = +0345); 
“Moderately depressed, worrying and pessimistic’ 
(p = +0153); Considerable number of physical 
complaints. Prominent concern with bodily functions’ 
(p = -0442). In view of the haemodialysis patients’ 
objective condition, the latter two statements appear 
to have at least face validity. They give little support 
to Goldstein and Reznikoff’s contention that ‘Com- 
puter-derived statements may erroneously label 
patients as ‘hypochondriacs’ when in fact they are 
chronically physically il (p. 158). 

As for the first statement, it seems more parsi- 
monious to look for reasons why so few of the controls 
are said to have normal male interest patterns than 
to speculate, as Goldstein and Reznikoff do, about 
denial of physical weakness and reduction in sexual 
potency on the part of the haemodialysis patients. 

T. J. P. VERBERNE. 
Parkville Psychiatric Unit, 
35-37 Poplar Road, 
Parkville, 
Victoria 3052, 
Australia. 


OXAZEPAM (SERENID D) DEPENDENCE 
Dear Sm, 

I would refer to Dr. S. M. Hanna's article in the 
Journal (1) concerning oxazepam (Serenid-D) de- 
pendence. This occurrence is sufficiently uncommon 
(2) to indicate an alternative explanation. 
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Drug dependence may be defined as a state, 
psychic and sometimes also physical, resulting from 
the interaction between a living organism and a drug, 
characterized by behavioural and other responses 
that always include a compulsion to take the drug 
on a continuous or periodic basis in order to experi- 
ence its psychic effects and sometimes also to avoid 
the discomfort of its withdrawal. 

This report of a case of oxazepam dependence 
described a 29-year-old male technician who had 
had periods of depression for the past nine years. 
His own doctor put him on oxazepam, 15 mg. t.d.s., 
later increased to 30 mg. t.d.s., and for some reason 
the patient was maintained on this dosage for 
approximately a year and a half before being sent, 
for the first time, to a psychiatrist. 

The oxazepam was stopped and a small dose of 
amitriptyline was substituted. His depression con- 
tinued, the worsening possibly arising from the 
exacerbation of the anxiety component of his de- 
pressive illness. There followed then a period of some 
months during which he was treated with a variety of 
medications, including an oxazepam placebo, all to 
little avail, until finally phenelzine was given with 
rapid and apparently lasting effect. 

There are aspects to this case which merit attention, 
the first referring to the signs of withdrawal of oxaze- 
pam. Withdrawal manifestations as quoted in the 
report include agitation, restlessness, and depression, 
which symptoms were present before he was given 
Serenid-D initially. Secondly, the patient was 
allegedly on a high dose of oxazepam, yet the signs 
quoted in the article as associated with withdrawal 
after high doses, namely hallucinations, delirium and 
convulsions, are not described. Thirdly, in all cases of 
affective disorder, anxiety and depression are in- 
extricably entwined (3): to damp one down may 
undoubtedly confer some temporary stability but the 
imbalance will eventually result in either the necessity 
for increasing dosages or overt signs of the presence 
of the untreated factor. The quoted withdrawal signs 
are evidence of the anxiety accompanying the 
patient’s depressive illness, allowed to burst forth once 
the oxazepam was discontinued. 

I would suggest that the patient was suffering from 
a recurrent depressive illness for which he was 
treated by oxazepam which was only partially 
successful by virtue of its anxiolytic properties. 
When eventually he was treated with the antide- 
pressant, phenelzine, his depression was lifted to- 
gether with his anxiety, rapidly removing the need 
and desire for any other medication. T'he phenelzine 
in fact did not affect the so-called withdrawal symp- 
toms as such but effectively treated the responsible 
depressive illness. In my view there is no evidence of 
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dependence produced by oxazepam in this case. 
T. V. A. Harry. 

John Wyeth & Brother Limited, 

Huntercombe Lane South, 

Taplow, 

Maidenhead, Berks, SL6 ОРН. 
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MANIC-DEPRESSIVE PSYCHOSIS AND 

URINARY EXCRETION OF CYCLIC AMP 
Dear Sir, 

With reference to the paper by Brown, Salway, 
Albano, Hullin and Ekins (1972 120, pp. 405-8) 
we too have made a number of studies on urinary 
cyclic AMP excretion using their saturation assay, 
after preliminary ZnSO,Ba(OH); treatment. Sam- 
ples were analysed in triplicate at each of two dilutions 
(usually 1 : 5 and 1 : 25) and close agreement was 
generally obtained, but in a few cases the higher 
dilution consistently gave higher results which could 
be explained if a factor occurs in the concentrated 
urine which can enhance the protein binding of 
cyclic AMP. In such cases we have taken the result 
from the higher dilution as more likely to be accurate. 
Recoveries were monitored by the inclusion of 
internal standards. Very similar values to those of 
Brown et al. were found for the 24 hr. excretion by 
normal volunteers (mean 3-25 + :21 s.e.m., n = 10, 
range 2:03—4:36 umoles/24 hr.), We have measured 
the daily excretion by a number of depressed and 
manic-depressive patients over periods covering 
several mood changes without being able to establish 
any consistent correlation between cyclic AMP 
excretion and mood, so in general we endorse the 
findings of Brown et al. 

However, in one ususual case we have found a 
very marked correlation. This patient has a very 
regular 48-hour cycle of mood, and has been ex- 
tensively studied by us (see, for example, Hanna, 
Jenner, Pearson, Sampson and Thompson (1972)). 
Urine was collected in 4 hr. periods except for the 
overnight sample, which was 8 hr., and the mood was 
noted during the collection periods by staff familiar 
with the patient. At this time, after being well for 
three years while taking lithium carbonate, he had 
relapsed on placebo tablets, The results as shown in 
Fig. 1 for cyclic AMP are expressed in n moles/mg. 
creatinine to compensate for changes in volume. Very 
regular swings coincident with mood changes can be 
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Fro. 1.—Shows the patient's mood schematically, his 
urine cyclic AMP, and antidiuretic hormone excretion and 
urine volume. 


seen on days 1, 2 and 3, becoming more erratic on 
day 4. This patient is already known to show similar 
changes in water balance and electrolytes as well as 
in many other parameters (Jenner, Gjessing, Cox, 
Davis-Jones, Hullin and Hanna (1967)). The changes 
in water balance seem to be due at least in part to 
changes in vasopressin output by the pituitary. Fig. 1 
also shows the patient’s 48 hour cycle of urine volume 
changes and vasopressin excretion (by method of 
Bisset, 1962) consistent with this view. It is believed 
that the action of vasopressin on toad bladder perme- 
ability in vitro is mediated by cyclic AMP; certainly 
the mammalian kidney contains a vasopressin-re- 
sponsive adenyl cyclase (sec Robison, Butcher, and 
Sutherland (1971) for a summary of-the evidence on 
these points). It seems likely, therefore, that the 
changes in cyclic AMP which we find are secondary 
to hormone changes, possibly, resulting from a 
pituitary or hypothalamic defect which may be the 
primary origin of the syndrome and of the other 
cyclical changes which have been found in the 
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patient. If this із so, it is entirely conceivable that 


other defects may be possible which could result.in `p, 
mood changes without affecting cyclic AMP ехсгёхх. 


tion, and hence that cyclic AMP variation is not a 
necessary or even a frequent accompaniment of 
manic-depressive illness. 

It is nevertheless also of some interest that in this 
patient lithium is very effective (Hanna, Jenner, 
Pearson, Sampson and Thompson, 1972), and also 
that we have shown that lithium inhibits the action 
of vasopressin on the kidney as well as the effect of 
vasopressin and of cyclic AMP on the toad bladder’s 
transport of water (Harris and Jenner, 1972). 

F. A. JENNER, 
GWYNETH A. SAMPSON, 
ELIZABETH A. THOMPSON. 
Medical Research Council Unit for Metabolic Studies 
in Psychiatry, 
University Department of Psychiatry, 
Middlewood Hospital, Sheffield, S6 т TP. 
A. К. SOMERVILLE, 
Nicor A. BEARD, 


ІСІ. Limited, ALICE А. Ѕмттн. 


Alderley Park, 

Macclesfield, 

Cheshire. 
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BEHAVIOR MODIFICATION IN MENTAL 
RETARDATION, sy W. I. GARDNER 
Dear Sm, 
I would like to bring to the attention of your 
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readers that W. I. Gardner’s important book Behavior 
Modification in Mental Retardation, reviewed by Dr. 
Wollen in the April Journal (vol. x20, p. 466), has 
now been published by London University Press. It 
costs £5.60. 

It believe that Dr. Gardner's book is a most 
important contribution to the care of the mentally 
retarded, for the following reasons: 

(i) It explains most lucidly and concisely the 
principles of behaviour analysis and modification by 
operant conditioning. 

(ii) It describes briefly but clearly the essential 
components of this approach to the care of the 
retarded: 

(a) The need to specify with great precision the 
behaviours that might usefully be reduced in 
frequency or intensity because they are dis- 
ruptive or aversive to others, and the useful or 
appropriate behaviours which might at the 
same time he increased in frequency. 

(b) The need to assess the effectiveness of any 
programme to modify behaviours by measuring 
very systematically whether or not the pro- 
gramme is followed by changes in frequency of 
the target behaviours—such changes may be 
missed in the absence of frequency counts. 

(c) The need, when programmes prove in- 
effective, to re-examine and replan the pro- 
gramme. The approach is clearly inconsistent 
with the time-honoured practice of labelling 
patients, when programmes appear ineffective, 
as ‘vegetative idiots’, ‘hyperactive imbeciles’, 
‘gross homosexuals’, or as persons ‘who cannot 
benefit from training or education’. 

(iii) It gives many clinical examples both of beha- 
viour analysis and programmes of rehabilitation. 
These have been well chosen in that they occur 
commonly inside and outside of residential facilities 
for the retarded. 

(iv) It includes information on all ranges of 
retardation including the most profoundly retarded 
and severely behaviour-disordered for whom so 
much exciting work waits to be undertaken. 

(v) It can be used by parents, teachers, nurses, 
social workers, psychiatrists, as well as by psycholo- 
gists. 
(v) It is well annotated and the bibliography is a 
masterly collection of most of the best work done in 
this area up to the time of publication. 

ALBERT KUSHLICK. 
Director of Research in Mental Handicap, 
Wessex Regional Hospital Board, 
Highcroft, 
Romsey Road, 
Winchester, Hants. 


CORRESPONDENCE 


A STUDY OF IMIPRAMINE IN THE' 
TREATMENT OF PHOBIAS 


Dear Sr, 


The recent correspondence from Freed and his 
co-workers (Journal, May 1972, p. 590-1) on the 
treatment of obsessional neurosis with tricyclic anti- 
depresant drugs prompts me to publish my own 
experience in the treatment of phobic neurosis 
(I.C.D. 300.2) by this means. Impressed by the 
results of Kelly and his co-workers (1), and yet 
confused by the practice they had adopted of using 
mixtures of drugs in the treatment of their patients, 
I wished to gain some information of the effect of one 
drug alone in this condition. 

Accordingly most of the patients presenting at my 
clinics whom I diagnosed as suffering from phobic 
neuroses were treated with imipramine alone for a 
period of at least eight weeks. During this period the 
dose was increased to the limit of tolerance, and at the 
final assessment interview 17 of the 33 patients were 
taking 225 mg./day; the rest of course were receiving a 
somewhat lower dose. 

Initial and final ratings were made using Marks and 
Gelder’s phobic rating scale (2), and in addition 
ratings were made of the intensity of associated free- 
floating anxiety and of depression on two similarly 
constructed five-point scales. (Various self-rating 
scales were also used, but since they added nothing 
to the information gained from the clinical ratings 
they will not be analysed here). 

Fourteen of the patients suffered from agoraphobia, 
eight from social phobias and eleven from other 
phobias. The results, expressed as percentage falls 
in the ratings between the initial and the final inter- 
view at cight weeks, are shown in the accompanying 
Table. 








Anxiety Depression Phobia 
Agoraphobia . . 19:0 30-1 33:3 
Social . 33'2 20:0 25'1 
Others 42:3 39:4 83:3 


So far as the phobic symptom alone is concerned a 
fall of three or four points on the phobic scale may be 
called a good response, a fall of two points a moderate 
response, and a fall of one point or no fall at all a 
poor response. Gf the total population the proportion 
in these categories was 18-2 per cent, 27-9 per cent 
and 54:5 per cent, respectively. 

Rank correlations of the degree of the improvement 
in the phobia ratings and the initial ratings of all three 
measures were carried out. This proved significant 
for the (initial) depression rating (r + +41; p < -02) 


CORRESPONDENCE 


and not significant for the (initial) phobia (-+ +03) 
and anxiety (+ -04) ratings. 

Although I had according to my judgement 
excluded cases suffering primarily from depressive 
illness, it is possible that cases were included whom 
others might have regarded as ‘pseudo-neurotic 
depressives’. At any rate it appears that most improve- 
ment in these cases might be expected in patients with 
associated depressive symptoms at their first presen- 
tation. 

This result is in accordance with expectation, imi- 
pramine being an antidepressant drug. I could not 
detect in my clinical observations or in the statistical 
results any significant 'anti-anxiety' effect as claimed 
by Klein (3). 

Certainly my results were not as good as those of 
Kelly et al., and it may be that their treatment, com- 
posed of a combination of drugs of which MAOIs 
were the chief ingredient, carries significant advant- 
ages over imipramine. What is certainly required is 
that further controlled studies should be carried out 
in this field. 

R. P. Suarra. 
Stanley Royd Hospital, 
Aberford Road, 
Wakefield, 
Yorkshire. 
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CONSCIENCE AND DEPRESSIVE DISORDERS 
Dear Sir, 

I should like to make two comments upon the 
paper by Drs. Amdur and Harrow in the March 1972 
issue of the Journal (120, pp. 259-64). 

(1) It was demonstrated that patients with de- 
pressive illnesses have stricter consciences, according 
to the criteria used, than schizophrenic patients or 
subjects with personality disorders. It might possibly 
have been predicted that the latter two groups had 
laxer consciences than mentally healthy individuals, 
so that it has not been shown that subjects susceptible 
to depression have stricter consciences than do 
healthy subjects. The authors fail to comment upon 
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the similarity of scores on the various scales recorded 
for depressed and ‘other’ patients (excluding schizo- 
phrenics and those with personality disorders). Those 
‘other’ patients had various other diagnoses which 
were not specified, and the companion article ‘Guilt 
and depressive disorders’ in Archives of General 
Psychiatry does not clarify this matter. Surely a healthy 
control group is required before any conclusions can 
be drawn about the strictness or otherwise of the 
consciences of the depressed. patients. 

(2) Stricter conscience as measured by the authors 
is shown to be positively correlated with increasing 
age, and various possible explanations are considered. 
Could it be that the subjects gave responses socially 
acceptable to their own age group irrespective of the 
rigidity of their own consciences? Thus the younger 
patients might have replied in a vein in keeping with 
the morals of the ‘permissive society’, whereas the 
older patients might have responded in a manner 
suitable to a more authoritarian approach. 

J. А. С. Warr. 
Gartnavel Royal Hospital, 
1055 Great Western Road, 
Glasgow, Ст? ОАА. 


THE FORMATION OF THE CLINICAL 
NEUROLOGY INFORMATION CENTER 
AT THE UNIVERSITY OF NEBRASKA 

Dear Sr, 

In March 1972, the Clinical Neurology Informa- 
tion Center (CNIC) was established at the University 
of Nebraska College of Medicine under the auspices 
of the National Institute of Neurological Diseases and 


. Stroke. This is the third of a series of information 


centres in the NINDS Neurological Information 
Network; Brain Information Service is at UCLA and 
the Information Center for Hearing, Speech and 
Disorders of Human Communication is at Johns 
Hopkins. 

The initial activities of CNIC will be the publica- 
tion of State-of-the-Art papers; these will be critical 
reviews of topics of interest to neurologists, neuro- 
surgeons and other clinical neuroscientists. 

Information concerning CNIG may be obtained 
by addressing inquiries to: Director, Clinical 
Neurology Information Center, Medical Library, 
University of Nebraska College of Medicine, Omaha, 
Nebraska, 68105, U.S.A. 

WALTER J. FRIEDLANDER, 
. Director, CNIC. 
University of Nebraska College of Medicine, 
Omaha, 
Nebraska 68105, 
U.S.A. 
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» MARLBOROUGH DAY. HOSPITAL 
‘Dear SIR, D 

We wish to contradict widespread rumours that the 
Marlborough Day Hospital is to close down. 

In December 1971 the North West Metropolitan 
Regional Board decided that the establishment should 
continue as a day hospital and out-patient clinic 
supported by twelve in-patient beds; that permanent 
Consultant appointments should be made in con- 
sultation with the Middlesex Hospital; that the 
activities for autistic and maladjusted children should 
be continued; and that provision of special facilities for 
admission of families in crisisshould be explored further. 

A. B. Mawson, 


Marlborough Day Hospital, RrcuaRD MEYER. 


38 Marlborough Place, 
St. John's Wood, 
London, N.W.8. 


CORRESPONDENCE 


THE TREATMENT OF 
OBSESSIONAL NEUROSIS 
DEAR Sm, 

I am writing to point out an error in the letter by 
Alan Freed, T. A. Kerr, Martin Roth, Bri. 7. 
Psychiat., x20, 590—1, in paragraph three on page 591. 
On line six ‘two unimproved’ should read ‘three 
unimproved’. On reflection, and also prompted by a 
letter from Dr. J. C. Little at the Crichton Royal 
Hospital, the next sentence might be clearer if it read 
as follows: ‘in addition five patients who had pre- 
viously failed to respond to smaller doses (75-150 mg.) 
also improved’, 

T; A. KERR. 


University Department of Psychological Medicine, 
The Royal Victoria Infirmary, 
Newcastle upon Tyne, NET 4LP. 
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(beclamide) 
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BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 


Further information and samples from 


Rona Laboratories Ltd 
CADWELL LAINE : HITCHIN : HERTS 





уш 


BRITISH JOURNAL OF PSYCHIATRY, SEPTEMBER 1972 











DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 
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ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 
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St. Andrew's Hospital is a private psychiatric hospital situated in 130 acres of parkland 
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House, a reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. In addition, there is accommodation 
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The hospital's amenities include Gloucester House, which comprises an occupa- 
tional therapy department, a swimming pool, a squash court, and library, while in 
the grounds there are tennis courts, a 9-hole golf course, &c. 

Fees range from £35 per week, and subscribers to private medical insurance 
schemes, such as British United Provident Association and Private Patients Plan, 
may claim bencfit in respect of these charges. 

Further particulars may be obtained from the Medical Director, St. Andrew's 
Hospital, Northampton (Tel. обод (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
is fit to leave."' 

In ECT rapid recovery is not the only 
advantage of Brietal Sodium’. ECG studies 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater.? 
Duration of anaesthesia is adequate. 

The solution is aqueous, non-irritant and 
relatively stable. 

|. 1960 Anaesth,15: 411 

2. 1968 Arch Gen Psychiat,18: 605 

3.1964 Brit J Anaesth, 36: 307 


‘Brietal Sodium’ 
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the therapeutic 
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in this 
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Miller, H., Brit.med.J., 2, 577 (1968) 


Availability 

White, scored, compressed 
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“Haloperidol was effective in treating 
ИИИНИН а spectrum of psychotic symptoms, 
but seemed especially effective in 
Sere} | асе controlling excitement, hallucinations, 
ideas of reference and delusions.” 
HALOPERIDOL 


for schizo гсп 


SEARLE Further information available on request 


G. D. Searle & Co. Ltd., High Wycombe, Bucks. 


J. New Drugs, 6, 243-246 (1966) 
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PRONDOL has a more specific action than other tricyclic antidepressants. Drowsiness, dry mouth, 
blurred vision and constipation rarely occur. Because PRONDOL patients remain comfortable even 
at high dosages they persist with their treatment. PRONDOL: tablets of 15 mg. and 30 mg. 


Y 





iprindole. Further information available on request. John Wyeth & Bro. Ltd., Maidenhead, Berks. 


principally in the brain, 
bringing trouble-free 
relief of depression 
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The focus is on remediation. The overriding concern in on how learning can be 
fostered, 


1971 416 pp. $13.75 
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male patients suffering from chronic paranoid schizophre 
was often a remarkable degree of return of insight... nursing staff 
and relatives were unanimous in describing the rapport they were able 
то achieve with patients, In general the improvement was gradual, 


ce the improved patients were able to graduate to a higher level in the 





gress was rapid.’ 
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Influence of Family Life on the Course of 
Schizophrenic Disorders: A Replication 


By G. W. BROWN, J. L. T. BIRLEY and J. K. WING 


In spite of the new methods of treatment and 
care introduced during the past fifteen years, 
schizophrenic patients are still liable to relapse 
with a recurrence of florid symptoms such as 
delusions, hallucinations and disturbed beha- 
viour, and great suffering can be caused to all 
concerned (Brown ¢ al., 1966). It has been 
shown that the onset of florid symptoms is often 
preceded during the previous three weeks by 
a significant change in the patient’s social 
environment (Brown and Birley, 1968; Birley 
and Brown, 1970). Other studies have focused 
on the influence of more persistent environ- 
mental factors, such as the emotion expressed 
towards the patients by relatives with whom 
they were living. In an exploratory survey of 
discharged long-stay men it was found that 
close emotional ties with parents or wives indi- 
cated a poor prognosis (Brown, Carstairs and 
Topping, 1958; Brown, 1959). In a further 
study, patients were seen in hospital just before 
discharge, and their relatives were interviewed 
at home at the same time, and both were seen 
together at a joint interview shortly after 
discharge. It was found that those patients 
who returned home to live with relatives who 
were highly emotionally involved with them 

‚ (as judged by ratings of the relatives! behaviour) 
were more likely to suffer a relapse of florid 
symptoms, even when the severity of psychiatric 
disturbance at the time of discharge was taken 
into account (Brown et al., 1962). Ratings of the 
patient's own expressed emotion showed much 
less involvement, and were much less highly 
associated with subsequent relapse. There was 
also a suggestion that short-term and long-term 
influences might have a cumulative effect; for 
example, that a raised level of tension in the 
home made relapse more likely in the event of 
a critica] change in tbe patient's social environ- 


^an 


ment (Brown and Birley, 1968). These facts, 
together with the contrasting but just as 
handicapping reaction of schizophrenic patients 
to an under-stimulating social milieu, were 
brought together in a more general theory of 
environmental influences on the course of 
schizophrenia (Wing and Brown, 1970). This 
also took account of the high physiological 
arousal which had been found in the most 
withdrawn schizophrenic patients (Venables, 
1968; Venables and Wing, 1962). It was argued 
that in a socially intrusive environment acting 
upon a patient whose thought disorder was in 
any case liable to become manifest whenever 
circumstances became too complicated, a 
patient would tend to attempt to protect 
himself by social withdrawal; but this process 
might easily go too far, both in hospital and 
outside it, leading to complete social isolation 
and inability to care for himself. The optimum 
social environment, for those who remained 
handicapped, was seen as a structured and 
neutrally stimulating one with little necessity 
for complex decision making. 

Many questions, however, were left un- 
answered by this work. What are the com- 
ponents of ‘emotional involvement’? Is the 
patient’s earlier disturbed behaviour the cause 
of the relative’s emotional reaction and an 
indicator of future chances of symptomatic 
relapse? In other words, is the relative’s emo- 
tional response without causal significance; 
simply a reflection of underlying processes in 
the patient? Alternatively, can a highly 
emotional reaction actually cause relapse, 
irrespective of the patient's previous degree of 
disturbance? How important are other factors 
such as sex, marital status, therapeutic medica- 
tion, patient's attitudes, amount of contact 
between patient and relative or between 
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relative and other family members, the occur- 
rence of environmental changes or crises, etc., 
in increasing or decreasing the chances of 
relapse ? ' 

A further study was therefore designed in 
which detailed attention was paid to techniques 
of measurement. The instruments used to 
measure expressed emotion and attitudes have 
been described elsewhere (Brown and Rutter, 
1966; Rutter and Brown, 1966). The methods 
attempt to avoid the well-known difficulties of 
measuring the quality of interpersonal relation- 
ships by responses to standard questions. An 
experimental design, in which patients would 
be allocated at random to homes with high or 
low emotional tension, was clearly out of the 
question, and so a prospective follow-up design 
was used, in which the measurements of past 
behaviour, present emotional response and 
future relapse were made independently of 
each other. Alternative models were developed. 
as a basis for the data analysis (Rosenberg, 
1968). Since each patient in the series already 
had an established schizophrenic illness, the 
study was not intended to be concerned with 
the original causes of this condition but only 
with factors influencing its course. 

The hypothesis under test is that a high 
degree of expressed emotion is an index of 
characteristics in the relatives which are likely 
to cause a florid relapse of symptoms, inde- 
pendently of other factors such as length of 
history, type of symptomatology or severity of 
previous behaviour disturbance. 


DESIGN 


The case records were screened of all patients 
aged 18-64, born in the United Kingdom and living 
with relatives at an address in Camberwell in S.E. 
London, who were beginning a new period of out- 
patient or in-patient care at any one of five hospitals 
serving the area. All those whose records indicated 
that they might be suffering from schizophrenia were 
interviewed, using a semi-standardized technique to 
rate and classify their clinical condition (Wing et al., 
1967; Cooper, 1970; Wing, 1970). If a diagnosis of 
possible or probable schizophrenia was made, the 
patient was included in the study and further social 
and clinical information was obtained. To obtain a 
larger number of patients with recent illnesses, all 
those with similar characteristics who were admitted 
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to Bexley Hospital and were within five years of their 
first admission were also included. 
In this way, 118 patients were selected but 17 had 
to be excluded subsequently for the following reasons: 
6 patients did not wish to participate (2 at admission, 
4 at follow-up); 
1 died in hospital; 
5 remained in hospital for over one year and there- 
fore could not be followed up at home; 
5 did not return home after discharge from hospital. 
The 101 patients finally included in the series were 
distributed as follows: 


Camberwell Bexley 


area Hospital 
First episode T the 16 II 
One or more episode during 
5 years preceding key 
admission E S 17 22 
First épisode more than 5 
years before key admission 35 -— 


The first patient was seen in February 1966, and 
the final follow-up interview was completed in 
August 1968. 

The patients and their families were seen on several 
occasions by members of the research team (two 
psychiatrists and three sociologists). Eight types of 
interview were carried out for each patient and 
family, and ten if the patient was readmitted in the 
follow-up period. Two interviews to establish the 
current mental state of the patient and his social and 
clinical background were carried out by a research 
psychiatrist soon after the patient was admitted to 
hospital. The main family interview was carried out 
at home by a research sociologist while the patient 
was stil in hospital. It usually took two separate 
visits to each informant to complete and lasted 
about three hours in all. A husband or wife was 
always seen; two parents (or married siblings or 
pairs of siblings) were interviewed separately by 
different workers.* 

Both the current mental state and the family 
interviews were repeated at the time of follow-up 
nine months after discharge, and comparable ratings 
were made. A 'joint interview" about two weeks after 
discharge was similar to that in the previous study 


* Twenty-seven parents were living together and ar 
parents were living alone; 6 siblings were living cither 
alone (3) or with someone else (3). For the purposes of 
this analyss siblings and parents have been placed 
together. For the 30 ‘pairs’ of relatives we managed to 
arrange separate interviews in 25 cases; in the remaining 
5 cases only one informant was seen. In the interview at 
readmission and follow-up only one relative was seen. 
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(Brown et al., 1962). The patient and other members 
of the family were seen at home for no more than one 
hour. The interview was concerned with the family's 
and patient's recent contacts with medical or social 
services and designed to get everyone talking together 
on such topics. The scales concerning expressed 
emotion were completed at the main family interviews 
and at the joint interview. Patients and family were 
also seen at any readmission during the nine months 
after discharge. 


TECHNIQUES OF MEASUREMENT 

Family measures 

The techniques of measuring family variables have 
been described in detail elsewhere (Brown and 
Rutter, 1966; Rutter and Brown, 1966). The family 
interview deals not only with what happened at home 
during the three months before admission (such as 
who had carried out various household tasks or the 
circumstances surrounding admission) but with the 
Jeelings expressed during the interview towards 
particular people in the home or towards recent 
events. The interview was primarily designed to 
obtain an account of the patient’s behaviour and the 
relative’s feelings about him; but a somewhat 
shortened form was also designed to be used when the 
patient was seen. For the measurement of feeling most 
reliance is placed on vocal aspects of speech—tone, 
pitch and the like. Much of this material arises 
spontaneously during the detailed questioning about 
family activities and the development of the disorder. 

Many different kinds of rating of family life were 
made during the course of the study, and we cannot 
do more than briefly describe those that are directly 
relevant for this paper. Considerable attention was 
given in the developmental work to inter-rater 
reliability. No measure used in this report falls below 
a product moment correlation (or comparable index 
of agreement) between raters present at the same 
interview of -80: most are in excess of this. 


1. Ratings of emotional response 

(a) Number of critical comments about someone else in the 
home. Critical comments were judged either by tone of 
voice or by content of what was said. For a remark to 
be judged critical in content there had to be a clear 
and unambiguous statement of resentment, disap- 
proval or dislike. Any remark could be rated critical 
on tone alone, and in making the ratings most 
emphasis was laid on the interviewer’s judgement of 
tone of voice. The verbal unit of assessment was a 
statement terminated either by a change of topic or by 
a question from the interviewer. Only one comment 
could be counted per unit. 
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(b) Hostility. Hostility was rated as present or absent. 
It was defined as present if a remark was made 
indicating the rejection of someone as a person; for 
example, when someone was criticized for what he 
was rather than for what he did. Hostility was also 
regarded as present if critical comments tended to be 
be generalized spontaneously; for example, when one 
criticism triggered off a string of further criticisms 
on unrelated topics (e.g. "He's unhelpful, he's not 
tidy and in money he's the world's worst"). 

(c) Dissatisfaction, According to our definition, 
criticism and hostility are based on either negative 
emotion or a clear statement of resentment, disap- 
proval, dislike or rejection. Another series of ratings 
took account of any expression of dissatisfaction, 
whether or not it warranted inclusion as criticism or 
hostility. Dissatisfaction was rated on 4-point scales 
describing eight areas of family life. An overall index 
was also calculated. Many subjects who were highly 
dissatisfied were rated low on hostility and criticism: 
it is possible to be markedly dissatisfied yet express 
little emotion or resentment. 

(d) Warmth. This 6-point rating was based on the 
amount of warmth demonstrated by the respondent 
when talking about the particular person in the 
home. In general, stereotyped endearments were 
ignored, but positive comments, especially if made 
spontaneously, were regarded as important. Sympathy 
and concern, interest in the other as a person, and 
expressed enjoyment in mutual activities were all 
relevant. Particular attention was paid to warmth 
expressed in tone of voice. Negative feelings were 
deliberately ignored in making the rating, but 
failure to express warmth in what seemed a relevant 
situation (for example, when describing the patient’s 
ailments) was taken into account. A judgement was 
based on the whole interview, but the expression of 
warmth was most likely to occur in certain sections 
dealing with leisure, marriage and communication, 
and with the patient’s behaviour. 

(e) Emotional over-involuemeni. This measure was 
designed to pick up unusually marked concern 
about the patient. It was rated on the basis either of 
feelings expressed in the interview itself or of behaviour 
reported outside it. For example, a top rating on the 
6-point scale was given when a mother showed 
obvious and constant anxiety while describing such 
minor matters as her son's diet and the setting of 
his alarm clock so that he would wake in time for 
work. She also showed markedly protective attitudes 
about her son, who was not obviously handicapped; 
for example, she said, ‘I could go out if I wanted to 
go out. I don’t ’cause I’m looking after Johnny’. 
The rating was only made in the case of parents, as 
such over-involvement was very rarely found in 
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interviews with husbands and wives. Although 
conceptually it is the most complex of the scales, 
agreement on a specially interviewed series of 18 
parents was :9o.* 

The relationship between the scales is much what 
would be expected. Hostility and criticism are highly 
related, and warmth is negatively related to criticism 
and hostility. Emotional over-involvement is positively 
related to warmth, but only half of those rated as 
markedly warm also showed marked over-involve- 
ment. Finally, emotional over-involvement shows a 
curvilinear relationship to criticism and hostility: 
those rated high or low on emotional over-involve- 
ment show most criticism or hostility. 

(f) Overall index of relative's expressed emotion (EE). 
Since the total number of patients is small, it is 
necessary to limit the number of sub-groups produced 
by each variable. The individual scales were first 
related to relapse (e.g. Table III) and several methods 
of combining them into a high expressed emotion 
(EE) group were explored. All of them produced 
much the same result. The following indices, in 
hierarchical order, were finally used to allocate 
approximately half the families to a high expressed 
emotion group: 

N N 
(Total N added to 
observed high EE 
in sub- 
brackets) group 
Interview with relative 
7+ critical comments . 35 (101) 35 
Marked over-involvement 





of parents 13 (55) 5 
Hostility 18 (101) 2 
Joint interview | 

2+ critical comments 9 (62) 1 

Marked over-involvement 
of parents M .. 9 (35) 2 
Hostility .. m .. 3 (62) o 
45 


The joint interview was considerably shorter than 
that with the relative alone, and rather less emotion 
was expressed, the relative presumably being more 
restrained in the presence of the patient. Only three 
additional cases were added to the group by using the 
data from the joint interview. Even this small number 
was only reached by considerably lowering the 


* The published reliability study was based on 30 
married couples: a similar (unpublished) check with 18 
parental families produced almost the same results 
concerning the reliability of ratings. 
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threshold of definition (to two critical comments, and 
a score of 2 on the scale of emotional over-involve- 
ment). Only one of the three additional patients 
relapsed. 


2. Measures of behaviour before and at the time of admission 

Many measures of the patient's behaviour before 
admission were employed in the study. Some of the 
most important are: 

(i) Work impairment. Unemployment or, for house- 
wives, marked handicap in carrying out domestic 
duties, for at least three months out of the preceding 
two years. Time in hospital was not taken into 
account. 

(i) Disturbed behaviour. Definite aggressive or 
delinquent behaviour in the 12 months before ad- 
mission (40 patients) or very markedly disturbed 
behaviour at about the time of admission (this added 
7 patients). 

(11) Social withdrawal. A score based on (a) contacts 
with friends; (b) casual contacts outside the home; 
(c) contacts within the home. 


3. Psychiatric measures 

All patients were interviewed using the semi- 
standardized ‘Present State Examination’, with the 
main object of describing fairly precisely the sympto- 
matic condition of those included (Wing et al., 1967). 
The CATEGO clinical classification procedure 
(Wing, Cooper and Sartorius, 1972) was then 
applied, and only patients in the three groups 
‘typical schizophrenia’, ‘delusional psychosis other 
than mania or psychotic depression’? and ‘other 
schizophrenia’, were included. Clinical data from the 
psychiatric history were compatible with this group- 
ing. Information on alcohol or amphetamine intake 
was also systematically recorded. Three groups of 
patients, with the following characteristics, were 
finally set up: 

(i) Definite schizophrenia (N == 51). The patient 

showed one or more symptoms as follows: 

(a) thought intrusion, broadcast, commentary or 
insertion; 

(b) delusions of control; 

(c) auditory hallucinations not based upon de- 
pressed or elated mood. 

If patients with such a condition had been taking 
amphetamine or alcohol, and the diagnosis was in 
doubt for this reason, they were included in group (ii). 

(ii) Possible schizophrenia (N == 42). There were 

two main groups: 

(a) Patients with definite schizophrenia as defined 
above, but who were also taking alcohol or 
amphetamine, so that there was a measure of 
doubt about the aetiology (N == 8). 
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(b) Patients who did not show the symptoms listed 
above but who described other delusions or 
hallucinations (for example, persecutory, refer- 
ence, religious, grandiose, somatic, sexual or 
fantastic delusions; visual or olfactory halluci- 
nations). Symptoms such as elation, or de- 
pressive delusions or hallucinations, were not 
predominant (N = 34). 

(iii) Doubtful schizophrenia (N == 8). Patients with 
no delusions or hallucinations who presented with 
stupor, excitement or muteness in the absence of 
depression or elation. These patients were all given 
hospital diagnoses of schizophrenia of non-paranoid 

‘type. One patient, for example, had recurrent 
attacks of retardation and stupor without affective 
changes from which she appeared to recover com- 
pletely without treatment apart from admission to 
hospital. Another patient had two attacks in which 
she appeared disoriented, with markedly incoherent 
speech, and seemed to be hallucinated. She recovered 
on each occasion, but was unable to remember what 
had occurred. 


4. Relapse 

The criteria used to assess relapse were the same 
as those used in our studies of the social precipitants 
of acute schizophrenia, which were based upon the 
same series of patients as the present one (Brown and 
Birley, 1968; Birley and Brown, 1970). 

We distinguished between two types of relapse: 
Type I involved a change from a ‘normal’ or ‘non- 
schizophrenic’ state to a state of ‘schizophrenia’ as 
defined in the previous section. Type IT involved a 
marked exacerbation of persistent schizophrenic 
symptoms. At our interviews at follow-up or read- 
mission, we made a judgement, based on all available 
information, on two points: firstly, whether the 
patient had experienced schizophrenic symptoms at 
some time during the follow-up period; and, secondly, 
whether those patients who had been continuously ill 
had experienced a marked exacerbation of these 
symptoms, 

Table I shows the relationship between relapse, 
symptoms and readmission of the 35 patients who 
had relapsed during the follow-up period. Twenty- 
nine of the 35 were readmitted. The remaining 6 all 
had schizophrenic symptoms at their follow-up 
interview; five of these patients had been well for 
some time after their key discharge, while the sixth 
had been continuously ill and had experienced a 
marked exacerbation of symptoms shortly before 
interview. 

Three of the readmitted patients had not relapsed. 
One woman had been admitted to avoid possible 
friction with her son who was returning home from 
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' ТАВІЕ I 
Relapse, symptomatology and re-admission 





Re- Not re- 
admitted admitted Total 





Relapse (N = 35) 
Type I E: 


- 18 5 23 
Type II Ж КЕ II I 12 
No relapse (N = 66) 
No schizophrenic 
symptoms .. ais 3 46 49 
Schizophrenic 
symptoms -+ .. о 17 17 
Total .. s vh. 89 69 IOI 





prison. The two others were both women who had 
taken small overdoses of phenothiazines, apparently 
on impulse. One had been upset by her poor memory 
when asked questions about her baby in a welfare 
clinic. (She had originally been admitted with 
puerperal schizophrenia and had received an ex- 
tensive course of ECT). The other said she was ‘fed 
up with taking tablets’ and had decided to take them 
all at once. All three patients remained well during 
the rest of the follow-up period. 

Seventeen of the ‘not relapsed’ patients had ex- 
perienced schizophrenic symptoms continuously 
during the follow-up period, but these symptoms had 
remained steady or showed only mild fluctuations. 


5. Time relationships between variables 

The indices of work impairment and disturbed 
behaviour relate to events that are past by the time 
the patient is admitted to hospital. The scales of 
expressed. emotion are rated while the patient is still 
in hospital or shortly after discharge. The index of 
symptomatic relapse relates to events during the 
year after discharge. 

These indices measure conditions which are them- 
selves changing over time. For example, at the time of 
follow-up, 9 months after discharge, 45 patients were 
rated as showing markedly improved behaviour 
compared with the time of key admission, while the 
other 45 showed moderate improvement or none. 
The number of criticisms made by relatives also 
decreased considerably. Thus, at the time of key 
admission 29 out of go relatives (32 per cent) made 
no criticisms, while 27 made seven or more (30 per 
cent). At the time of follow-up 43 made no criticisms 
(47 per cent) and only 13 made seven or more (14 per 
cent). The greatest reduction in number of relatives’ 
critical comments occurred with respect to those 
patients who had markedly improved; on average 
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they received only one quarter of the original number 
of critical comments compared to the rest who still 
received about one half. The other indices of expressed 
emotion, such as warmth and over-involvement, 
showed less of a tendency towards decreased emotion 
at follow-up. 

We are making the assumption, therefore, that a 
high degree of expressed emotion on one occasion is 
a measure of the relative’s propensity to react in that 
way to that particular patient, even though other 
factors may be needed to precipitate this. The same 
relative would not necessarily respond to other people 
in the same way. For example, there is very little 
correlation between the amount of emotion expressed 
by a parent towards the patient and the amount of 
emotion expressed by the same parent towards his or 
her spouse. The measure reflects a quality of relation- 
ship with a particular person (the patient), not a 
general tendency to react to everyone in a similar way. 

Thus the level of expressed emotion at the time of 
the patient’s key admission will be taken to represent 
an enduring potential characteristic of the relative’s 
behaviour towards the patient. 


RESULTS 

Relationship between index of expressed emotion 
and relapse 

The proportions of patients with relatives in 
the high and low EE groups who relapsed are 
shown in Table II. There is a significant 
association between high EE and relapse 
(y = +75, 1 df, p < -oor)*. 


Tase П 
Relationship of relatives’ emotion to relapse in the g months 
after discharge 
No 96 
EE of relatives relapse Relapse relapse 
High  .. " .. IQ 26 58 
Low i i s OAT 9 16 





This result is confirmed when various other 
indices of high expressed emotion are examined. 
For example, Table ITI shows the proportion of 
relapses when measures of critical comments, 
hostility or emotional over-involvement of the 


* y is used as the measure of association. Itis appropriate 
for ordinal material and provides an estimate of the pro- 
portional reduction in error (Goodman and Kruskal, 
1954). A coefficient of 1-0 registers a one-way association, 
ie. gamma is 1:0 if there is just one zero in a 2 X 2 
contigency table (Mueller and Schuessler, 1961). 
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parents are used, all based upon the interview 
with the relative alone. (Where more than one 
person in the family was seen, the higher rating 
was used). In each case there is a significant 
association with relapse. 








Taste ПІ 
Relationship of three measures of relative’s emotion to 
relapse in the 9 months after discharge 
(i) Number critical comments 
No % 
Relapse relapse relapse 
о к: Em is 6 26 I9 
1-6 i s we 9 25 26 
7+ e cd .. 20 15 57 


y = 
(rows 1 and 2 combined) 





Gi) Hostility 
No % 
Relapse relapse relapse 
No 2n - .. 28 59 32 
Yes Dr es 7 7 50 
y = +36 
(iti) Emotional over-involvement of parents 
No y^ 
Relapse relapse relapse 
Low (о tog) .. .. 15 27 36 
Marked (4 and 5) $s 8 5 62 


y = 4B 


Warmth expressed towards the patient was 
not used in the overall index. The scale shows 
a curvilinear association with relapse; patients 
in the middle range showing the lowest relapse 
rates. This was because relatives rated as 
showing little warmth tended to be highly 
critical, while those rated as showing consider- 
able warmth tended also to be emotionally 
over-involved. Marked warmth free from these 
unfavourable factors was associated with a low 
rate of relapse. Only one patient relapsed out 
of 11 from families characterized by marked 
warmth in the absence of high EE (df 1, 
р < сог). 

The other major affective variable measured 
was dissatisfaction. There was an overall 
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association between dissatisfaction on the part 
of relatives and tbe patient's relapse, but only 
within the high EE group. This suggests that 
dissatisfaction as such did not cause relapse. 

Ratings of expressed emotion in the patients 
showed far less than in relatives (only 10 per 
cent of patients were markedly critical about 
relatives at home compared with 34 per cent of 
relatives about patients) and there was no 
relationship to relapse. 


The effect of previous behavioural and work 
impairment — 

Work impairment during the two years before 
key admission was related to relapse (у = :40), 
as was disturbed behaviour (y == :32). An index 
combining these two factors did not much 
increase the association (у == -47). Both were 
closely related to EE (work impairment, у = - 73; 
behavioural disturbance, y = :82). Two-thirds of 
patients who had been disturbed or had had 
work difficulties lived with a relative with a high 
level of EE, but only 14 per cent without such 
behaviour did so. 

There are two alternative ways of explaining 
this set of correlations. The first and most 
straightforward hypothesis is that past impair- 
ments and disturbances are predictive of future 
behaviour such as relapse because some under- 
lying ‘process’ links them together. At the same 
time, the more disturbed the patient's be- 
haviour, the more likely are the relatives to 
respond with criticism, hostility and emotional 
over-concern. Thus the correlation between 
expressed emotion and relapse is spurious in so 
far as it is mediated by the patient's own 
behaviour, as shown in diagram (A): 


EE (expressed emotion) 
Ір 
(А) (impairment/disturbance) 


R (relapse) 


The second hypothesis is that the relatives’ 
expressed emotion contributes to relapse inde- 
pendently of the patient’s past behaviour. In 
other words the patient would be unlikely to 
relapse, however disturbed or impaired his 
past behaviour, if there were no ‘emotional’ 
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tension in the home. The relatives’ expressed 
emotion may be caused by the patient’s past 
behaviour, the emotional expression may have 
caused the behaviour, or each may have 
influenced the other; it is impossible to say what 
is primary in a study of this kind. 

The three possibilities may be expressed 
graphically as follows: 

(B1) I/D>EE>R 

(B2) EE>R 

NI 

(Вз) 1/D<«>EE>R 
In each of the cases Br, B2 and Bs, it is the 
relationship between EE and R which can be 
differentiated from that in case (A). 

It is possible to discriminate between these 
two hypotheses, since if relatives EE independ- 
ently contributes to relapse various conditions 
should hold. (The relevant associations are 
given in Fig. 1 and in Appendix I which shows 
the associations between the main variables 
used in this paper.) 

(i) In the first place, when previous work 
impairment and behavioural disturbance are 
controlled by standardization* the association 
between EE and relapse should not be much 
reduced. This is the case (gamma becomes 
-63 instead of -75), and these two background 
factors cannot be producing a spurious effect 
(Blalock, 1960). : 

(ii) In the second place, since in the three 
alternatives EE is either an intervening variable 
(Br and B3) or a common cause of the other 
factors (B2), the association between impair- 
ment/disturbance and relapse should be greatly 
decreased when EE is controlled (Blalock,1964). 
In fact it almost disappears (-47 to -08). 

(iii) Finally, it follows from these same 
considerations that the association between 
impairment/disturbance and relapse (+47) 
should be weaker than that between impair- 
ment/disturbance and EE (:84) or between EE 
and relapse (:75). These conditions also hold. 

Table IV shows why this is so. Three- 
quarters of the patients in the series fall into one 
of two categories; either they have been dis- 

* Standardization has been used to control for the 
effect of apparently important variables (Rosenberg, 


1962; Atchley, 1970). The raw data used to standardize 
the associations may be obtained from the senior author. 
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Fic, 1,—Relationship of the main variables to each other and to relapse 


" Taste IV — 
Relationship between behavioural disturbance, work 
impairment, expressed emotional and relapse 


Past 
behavioural Expressed No 




















disturbance emotion relapse Relapse Total 
+ ae 15 I9 34 
+ о 15 1 16 
о + 4 7 II 
o о 32 8 40 
Total 66 35 IOI 
Past work Expressed No 
Impairment emotion relapse Relapse Total 
+ + 12 14 26 
+ o 7 3 IO 
о T 7 12 19 
o о 40 6 46 





Total 66 35 





turbed in behaviour in the past and are living 
with relatives with a high degree of expressed 
emotion, or they were not disturbed in the 


past and are living with relatives with a low 
degree of expressed. emotion. Only one-quarter 
of the patients are non-congruent for the two 
factors; but here, it is plain, the degree of 
expressed emotion is related to relapse, and the 
degree of past disturbance is irrelevant (x? = 
10:28, df 1, p < -oor). Precisely the same is 
true of past work impairment. - 


Clinical picture 

Patients who showed ‘typical’ schizophrenic 
symptoms (thought intrusion, delusions of 
control, etc.) at the time of present state exami- 
nation were more likely to relapse than those 
in the second group (y=='45). The third (non- 
paranoid) group is too small for separate analysis 
and is included with the second. 

This association between type of clinical 
condition and relapse is not mediated by a 
higher degree of. past’ work ‘impairment or 
behavioural disturbance (y for the association 
between clinical condition and impairment/ 
disturbance is only -18; with relapse controlled 
it is reduced to -10). Moreover, the association 
between EE and relapse remains strong (y=: 79) 
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when type of clinical condition is controlled, 
and the association between type of clinical 
condition and relapse is increased slightly 
(y='49) when ЕЁ is controlled. 

Thus, type of clinical condition is not asso- 
ciated with any particular degree of emotional 
expression (y==' 10) and seems to be independ- 
ently related to relapse (y— 49). 


Marital and parental homes 

When this analysis is repeated separately for 
patients living with parents and patients living 
with marital partners, the main results are 
repeated in every particular. Fewer married 
patients are rated as having been disturbed or 
impaired in the past, but this does not affect 
the hypothesis under test. 


Other factors related to outcome 

(a) Background factors. Table V lists other 
background variables that show some relation- 
ship to relapse. T'he three indices of previous 
occupation are all highly correlated with the 
index of work impairment and are best seen as 











I Мое: Variation in totals due to cases not known. 
*p <-05. 
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alternative indicators of it. Since they add 
nothing to the ability of the index to predict 
relapse they can be ignored. Whether a patient 
has been previously admitted or not relates 
somewhat to the impairment/disturbance index 
(y = :32). When it is controlled, the association 
between EE and relapse is not reduced and so 
it can be ignored. Length of time since first 
onset and duration of present episode appear to 
have little significance. 

The living group and sex differences are more 
difficult to explain. The relapse rate for men is 
double that for women, and the rates for the 
unmarried are somewhat greater than for the 
married: 

Married: 

men 44%; women 17%; total 26% 
Unmarried: 

men 53%; women 26% ; total 42% 

The difference between the unmarried and the 
married is a consequence of the fact that if 
either of both parents live with no one other 
than the patient a greater amount of emotion 








Taste V 
The relationship of additional ‘background’ factors to relapse 
% 
М relapse gamma 
(a) Best occupational level (men; N = 47) Skilled or better a e de 43 “17 
Semi or unskilled .. .. 33 52 
(b) Decline occupation level (men; N — 47) None .. La 28 35 *56* 
Decline ; xs .. 28 65 
(c) Most recent occupation level (men; N — 47) Skilled or better $4 IO 20 -68* 
Semi or unskilled .. Ae 37 56 
(d) Time since first onset < 1 year ees ie AD 29 
; ` 1—5 years 52 38 17 
t 5 years + 26 35 
(с) Whether previously admitted No  .. 59 22 61* 
{ | Yes. 41 54 
(f) Living group at discharge Mari 46 26 34 
. Parental es e 55 42 
(g) Sex of patient Female os 53 2I *59* 
Male .. 48 50 
(h) Age of admission 45 plus 25 20 '45* 
T р —45 .. s ES .. 76 59 
(i) Peak of heterosexual performance Prolonged relationship .. 30 29 33 
Я No prolonged шени .. 62 47 
(j) Decline in peak heterosexual performance Decline .. 29 24 
No decline  .. А e 52 39.9 -28 
Never sexual contact | ‚14 36 3° 2 
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is expressed. The reason will be discussed later; 
it should be noted, however, that it is not a 
measurement artefact. The difference remains 
when allowance is made for the fact that the 
highest rating of either parent is used to arrive 
at the EE index. 

The large difference between men and women 
is puzzling. The rate of relapse in men is 
double that in women and this difference 
remains when marital status and level of EE 
are controlled. Extensive analysis failed to 
suggest any reason for it. It does not, however, 
affect the main association between EE and 
relapse, which is high in both sexes (y= :85 for 
women and ·70 for men). 

Age at admission and peak heterosexual 
performance are related very highly to sex and 
marital status, due to the fact that women in 
the series are older than men and more likely 
to be married. 

Decline from peak sexual performance :s, if 
anything, related to a lower rate of relapse. As 
will be seen later, there is a general suggestion 
from a number of results that ‘social withdrawal’ 
can protect a patient from relapse. 

Social class measures based on the occupation 
of the male patients, the father's occupation 
for women living with parents, or the husband's 
occupation for married female patients, showed 
no consistent relationship with relapse; nor did 
length of time since first onset or length of 
current episode. 

(b) Factors after discharge. Two-thirds of the 
patients took one of the major tranquillizing 
drugs for a large part of the follow-up period or 
until their relapse. A larger proportion of 
patients failed to take drugs in high EE homes 
(196$ p«-'or). Drug taking does relate to 
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outcome, but only modestly, and just fails to 
reach statistical significance (y = — 41). How- 
ever, the results are not straightforward. Table 
VI shows that drugs appear to have no effect 
on patients living with relatives rated low on 
EE, suggesting that medication might serve 
mainly to protect patients who live with relatives 
showing a high EE. The numbers are small, 
however, and the difference in outcome between 
patients in the high EE group who were taking 
and those who were not taking drugs regularly is 
not statistically significant. So far as the 
patients in the low EE homes are concerned, 
however, there is no trend at all. 

Previous research suggested another variable 
of importance: that the patient who returned to 
a high EE home could to some degree improve 
his chance of avoiding relapse by seeing less of 
his relatives. More than 35 hours per week of 
face to face contact with adults in the home 
seemed to be the critical amount of time; less 
contact than this seemed to provide some 
protection when the patient returned to a high 
EE home (Brown et al., 1962). In the present 
study we made a similar estimate, at the time of 
the follow-up interview, of the amount of face to 
face contact between relatives and patients 
living at home before relapse. 

Table VII shows that the previous result was 
repeated: the amount of contact makes no 
difference for those living with low EE families, 
but a very large one for those living in high EE 
homes. These results hold for both drug and 
non-drug groups, and both factors are probably 
of importance in determining the conditions 
under which the home environment may have 
a deleterious effect. 

It is possible that a general coping style is 











Taste VI 
Relationship of relatives’ EE, drug taking after discharge and relapse 
No drugs Drugs 
Relatives’ 
EE No % No % 
relapse Relapse relapse relapse Relapse relapse 
High 6 12 66 13 II 46 
Low II 2 I5 36 6 14 
Total 17 14 45 49 17 26 
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Tase VII 
Relationship of relatives’ EE, time spent in face to face 
contact per week after discharge and relapse 





Time in face to face 
contact with relatives 


Less than 35 hours 











Relatives’ EE —————————M 
No % 
relapse Relapse relapse 
High .. s 015 6 29 
Low... as . I5 5 25 
y = '09 
More than 35 hours 
Relatives’ EE 
No % 
relapse Relapse relapse 
High .. "E ves 4 15 79 
Low  .. i 29 4 I2 
y = '92 


(Hours of contact not known in 8 cases) 


involved; a tendency for some patients when in 
difficulty to withdraw from close social contacts. 
There is some support for this view. Several 
indices of level of contact with others in the 
home in the three months before admission were 
associated with subsequent outcome, parti- 
cularly in patients living with parents or 
siblings. Patients who had been most involved in 
family life relapsed more often after discharge. 
For example, the following factors were asso- 
ciated with a higher relapse rate (all but the 
first two measures are based on the relative’s 
reports) : patient's report of a dominating parent 
(у = *59), patient's report of unreduced com- 
munication with parents (:50), one day or 
more per week leisure activity with parents 
(*47), a moderate or high level of communica- 
tion with parents (-42), unreduced joint leisure 
activities (+31), holiday with parents in year 
(29), joint contact with patient outside home 
(28), 6 ог more evenings spent at home per 
week (:27). Only two interactional measures 
failed to show such a trend. The result did not, 
not, however, hold for married patients. 

(c) Patients attitude towards admission. Whether 
a patient accepted admission or resisted it in 
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some way was related to the likelihood of relapse 
after discharge. Patients who objected were less 
likely to relapse (Table VIII). There are no 
obvious reasons for this result, which is made 
more curious by the fact that resistance to ad- 
mission is itself related to a series of factors which 
otherwise appear to make relapse more likely. 
Rejection of admission, for example, is associated 
with number of critical comments (-44), over- 
involvement (*55), work impairment (-44) and 
disturbed behaviour (:63). Those who had 
shown most impairment and disturbed be- 
haviour and who had provoked relatives into 
the most marked emotional expression were 
also most likely to have resisted admission, but 
they had a lower chance of relapse. Extensive 
analysis revealed only two clues to this paradox. 
In the first place, patients who had resisted 
admission did better when they took drugs after 
discharge (Table IX). Out of 25 patients who 
had resisted admission, living in high EE homes, 
most of whom would have been expected to 
relapse, only 8 did so, and 6 of these were not 
taking medication regularly, whereas 13 of the 
I7 patients who remained well took regular 
medication. In the second place, they were 
much more likely to have been markedly 
socially withdrawn either at home or in their 











Tasrg VIII 
Patients’ attitude to admission and relapse 
No % 
relapse Relapse relapse 
Accepting у .. 32 25 44 
Rejecting T 94 10 23 
y = '41,p < 705, 1 df 
Taste IX. 
Patients’ attitude to key admission and relapse by 
whether drugs were taken after discharge 
Drugs No drugs 
Attitude 
to EE No No 
admission relapse Relapse relapse Relapse 
Rejecting High 13 2 4 6 
Rejecting Low 13 о 3 I 
Accepting High 4 7 I 5 
Accepting Low 20 6 5 I 
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leisure activities in the two years before ad- 
mission—often in both (y= +49, p < -05). 
Although this particular measure of social 
withdrawal was unrelated to relapse (у = — +96) 
various results have suggested that ‘social 
withdrawal can lessen chances of relapse of 
schizophrenic patients. . 

Rejecting admission, taking drugs regularly, 
and low face to face contact with relatives after 
discharge were all associated with a favourable 
outcome. Of patients who were characterized 
by all three factors none relapsed; of those 
characterized by two, 23 per cent relapsed, and 
of those characterized by only one, 46 per cent 
relapsed. 

(d) Summary of other factors relating to relapse. 
Thus, typical schizophrenic symptoms, male 
sex, acceptance of admission, lack of regular 
medication.and high contact in the home are 
associated with a higher chance of relapse. 
Table X provides a check that the relationship 
between EE and relapse is not reduced when 
these factors are controlled. The presence of 
any such factor scored one point, giving an 
overall score from 0 to 5. Relapse is more likely 
the higher the score, but the association between 
EE and relapse holds within each score, con- 
firming that it is independent of these factors. 


Determinants of the relatives’ emotional responses‘ 

Not all relatives who had lived with patients 
characterized by long-term work impairment or 
behaviour disturbance had a high EE score; 
as many as 20 of the 59 who did so showed a 
low score (in contrast to 36 of the 42 remaining 
relatives). It is possible that situational as well 
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as ‘personality’ factors played some part in 
determining their response. It is important to 
investigate this possibility, since if expressed 
emotion is strongly related to some other 
variable that acts independently of the patient 
it would be even less likely that the relationship 
between EE and relapse could be explained by 
some enduring clinical characteristic. One 
possibility is that the reaction of relatives is 
related to the amount they see of people other 
than the patient. It seemed possible that there 
was a relationship between the amount of 
contact that relatives had with others, their 
dependence on the patient, and their tolerance 
of the patient’s behaviour; in short, that the more 
isolated relatives would show the least tolerance 
because they were the most dependent on the 
patient for practical and emotional support. It 
was therefore predicted that a high rate of contact 
with relatives outside the home, or the presence of 
others in the home, would reduce dependence 
on the patient, and lead to less expressed 
emotion. 

For patients living with parents these ideas 
were confirmed: a parent living alone, except 
for the patient, or living only with a spouse, 
expressed more emotion than those who had 
others living in the house, apart from the 
patient. More emotion was also expressed by 
those with low rates of contact with friends 
and relatives. The 20 per cent who were most 
isolated were almost all rated as expressing a 
high degree of emotion (Table XI). 

However, for married patients this result was 
reversed. The isolated relatives expressed the 
lowest emotion, and it was the 40 per cent who 


TABLE X 
Association between noli response and relapse controlling for the presence of five factors: type of clinical condition, 


sex, acceptance or rejection of admission, time in face-to-face contact and medica 





tion 





Overall score on five factors 








5* and 4 3 2 т and o* 
No No No No 
relapse Relapse relapse Relapse relapse Relapse relapse Relapse 
High EE .. $e “л ї 5 4 16 3 4 IO 3 
Low EE .. 5 vs 3 4 14 2 18 1 11 I 
y e E ix T +58 +93 *92 *58 
Overall relapse rate as % 69 .50 19 16 








* One patient scored 5, and four scored о. 


^ 
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TABLE XI 
Relationship of social contacts of relatives inside and © 
outside the home to expressed emotion ` 
Expressed emotion 
‘Isolation’ index 
Out- 95 
Home side Low High high 
(a) Parents 
and : 
siblings Yes* Yes** Marked т I0 90 
Yes No ; 9 5 
No Yo } Medium 8 sf 97 
No No Low II 4 27 
(b) Married 
Yes Yes Marked 8 1 II 
Yes | No А 6 о 
No Yes f Medium 9 3 12 
No No Low 8 11 58 





* Yes = Relative living alone except for spouse. 
** Yes = With an average rate of fewer. than 3 
contacts per week in the 3 months before 

admission. 


were least isolated who most often expressed 
high emotion (Table XI). 

Thus there is some suggestion that the 
relatives’ social life plays some role in deter- 
mining their reaction to the patient, but the 
theory as stated applies only to parents. In their 
case the presence of others in the home makes 
them less dependent on tbe patient, but when 
the patient is a husband or wife the presence of 
others in the home (who will most often be 
children) шау make the patient's spouse more 
dependent on the patient. Furthermore, a 
spouse may depend more upon the patient 
fulfilling a parental, breadwinning or house- 
keeping role and upon a ‘joint’ front before 
guests and when others are contacted outside 
the home. It is possible that such ‘structural’ 
features could be influenced by the patient's 
disorder and therefore produce a spurious 
result. It is not difficult to imagine brothers 
and sisters leaving home more often when the 
patient had been badly disturbed, and this kind 
of selective process could have brought about 
the results. Some estimate could be made of 
such contamination. We knew the number of 
potential kin who might be contacted and 
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where they lived, the frequency of contacts with 
kin and friends one year later when the patient 
was often a good deal improved, and we also 
asked whether the patient's illness had changed 
the amount of contact with relatives and 
friends. These data did not suggest that the 
severity of the patient's disorder could explain 
the results. 


DISCUSSION 
The main results of the previous family 
study of discharged schizophrenic patients 
have been replicated and in certain important 


‘respects extended. 


In the first place, the ‘emotional involvement’ 
of relatives with patients has been more pre- 
cisely specified and the term ‘expressed emotion" 
substituted. The most measurable component of 
expressed emotion is the number of critical 
comments made by the key relative about the 
patient. The whole analysis could have been 
undertaken using this measure alone. However, 
the other components are important in inter- 
preting the nature of ‘expressed emotion’. These 


‘are ‘emotional over-involvement’ and ‘hostility’. 


‘Warmth’, which was formerly considered to 
be a component, is now seen to be a complex 
variable. A bigh rating of warmth is often 
accompanied by a high rating on emotional 
over-involvement, while a low rating on warmth 
usually implies a high level of critical com- 
ments, Patients whose relatives showed marked 
warmth without also expressing criticism or 
over-involvement had a significantly better 
outcome. Warmth was consequently not in- 
cluded in the index of expressed emotion. 
‘Expressed emotion’, therefore, has a mainly 
negative connotation. 

Using this index, a high degree of emotion 
expressed by relatives at the time of key ad- 
mission was found to be strongly associated with 
symptomatic relapse during the nine months 
following discharge. This replicates our principal 
previous finding. The question arises how far 
this relationship can be explained by the fact 
that patients with the most severe behavioural 
disturbance and work impairment before the 
time of key admission had the greatest liability 
to relapse. In our previous study, both factors 
were independently related to outcome. The 
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present results are unequivocal, however, in 
suggesting that expressed emotion is inde- 
pendently associated with relapse, while pre- 
vious work impairment and behavioural disturb- 
ance are only associated with relapse because 
of their association with level of expressed 
emotion. Moreover, the ability of the index of 
expressed emotion to predict symptomatic 
relapse is not explained away by the action of 
any other factor that we have investigated (such 
as age, sex, previous occupational record, length 
of clinical history, type of illness, etc.). It will 
therefore be assumed, during the remaining 
discussion, that the level of relatives’ expressed 
emotion must be taken into account as one of 
.the factors that cause relapse. 

It is worth mentioning that dissatisfaction on 
the part of relatives was only associated with 
relapse if criticism was also present. Dissatisfac- 
tion need not necessarily be critical. 

The action of this factor can be mitigated to 
some extent by two other important environ- 
mental variables which might help to give the 
clinician some control over events. The first of 
these is regular phenothiazine medication, which 
shows a close to significant relationship with a 
favourable outcome. In view of the results 
obtained in a recent controlled trial of preventive 
phenothiazine medication (Leff and Wing, 
1971) this finding must be taken seriously. It 
is the more significant since, as Leff and Wing 
found, preventive medication is only effective 


for certain groups of schizophrenic patien:s. Our . 


present results suggest that patients living with 
relatives who expressed high emotion at the 
time of key admission (and who are therefore 
most vulnerable to relapse) are also most 
susceptible to protective drug effects. There is 
one other clue to the sort of patients most 
responsive to phenothiazines; those who resisted 
admission were particularly like to be living 
with relatives who expressed high emotion, and 
they were particularly helped by drugs. 

The second mitigating factor is the extent to 
which the patient can avoid a too close contact 
with a highly emotional relative. The most 
clear-cut measure of this is the number of hours 
per week that the patient spends in actual face- 
to-face contact with the relatives. In our pre- 
vious study we found that 35 hours per week was 
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the critical period; above this, the chances of 
relapse were greatly increased. The same held 
true in the present analysis. Several other 
findings contributed towards a strong impression 
that social withdrawal could be a protective 
factor, particularly for unmarried patients. 

Other factors were independently linked to 
chances of relapse, such as age (under 45), sex 
(male), admission status (not first admission), 
recent occupational level (unskilled manual), 
decline in occupational level and failure ever to 
achieve a satisfactory sexual adjustment. 

One other factor deserves special mention; 
schizophrenic subtype. The patients were divi- 
ded into three groups, as described on pages 
244-45, of which the first was composed of 
patients with clear-cut and typical schizo- 
phrenic illnesses (Class S in the CATEGO 
system; Wing, Cooper and Sartorius, 1972). 
The other two groups of patients could have 
been diagnosed in various ways (paranoid state, 
alcoholic hallucinosis, recurrent atypical psy- 
chosis, oneirophrenia, etc.) although they were 
in fact, all labelled schizophrenia. The relation- 
ships between expressed emotion, relapse, and 
other factors were identical within the first 
compared with the second and third groups. The 
first (most typical) group had a worse prognosis 
than the other two, but this was not due to a 
higher degree of expressed emotion in the 
patients’ relatives. It seems that type of clinical 
condition is an independent variable, and this 
raises the question whether the factors we have 
been considering are in any way specific for 
schizophrenia at all. This is not, however, a 
question we can answer from our present 
material. So far, we have been discussing the 
relationship between expressed emotion and 
outcome, in the light of other factors which 
exercise an independent, mitigating or delete- 
rious effect upon it. The results may be ex- 
pressed in the same terms as those of our previous 
article, i.e. that three types of factor independ- 
ently predict outcome; previous history (age, 
sex, decline in occupational level etc.), clinical 
condition (schizophrenic subgroup, severity of 
symptoms at discharge—not measured in the 
present study), and factors following discharge 
(relatives! expressed emotion, medication, 
amount of face-to-face contact). 
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Now we shall turn out attention to the deter- 
minants of the relatives’ degree of expressed 
emotion. We have shown that there is a con- 
siderable association with the patient's beha- 
viour and employment record. We cannot 
specify the direction of cause and effect, but the 
fact that a decrease in expressed emotion at 
follow-up accompanies an improvement in the 
patient's behaviour strongly suggests that there 
is a two-way relationship, each depending on 
the other. Striking examples of such an inter- 
action of factors can be found in our material. 
For example, one married patient had been 
disturbed in behaviour for about six years, 
following a surgical operation. She experienced 
auditory hallucinations and had periodic out- 
bursts of shouting. She was suspicious of every- 
thing and accused and threatened her husband. 
The patient sat behind closed curtains most of 
the time, smoking cigarettes, and she cooked a 
meal only once a week. There was ‘a terrible 
atmosphere’ in the home. Her husband often 
threatened to leave her unless she accepted 
treatment, but did not actually do so. (‘I felt 
sorry for her’ . . . ‘although love has gone I 
think there is some goodness there’). His degree 
of expressed emotion was high. She was finally 
admitted to hospital. At the time of follow-up 
she was reported to be quite well apart from a 
tendency to grumble and ‘to go on and on 
talking’. She was taking no drugs, was coping 
well with housework and cooked each day. 
There was much less tension (low expressed 
emotion) and the couple now spent most of their 
spare time together, chatting and watching 
television. We would argue that in such a case 
the effect of hospital treatment was to mitigate 
the severity of the patient's symptoms; this 
lowered the level of tension in the home and 
the expressed emotion of the relative, which in 
turn reduced the chances of relapse, of work 
impairment, behavioural disturbance and symp- 
tomatic exacerbation in the patient. This is 
model Вз (Low I/D<-~>Low EE-No Relapse). 
There was no preventive medication in this 
case, but we would suggest that it was probably 
unnecessary. If the relative had continued to 
express a high degree of emotion, however, pre- 
ventive medication and a reduction in amount of 
face-to-face contact would have been useful. 
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It is difficult to reconcile this example with 
model B2, in which the degree of expressed 
emotion is held to be primary. A circular effect 
(which may be vicious or benign) seems much 
more probable. Another point is also worth 
emphasizing, since our previous results have 
sometimes been misinterpreted. We do not 
wish to suggest that the behaviour of the 
relatives was in general abnormal or excessive. 
We have found a high degree of expressed 
emotion in a substantial proportion of relative- 
patient pairs, but not in relative-relative pairs. 
We have the impression that the relatives of 
other kinds of handicapped individuals might 
also tend to develop such relationships, though 
whether the tendency would be as strong as 
with schizophrenia deserves investigation. It 
would seem to be a reasonable assumption that 
it would depend upon the degree of behavioural 
disturbance involved. 

We are unable to comment on claims that 
factors in the relatives! personality and handling 
of the patient as a child cause the first onset of 
the illness, except to say that the fact that 
expressed emotion acts as strongly in marital 
partners as in parents argues for a reactive 
rather than a causal model. 

The only substantial body of work which 
attempts to show a measurable abnormality in 
parents (which would, however, be compatible 
with a genetic or an environmental explanation, 
or a mixture of both) is that of Wynne and his 
colleague (Wynne, 1968). However, their results 
have not been replicated in recent work by 
Hirsch and Leff (1971). This discrepancy could 
perhaps be explained by the very different 
diagnostic practices which have been shown to 
exist in the U.S. and the U.K. (Kendell et al., 
1972) in which case Wynne and Singer’s work is 
also of less relevance to our own. The patients 
in the present study, as in Hirsch and Leff's 
investigation, were diagnosed according to a 
standardized clinical examination and classifi- 
cation procedure (Wing et aL, 1967; Wing, 
1970). Such a group of patients would also 
be recognized as schizophrenic in the U.S. but 
would probably form only a minority of any 
group diagnosed there, the majority suffering 
from mania, depression or personality disorders 
according to British practice. 
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Our own theory (Brown and Birley, 1968; 
Wing and Brown, 1970) is that many schizo- 
phrenic patients remain very highly sensitive to 
their social environment, even when there are 
no apparent symptoms. The optimum ‘arousal’ 
level (Venables, 1964) may very easily be upset 
if the patient finds himself in overstimulating or 
understimulating social conditions. In the 
presence of a socially intrusive relative, for 
example, he is unable to withdraw, and any 
residual or latent thought disorder will become 
manifest as expressed delusions or odd beha- 
viour. This condition will be accompanied by 
a high level of ‘arousal’. 

Epstein and Coleman (1970) suggest that this 
arousal ‘is broader than fear and anxiety in the 
usual sense of these terms, as it involves a 
reaction to the combined stimulation from all 
sources, including positive and negative emo- 
tions and impulses, as well as external stimuli’. 
We have demonstrated that schizophrenic 
patients are susceptible to both positive and 
negative emotional stimuli (Brown and Birley, 
1968). Life changes and crises are most often 
unpleasant and lead to negative emotion, but 
by no means always. We may assume that 
patients living with relatives who express a 
great deal of emotion are likely to have height- 
ened arousal levels over long periods of time. 
The occurrence of a critical event during such a 
period is particularly likely to precipitate a 
relapse, although either factor acting alone may 
occasionally do so. Social environments other 
than the home may also provide conditions for 
long-term over-arousal but they have not been 
systematically studied. However, too enthu- 
siastic attempts at reactivating unprepared 
long-stay patients have been shown to lead to 
sudden relapse of symptoms that had not been 
present for years (Wing, Bennett and Denham, 
1964). On the other hand, if the patient is 
allowed to withdraw, for example in the 
understimulating social environment of an old- 
fashioned mental hospital (or even in an attic 
at home), what might in other circumstances 
have been a protective withdrawal may go too 
far, and the picture of the typical ‘back ward’ 
patient develops (Wing and Freudenberg, 
1961; Wing and Brown, 1970). Such a patient 
too, shows a high level of ‘arousal’. The optimum 
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social environment would be structured, with 
clear-cut roles, only as much complexity as any 
given individual can cope with, and with 
neutral but active supervision to keep up 
standards of appearance, work and behaviour. 
Thus we postulate interactions between bio- 
logical and social factors which will have pre- 
dictably different results in different social 
environments. 

Finally, we should like to make some tentative 
suggestions as to the ways in which our findings 
might be of practical interest to clinicians who 
are trying to help schizophrenic patients and 
their families. 

(1) Certain factors which can potentially lead 
to relapse are to some extent under the patient’s 
control; whether he takes medication, whether 
he remains in face-to-face contact with a socially 
intrusive relative and, in other ways, whether he 
withdraws from socially complicated situations 
(disturbing sexual relationships, for example). 

(2) Reducing the degree of disturbance of a 
patient’s behaviour or of his work impairment 
may act to reduce the level of emotion expressed 
by a key relative. 

(3) Long-term medication may be parti- 
cularly effective with patients who have resisted 
the idea of entering hospital for treatment and 
who return to live with highly emotional 
relatives. 

(4) Applying techniques of reducing the 
number of hours spent in face-to-face contact 
with highly emotional relatives may make the 
difference between stability and relapse. 

(5) Therapy with relatives should take 
account of their liability to develop highly 
emotional responses to the patient. In the light 
of present knowledge, it should not be too 
readily assumed that the parent? handling 
of the patient when a child has caused 
schizophrenia to develop; such an assumption 
may be wrong, in which case harm may be 
done both to relative and patient. 

(6) The best coping patterns may differ for 
single patients living with parents and for 
married patients living with their partners. 
Extra social contacts on the part of the parents 
may be helpful if their friends and relations 
accept the patient as handicapped. T'he friends 
and relations of a patient's husband or wife, on 
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the other hand, may have different expectations 
of the patient, which can cause considerable 
embarrassment and concern to the non-schizo- 
phrenic spouse. It may be possible to anticipate 
and deal with such problems. 

(7) If likely ‘precipitating’ events can be 
anticipated it may be possible to prevent an 
unwanted reaction, by adjusting the dose of 
medication, or by preparing patient and 
relatives, or even by avoiding the situation 
altogether in some cases. 

These are fallible rules. The clinician will, in 
all cases, need to decide what is best in the 
light of all the circumstancer. Moreover, we 
have not here discussed the important rules of 
management which can be derived from a 
study of the processes leading to secondary 
handicaps (Wing and Brown, 1970). However, 
we would suggest that work like that described 
in this paper has important practical, as well as 
theoretical, aspects. 


ACKNOWLEDGEMENTS 

We are very grateful for the co-operation extended to 
us by the medical, nursing, records and social work staff 
at Bethlem Royal, Bexley, Cane Hill, Maudsley and 
St. Olave’s Hospitals and of the local authority. Much of 
the social interviewing for this project was undertaken by 
Miss Judy Clarke, Miss Rita Lang, Mrs. Margaret Rayfield 
and Miss Susan Reid. The value of the project depends 
very largely upon their skill. Miss Clarke also assisted with 
the data analysis, 

The work was undertaken while the authors were 
members of the scientific staff of the M.R.C. Social 
Psychiatry Unit, Institute of Psychiatry, London. 


REFERENCES 


Araurgv, К. С. (1970). ‘A qualification of test factor 
standardization: a methodological note.’ Social 
Е orces, 49, 84—85. 

Brey, J. L. T., and Brown, С. W. (1970). ‘Crisis and life 
changes preceding the onset or relapse of acute 
schizophrenia: clinical aspects.’ Brit. 7. Psychiat., x16, 
327-33. 

BraArock, Н. M. (1:960). 
McGraw Hill. 

— (1964). ‘Controlling for background factors: spurious- 
ness versus developmental sequences.’ Social Enquiry, 
84, 28-40. 

Brown, G. W. (1959). ‘Experiences of discharged chronic 
schizophrenic mental hospital patients in various 
types of living group.’ Milbank Mem. Fund Quart., 37, 
105. 

—— Carsrairs, G. M., and Torpma, G. G. (1958). ‘The 
post-hospital adjustment of chronic mental patients,’ 
Lancet, ti, 685. 


Social Statistics. New York: 


257 


Brown, G. W., Момак, E. M., CansrAms, С. M., and 
Wine, J. К. (1962). "The influence of family life on 
the course of schizophrenic illness.’ Brit, J. prev. soc. 
Med., 16, 55. 

— Bone, M., Dauwon, D., and Wine, J. К. (1966). 
Schizophrenia and Social Care. Maudsley Monograph 
No. 17. London: Oxford University Press. 

~ and Rurrer, M. L. (1966). “The measurement of 
family activities and relationships.’ Human Relations, 
X9, 241. 

—— and Brey, J. L. T. (1968). ‘Crisis and life changes 
and the onset of schizophrenia. 7. of Health and Social 
Behaviour, 9, 209-14. 

Coorer, J. E. (1970). "The use of a procedure for stan- 
dardizing psychiatric diagnosis, in Psychiatric Epide- 
miology (eds. Hare, E. H., and Wing, J. K.). London: 
Oxford University Press. 

Ersrem, S., and Согемам, M. (1970). ‘Drive theory of 
schizophrenia.’ Psychosomatic Med., 32, 113-40. 

GoopMAN, L. A., and Kauskar, W. H. (1954). ‘Measures 
of association for cross classification.’ 7. Amer. stat. 
Assoc., 49, 732-64. 

Hesen, S. К., and Lerr, J. P. (1971). ‘Parental abnor- 
malities of verbal communication in the transmission 
of schizophrenia. Psychol. Med., 1, 118-27. 

Kenpext, К. E., Cooper, J. B., CoezgLaN», J. R. M. et al. 
(1972). Psychiatric Diagnosis in Naw York and London. 
Maudsley Monograph No. 20 (to be published by 
Oxford University Press). 

Lerr, J. P., and Wma, J. K. (1971). "Trial of maintenance 
therapy in schizophrenia.’ Brit. med. J., 3, 599-604. 

Мов ив, J. H., and Sonuessuer, K. F. (1961). Statistical 
Reasoning in Sociology, Boston: Houghton and Мі іп. 

RosENnERO, M. (1962). “Test factor standardization as а 
method of interpretation.' Social Forces, 41, 53-61. 

— — (1968). The Logic of Survey Analysis. New York: Basic 

оок. 


Rorrer, M. L., and Brown, С. W; (1966). “The reliability 
and validity of measures of family life and relation- 
ships in families containing a psychiatric patient.’ 
Soc. Psychiat., x, 38. 

VENABLZES, P. Н. (1964). “Performance and level of activa- 
tion in schizophrenics and normals.’ Brit. J. Psychol., 
55, 207-18, 

——-— (1968). ‘Experimental psychological studies of 
chronic schizophrenia,’ in Studies in Psychiatry (eds. 
Shepherd, M., and Davies, D. L.). London: Oxford 
University Press, 

— — and Wine, J. L. (1962). “Level of arousal and the 
subclassification of schizophrenia.’ Archives of gen. 
Psychiat., Jy 114-19. 

Wma, J. K. (1970). ‘A standard form of psychiatric 
Present State Examination and a method of stan- 
dardizing and classification of symptoms,’ in Psychi- 
atric Epidemiology (eds. Hare, E. H., and Wing, J. К.). 
London: Oxford University Press. 

—— and Freupenssra, P. К. (1961). "The response of 
severely ill chronic schizophrenic patients to social 
stimulation.’ Amer. J. Psychiat., 118, 311-22. 


258 INFLUENQE OF FAMILY LIFE ON THE COURSE OF SCHIZOPHRENIC DISORDERS 
Wma, J. K., Bennerr, D. H., and Denwam, J. (1964). Wiwa, J. K., Coopzr, J. E., and Sarrorrus, N. (1972). 


The Industrial Rehabilitation of Long-stay Schizophrenic Measurement and Classification of Psychiatric Symptomatology 
Patients, Medical Research Council Memo No. 42. (Instruction Manual to P.S.E. and CATEGO) 
London: H.M.S.O. (To be published). 


——— Bmuzy, J. L. T., Cooper, J. E., СкАнАм, P., and 
Isaacs, A. D. (1967). “Reliability of procedure for Wynne, L. C. (1968). 'Methodologic and conceptual 


measuring and classifying ‘“‘Present Psychiatric issues in the study of schizophrenics and their 
State" Brit. J. Psychiat., 113, 499-515. familes in The Transmission of Schizophrenia (eds. 
—— and Brown, G. W. (1970). Institutionalism and Schizo- Rosenthal, D., and Kety, S. London and New York: 
phrenia, Cambridge: Cambridge University Press. Pergamon. 
APPENDIX I 


Interrelation of various variables (y) 





I 2 3 4 5 6 7 8 9 10 II I2 











І. Relapse .. E — 
2. Exp. emotion i 75 — 
3. Work impair. HN 40 73 — 
4. Disturbed beh... 32 62 57 — 
5. Symptoms .. - 45 10 48  —o6 — 
6. Accept. admis. .. 4I —40 —44 —63 18 — 
7. Type hsehold. "T 34. 43 21 —05 —06 17 — 
8. Amount contact .. 29 —33 —17 —17 14 16 —38 — 
9. Drugs 2 edP m42 12 —36 25 30 06 21 — 
10. Sex .. vs e 59 28 OI 05 37 12 45 o8 04. — 
11. Prev. admiss. " 6r 5I 58 o2 12 —20 44 —17 38 19 — 
12. Age at admiss. - 45 —20 —43 28 28 43 I] —II оо 59 21 — 
13. Impairment or 47 84 — — 18 —57 Ij —II —11 16 92 17 
disturbance 
Italic numbers = Statistically significant (-05 level). 
Key Р 
I. 1 Yes; 2 No 5. 1 Typical; 2 other 9. 1 Yes; 2 No 
2. 1 High; 2 Low 6. 1 Accept; 2 Reject 10. I Male; 2 Female 
3. 1 Yes; a No 7. 1 Parfsib; 2 Marital II. I Yes; 2 No 
4. 1 Yes; 2 No 8. 1 High; 2 Low 12. 1—45; 2-454- 
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Quantitative Brain Measurements in Chronic Schizophrenia 


By RANDALL ROSENTHAL and LLEWELLYN B. BIGELOW 


t 


Despite extensive gross and microscopic 
Scrutiny, no consistent pathological findings 
have emerged from studies of autopsy material 
from schizophrenic patients. Dunlap (1924) 
carried out the first controlled study involving 
schizophrenic and control brains and concluded 
that ‘there was not even a suspicion of consistent 
organic brain disease as a basis for the psychosis 
of schizophrenia’. More recently both Wolf and 
Cowen (1952), and Weinstein (1954), reviewed 
the neuropathological literature and concluded 
that there were no consistent findings at autopsy 
that could be construed as characteristic of 
schizophrenia. These authors felt that earlier 
claims were based on failure to appreciate the 
range of normal variation in the brain as well as 
a failure to include an adequate control popula- 
tion in the study. 

All previous gross anatomical studies of brain 
material have been based on visual inspection. 
Only brain weight has been measured quantita- 
tively. In this study we measured quantitatively 
and on a blind basis both linear dimension and 
absolute volume of various brain structures in 
schizophrenic and matched control brains. After 
obtaining the measurements for 10 schizophrenic 
and ro control brains, the code for identifying 
the clinical status of each brain was broken and 
comparisons were made between each category. 
We measured: (1) brain weight, (2) total cortical 
volume, (3) temporal lobe volume, (4) hippo- 
campal volume, (5) average cortical mantle 
width, (6) average cingulate gyrus height, (7) 
average corpus callosum width, (8) thalamic 
volume, and (9) lenticular nucleus volume. 


DESCRIPTION AND SELECTION OF THE SAMPLE 

'The clinical and pathological records of all 
patients autopsied at Saint Elizabeth's Hospital 
between 1968-70 carrying the diagnosis of 
schizophrenia were reviewed. In order to be 
selected for further study, a patient had to 


meet the ‘bad prognosis’ category of Langfeldt 
(1937) by history. Each selected patient had a 
history of at least five years of continuous illness 
characterized by prominent thought disorder 
and the reported presence of hallucinations and 
delusions. Evidence of a remitting disorder, 
neurological signs, or prominent affective colour- 
ing eliminated a patient from the sample. In 
addition, the reported presence of gross or 
microscopic abnormalities in the brain at 
autopsy excluded any subject. The autopsy 
report for each included subject carried a 
specific comment that there was no gross 
evidence for cortical atrophy or ventricular 
dilatation. In the period 1968—1970, 23 patients 
carrying a chart diagnosis of schizophrenia 
were autopsied at Saint Elizabeth’s Hospital. 
Of these, 10 met the criteria for inclusion in 
this study. Diagnostically, 6 were regarded as 
chronic undifferentiated schizophrenics, 2 were 
called chronic paranoid schizophrenics, and 
there were one each diagnosed as chronic 
catatonic and hebephrenic schizophrenia. 

Controls were drawn from autopsy material 
obtained during the same period, 1968-1970. 
For inclusion as a control the chart could carry 
no evidence of a functional psychosis or of any 
neurologic disturbance. Like the schizophrenics, 
there had to be no gross or microscopic evidence 
at autopsy of central nervous system disease. 
These criteria were met by 13 patients; 3 were 
eliminated for matching purposes. Clinical 
psychiatric diagnoses of this group were as 
follows: 5 were diagnosed as sociopathic 
personality disorder, and of these 3 had secon- 
dary diagnoses of alcoholism; one was diagnosed 
as a hysterical personality disorder, and the 
remaining 4 had no psychiatric diagnosis. 
Other aspects of the schizophrenic and control 
samples are given in T'able I. It is evident from 
the table that the groups were well matched in 
terms of major characteristics. 
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ТАВІЕ I 
Characteristics of schizophrenic and control groups 


Schizo- 
phrenic Control 
Sex—number 


Male .. is 2j 
Female T 


оњ 
л 


Age at death (years) 
Mean oe PE .. 56 50 
Range " 


Race 
Caucasian 


Negro 


оо му 
оом 


Cause of death (autopsy diagnosis) 
Myocardial infarction 
Pulmonary embolus 
Acute tracheobronchitis 
Pulmonary oedema .. 
Aspiration .. di 
Abdominal carcinoma 
Acute septicaemia 
Unexplained 


© ©обО бн бя ю нол 
em О О н оо о 


Duration of terminal illness 
Less than 7 days .. 
Greater than 7 days 


м Ф 
о 


At the time of autopsy, the brains were 
routinely cut in serial coronal section, 10 to 12 
cuts per brain with about 1 cm. in thickness for 
each section. Gross and microscopic examina- 
tions were then made with sections being taken 
from the left side of the brain for microscopic 
examination. Both the dissected left side and the 
sectioned right hemisphere were then routinely 
stored in 10 per cent formalin. The measure- 
ments considered in this study were taken from 
the undissected right side of the brain. 

Decision as to whether or not to include a 
given brain in the study was made solely on the 
basis of the clinical and autopsy information 
furnished by the chart. Once ten schizophrenic 
and control brains were found suitable for 
inclusion these specimens were coded and 
measured at random, with the examiner un- 
aware of the clinical status of any specimen 
until the entire study was completed. 


METHOD 


Brain weight was taken from the autopsy report. 
Volumetric measures were obtained as follows: 


QUANTITATIVE BRAIN MEASUREMENTS IN CHRONIC SCHIZOPHRENIA 


An exact tracing of the cross-sectional outline of a 


given structure, as seen on the complete coronal cross 


section, was made on tracing paper. Since a given 
structure was usually seen on both the anterior and 
posterior surfaces of the coronal cross section, a 
separate tracing was made for each side. A planometer 
(Keuffel and Esser #620000) was then used to outline 
the tracing in order to obtain its area. For each brain 
slice an average area for the anterior and posterior 
face of the structure being considered was found 
from the planometer readings and multiplied by the 
measured thickness of the slice (in the region of the 
structure) to find the volume of the structure for that 
section of brain. The total volume of a structure was 
determined by adding all the volumes from all the 
sections in which that structure appeared. Planometric 
measures covering an area of 4 cm.? carry a standard 
deviation of +о:15 cm., and for a 40 cm.* area 
carry a standard deviation of --0:40 cm. based on 
ten repeated measures of the same outline. 

When the anterior or posterior boundary of a 
structure was reached, the structure would often 
appear on one side of the coronal section but not on 
the other. In this case, one of tbe areas was con- 
sidered as zero, the average area being calculated by 
dividing the other area by two. The actual boundary 
was found by dissection so that an accurate perpen- 
dicular depth for that structure could be ascertained. 

The thickness of a structure was found with a 
caliper calibrated to -|-*01 cm. The planometer was 
calibrated to 0-1 sq. cm. When a planometric reading 
was obtained below 2-0 sq. cm. four separate readings 
were obtained on each tracing and averaged to 
increase accuracy. 

The anterior and posterior boundaries for the 
volumetric measures are given as follows: 

Thalamus— 

anterior: Appearance of the anterior ventral 
thalamic nucleus. 

posterior: Disappearance of the pulvinar. 

Lenticular nucleus— 

anterior: Appearance of complete separation of 
the caudate from the lenticular nucleus by the 
anterior limb of the internal capsule. 

posterior: Complete disappearance of the lenti- 
cular nucleus. 

Hippocampus— 

anterior: First appearance of the hippocampal 
laminations directly posterior to the amygda- 
loid nucleus. 

posterior: The disappearance of the hippo- 
campus (usually at the same level of pulvinar 
disappearance). 

Temporal Lobe— 

anterior: Anterior pole of the temporal lobe. 
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posterior: Disappearance of bifurcation of the 
lateral cerebral fissure. 

Total Cortex— 

Anterior and posterior poles of the entire right 
hemisphere (including temporal lobe). 

The measuring techniques and boundaries for the 
remaining structures are given below: 

Average cortical mantle width. Four random cuts were 
made on the periphery of each coronal section. The 
perpendicular thickness of the cortical gray matter 
underlying each of these cuts was then measured. All 
such measurements (40-50) from all the sections 
were then averaged to give the average cortical 
mantle width for that brain. 

Average corpus callosum width. The perpendicular 
thickness of the corpus callosum (superior to inferior) 
was taken in every coronal section in which this 
structure appeared as a band of white matter running 
from one hemisphere to the other. Measurements 
were not made in sections in which the genu or 
splenium of the corpus callosum appeared. Both 
anterior and posterior measurements were made on 
each section and all the measurements (approxi- 
mately ten) from all the sections were averaged to 
give the average corpus callosum width for that 
brain. Because of a slight bulge in the band in the 
area of the septum pellucidum the measurement was 
uniformly made +5 cm. to the right of the midline. 

Average cingulate gyrus height. This measurement 
consisted of the perpendicular height of the superior 
aspect of the cingulate gyrus in relation to the superior 
aspect of the corpus callosum. It was obtained in every 
section in which the cingulate gyrus appeared (8-10) 
and averaged to obtain the final value for that parti- 
cular specimen, 

After the code was broken, the measurements 
obtained on each structure were segregated into the 
schizophrenic and control category and analyzed 
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with a standard t-test (two tailed). A Pearson Product 
Moment correlation table was prepared to look for 
relationships between structures within each group. 


RESULTS 


There were no significant differences between 
the schizophrenic and control groups in any of 
the parameters measured, with the exception of 
the average corpus callosum width (see Table 
II); this measurement was significantly larger 
in the schizophrenic group with a р < o-oor. 
The range of the measurement in the schizo- 
phrenic group was :558 to :638 cm., with a 
mean of -611 cm. and a standard deviation of 
-023; in the control group the range was +454 
to *571 cm., with a mean of ·518 and a standard 
deviation of -037. Of interest is the fact that all 
the other measurements were slightly though 
non-significantly higher in the schizophrenic 
group. 

When the average corpus callosum width from 
all twenty specimens was ranked in a descending 
quantitative order the first nine measurements 
were seen to come from the schizophrenic 
specimens. There were two control values that 
were higher than the lowest schizophrenic 
measurement. On the non-parametric Mann- 
Whitney test this was also significant (p < 
0-001). 

A correlation coefficient table for the schizo- 
phrenic and control samples is shown in Table 
IH. There was surprisingly little correlation 
between the various parameters as seen in 
either of the groups. Unexpectedly, the brain 
weight in both tables did not correlate signi- 


Taste II 
Comparison of structural dimensions in control and schizophrenic brains 
Mean + 5D; N = то in each group 





Structure 


Brain weight (gm.) — .. in 
Cortical mantle width (cm.) .. 
Corpus callosum width (cm.) 
Cingulate gyrus height (cm.) .. 
Hippocampal volume (cm.3) .. 
Thalamic volume (cm.3) ie 
Lenticular nucleus volume (cm.3) 
Temporal lobe volume (cm.3) 
Total cortical volume (cm.3) .. 





Schizophrenic Control P* 
1299°5 + 115:7 1283 '0 + 108,1 NS 
0:937 d: +020 0:925 + 014 NS 
o-6ir-+- +023 0:518 3-037 < 0-001 
1:49 d +102 1:48 - +234 NS 
451 :979 9:74 + 1:059 NS 
6-or+ +967 5-41 475 NS 
441+ +83 440c "41 NS 
52:8: 12:0 48:9 - 19:3 NS 
461-1 + 36:3 445'4-b 47'0 NS 





* Student ‘t-test’. 
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QUANTITATIVE BRAIN MEASUREMENTS IN CHRONIG 8CHIZOPHRENIA 


ТАВІЕ ПІ 
Correlation between structures measured in schizophrenic and control brains 





Cortical Corpus Cingulate 





mantle callosum gyrus 
width width height 
Brain weight .. .. G зо 0 +18 а 09 
S +11 8 -6o 5—8 
Cortical mantle width С 31 а +32 
S +14 S —-05 
Corpus callosum width C 2r 
5 —*39 
Cingulate gyrus height 
Hippocampal volume 


Thalamic volume 


Lenticular nucleus volume 


Temporal lobe volume 





Pearson product-moment correlation coefficient. 
N = то each group. 
*r> «69; p < +05. 


ficantly with the other variables. In the control 
group, the total volume tended to correlate at 
fairly high levels with all of the other structures, 
but this relationship achieved significance only 
for the thalamic volume. This trend was not 
seen in the schizophrenic group. Other signi- 
ficant correlations in the control group were 
seen between the hippocampal volume com- 
pared to the temporal lobe and the lenticular 
nucleus volume. There was also significant 
correlation between the cingulate gyrus height 
and the thalamic volume. In the control group 
the only parameter that was significantly corre- 
lated with the corpus callosum width was the 
hippocampal volume. None of the above rela- 
tionships were significant in the schizophrenic 
group. The only significant correlation coeffi- 
cient in the schizophrenic sample was between 
the cingulate gyrus height and the lenticular 
nucleus volume. 








Lenti- Tem- 
Hippo- Thalamic cular poral Total 
campal volume nucleus lobe volume 
volume volume volume 
C —05 С +15 G—-28 С o4 С +48 
‘62 8 —34 S 16 S -23 S та 
G :20 Q +14 G —:07 С оз С +53 
S -34 8 -03 S 28 S —o01 S —+14 
G :70*0 -18 С 6r С +52 G +56 
S +50 8 +08 S 13 S +34 8 о 
C -95 C по по G сз: С +56 
S —:26 S8 -50 5 -.829* S -06 S +54 
С +44 С .86* С -83* С .59 
S —36 8 +04 5 41 S 06 
С -33 С 25 G -68* 
S +41 S сот S —-16 
С +56 а +32 
S -18 S .5 
С +40 
S «51 








The average corpus callosum width did not 
correlate with the patient’s age, race, sex, or 
time of autopsy. This held true in both the 
schizophrenic and the control groups. Alcohol 
ingestion in three of the control patients did not 
appear to affect the ranking of the corpus 
callosum width. 


Discussion 

The rationale for choosing a specific CNS 
structure for measurement in this study was 
based on its possible theoretical significance in 
the schizophrenic syndrome as well as the 
technical feasibility of obtaining reasonably 
accurate Measurements on a given structure. 
Our finding of an increase in the average corpus 
callosum width in the schizophrenic sample 
applies only to that part of the corpus callosum 
appearing as a band running from one hemi- 
sphere to the other (the portion lying between 
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the genu and the splenium of the corpus 
callosum). 

Since the analysis of the data presented here 
involves multiple comparisons within the same 
sample, some might argue that the single finding 
of a significant difference between groups could 
be in part due to the fact that multiple com- 
parisons were made. Such a criticism would be 
particularly valid if the measurements taken in 
each brain were shown to be highly correlated. 
This did not seem to be the case here, as the 
correlation tables showed significant relation- 
ships in only 6 of the 72 comparisons. It there- 
fore seems safe to conclude that each structural 
measurement was reasonably independent of 
the other measurements in a given specimen. 

Ventricular dilatation secondary to obstruc- 
tive hydrocephalus could conceivably lead to 
thinning of the corpus callosum. Such a cause 
for the difference observed in this study is 
unlikely, as each autopsy report specifically 
mentioned that there was no visible ventricular 
enlargement. Thinning of the corpus callosum 
in the control group secondary to ageing is also 
an unlikely explanation of the difference, as the 
control group were somewhat (though not 
significantly) younger than the schizophrenic 
sample. 

Although we are not aware of any evidence 
suggesting it, we cannot rule out the possibility 
that the finding reported here is a consequence 
of long-term phenothiazine administration and/ 
or chronic institutionalization. This possibility 
must be kept in mind in this or any other 
investigation involving a retrospective study of 
chronic schizophrenic illness. 

If this observation of increased corpus 
callosum width in chronic ‘bad prognosis’ un- 
remitting schizophrenia can be confirmed, it 
will raise a number of possibilities. The corpus 
callosum is the great band of white matter 
connecting the two cerebral hemispheres. 
Geschwind (1965) reviewed the literature and 
clinical findings in patients who had had surgical 
section of the corpus callosum for seizure dis- 
orders, and confirmed the existence of various 
subtle alterations in perception and integration 
of function in these patients. However, all these 
changes required careful observation and special 
testing to elicit. Most authors have been im- 
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pressed with the lack of major findings after 
section of such a massive intracranial structure 
(Sperry, et al., 1969). 

In contrast to the subtle findings that are 
consequent to surgical section of the corpus 
callosum, neoplasm in this structure is charac- 
terized by ‘mental and emotional deterioration’ 
(Elliott, 1969). Also, in Marchiafava’s disease 
mental and emotional disorders often indistin- 
guishable from schizophrenia are the presenting 
symptoms. This latter illness is characterized by, 
but not limited to, a focal degeneration of the 
corpus callosum. It is not possible to say whether 
the psychiatric symptoms seen in tumours or 
degeneration involving the corpus callosum are 
directly related to altered function of that 
structure, or whether such symptoms are a 
reflection of damage to other C.N.S. structures. 
In any case, the contrast between the apparent 
minor sequelae of surgical interruption as 
opposed to the psychiatric syndromes found in 
disease of the corpus callosum remains striking. 

At this time we cannot, of course, conclude 
that this finding of an increased size of the 
corpus callosum has any functional significance 
for understanding either the cause or conse- 
quences of schizophrenia. Any such hypothesis 
should more properly await independent veri- 
fication of the finding and further study of 
possible variables involved. 


SUMMARY 

The brain specimens of ten chronic schizo- 
phrenic and ten control patients were measured 
in regard to the volume of the thalamus, 
lenticular nucleus, hippocampus, temporal lobe, 
and total cortex. In addition, the brain weight, 
average corpus callosum width, average cingu- 
late gyrus height, and average cortical mantle 
width were obtained on each specimen. Of all 
of these parameters only the average corpus 
callosum width stood out as being significantly 
different between the schizophrenic and control 
specimens (p < 0-001), this measurement being 
larger in the schizophrenic sample. 
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failed to alleviate his condition 
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you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.’ 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients.? 











The majority of depressive and manic-depressive patients experience 
> anincrease in frequency and intensity of relapse with 

advancing age. After three or more episodes patients treated by 
conventional methods can expect to spend nearly half their 

lives incapacitated by their iliness.2 The risk of suicide also increases 
_ and more than 15 per cent. will kill themselves. There is clear 

evidence that PRIADEL significantly controls the course of 
recurrent depressive and manic-depressive illness 
-the underlying disorder in nearly half of all suicides., 









i PRIADEL tablets contain 400 mg. LixCOs B.P. ina 
controlled release formulation ; a single daily dose of up 
to 4 tablets provides effective prophylaxis in manic-depression. 


Active supervision of serum levels to ensure values in the 
range 0,6 ~ 1.5 mEq/L is essential initially ; less frequent estimations 
Should be performed during long term treatment.? 


A guide giving full details of the treatment method recommended is available from: 
Delandale Laboratories Limited, 
37, Old Dover Road, 
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A Clinical Method for Testing 


Abnormal in vitro Haemolysis 


from Catecholamine Metabolites in Schizophrenia 


By ZOLTAN L. HEGEDUS, MARK D. 


INTRODUCTION 


Earlier work from this laboratory showed 
that rheomelanins (blood soluble melanins) 
form in normal and schizophrenic blood 
incubated with the catecholamines, with I-dopa, 
with adrenochrome and with adrenolutin- 
monohydrate (Hegedus and Altschule (1—4)). 
This work also showed that the erythrocytes of 
many patients with a diagnosis of chronic 
schizophrenia are abnormally susceptible to the 
haemolytic effects of the rheomelanins or their 
precursors, formed in their bloods during in- 
cubation with most of these chemicals (Hegedus 
and Altschule (2, 4)). Erythrocytes of the 
chronic patients showed especially marked 
haemolysis during incubation of their oxalated 
blood with adrenochrome, with adrenolutin- 
monohydrate and with dopamine. A test for 
routine use was developed on the basis of this 
phenomenon, and is reported in this paper. 
The conditions of this routine test were deter- 
mined as regards quantity of chemicals, time 
and temperature of incubation, and rate of 
shaking during incubation so as to give maxi- 
mum differences between normal and schizo- 
phrenic bloods. 


MATERIALS AND METHODS 


Adrenochrome,* adrenolutin-monohydrate* 
and dopamine are commercially available. The 
purity of adrenochrome ара adrenolutin- 
monohydrate was confirmed by infrared and 
nuclear magnetic resonance spectroscopy and 
by elemental analysis. These compounds are 
stable in crystalline form for several years if 
kept in the refrigerator. Haemolysis in both 


* These chemicals are now available from K & K 
Laboratories, Inc., 121 Express Street, Plainview, New 
York 11803, U.S.A. 


ALTSCHULE and ULLHAS NAYAK 


normal and schizophrenic blood was greater 
with larger amounts of chemicals, with longer 
incubation times, with higher temperatures of ` 
incubation and with faster rates of shaking. 

The first samples were taken from ten healthy 
men and from ten chronic schizophrenic men, 
who were chronically hospitalized. From each 
person 20 ml. of venous blood was collected in 
two 10 ml. sterile test tubes each containing 25 
mg. potassium oxalate,t and the tubes were 
gently inverted ten times. The blood from these 
two tubes was combined in a 50 ml. sterile 
Erlenmeyer flask, plugged tightly with a 
sterile rubber stopper, and swirled gently 30 
times; the flask was placed in a water bath at 
38 °C. for ten minutes. 

2 mg. adrenochrome, 3 mg. adrenolutin- 
monohydrate and 4 mg. dopamine were 
weighed in three different sterile 50 ml. 
Erlenmeyer flasks and were preheated to 38 °C. 
The blood in the reservoir was swirled again 
gently ten times to make it uniform and imme- 
diately thereafter 5 ml. were pipetted into each 
Erlenmeyer flask with a sterile pipette and 
swirled again ten times with the chemical. 
The remaining 5 ml. blood was handled the 
same way but without the chemical; it was 
used as the reference for the ultraviolet and 
visible spectroscopic measurements. All samples 
and the reference were incubated at 38 + 
oʻr °C. in a Dubnoff covered water-bath 
shaker. incubator which had a displacement of 
1*5 inches per stroke and was set at a frequency 
of 86 cycles per minute. The bottom inch of 
each flask was covered with the water. 

After 24 hours incubation the samples and the 
reference were removed from the waterbath; 
each was gently swirled again ten times to make 


t These tubes are sold by Beckton, Dickinson and Co., 
Columbus, Nebraska. 
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it uniform and immediately thereafter 3 ml. 
blood were taken from each flask and centri- 
fuged at approximately 2,800 r.p.m. for 20 
minutes. The plasmas were separated and 
diluted with 29 volumes of distilled water. The 
ultraviolet and visible spectra were recorded 
with a Cary 14 spectrophotometer using circular 
quartz curvettes of 1 mm. pathlength. The 
absorbance values of the peaks at circa 280 and 
400 my were noted. This method hereafter will 
be referred to as the Hegedus method. 

This procedure was later also applied to 
testing female normal and chronic schizo- 
phrenic blood, and comparable results were 
found, One of the female patients was chronic- 
ally hospitalized, the other nine female patients 
although chronically ill had been hospitalized 
only for a few weeks or months at the time of 
the study. 

All the patients were healthy, as exemplified 
by normal physical examination, normal X-ray 
findings, and normal haematologic examinations. 
Red blood cell enzyme measurements were 
made in a few cases; they were all normal. 
Reticulocytosis has never been found in un- 
complicated schizophrenia. All the patients 
were in a good nutritional state as determined 
by history and physical findings. 


RESULTS 

The peak at circa 400 my is characteristic of 
hemes and porphyrins; the rheomelanins also 
cause a little general absorption at this wave 
length. However the greatest part of the 400 mu 
peak is caused by the products of haemolysis. 
The peak at circa 280 mp is due to the rheo- 
melanins formed from the added chemicals and 
to the products of haemolysis (Hegedus and 
Altschule (1—4)). 

Most male patients gave higher than normal 
absorbance values of the peaks around 280 and 
400 mp with all three chemicals. Likewise 
many female patients gave abnormal values for 
these absorbances when the bloods were in- 
cubated with adrenochrome and adrenolutin- 
monohydrate. However with dopamine there 
were no differences (Figs. 1 and 2). 

The absorbance value at circa 280 mp was 
plotted against the absorbance value at circa 
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Ето. 1.—Absorbance values circa 280 my, obtained with 
bloods from male and female subjects. The absorbances 
are plotted in original concentrations. 
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Fia. 2.—Absorbance values circa 400 mp, obtained with 
bloods from male and fernale subjects. The absorbances 
are plotted in original concentrations. 


400 ши of the same sample with each chemical 
(Figs. 3, 4 and 5). The differences can be seen 
clearly. In general the more severe the illness 
as judged by the psychiatrist, the further away 
were the values from the normals. 

Some of the patients were receiving pheno- 
thiazines at the time of the test, and some were 
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Fic. 3.—Findings in plasma of patients’ oxalated blood 
incubated with adrenochrome (open circles). The con- 
centration was 2 mg. per 5 ml. Black dots represent 
findings in plasma from oxalated normal blood treated the 
same way. The absorbances are plotted in original 

concentrations. 
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Fic. 4.—Same as Fig. 3 except that adrenolutin- 

monohydrate was used in 3 mg. per 5 ml. concentration. 
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Fis. 5.—Same as Fig. 3 except that dopamine was used in 
4 mg. per 5 ml. concentration. 


receiving no drugs at all. It appeared that with 
phenothiazines the values were somewhat 
closer to normal range. 

With adrenochrome and adrenolutin- mono- 
hydrate the absorbance values at circa 280 my 
were similar for all normal male and female 
samples and the same was true for the absorb- 
ance values at circa 400 my (Figs. 1 and 2). 
The incubation of 4 mg. dopamine per 5 ml. 
of normal male and female (and sometimes 
patients) blood produced only approximately 
half as much absorbance at circa 280 and 400 
my as did 2 mg. adrenochrome or 3 mg. 
adrenolutin-monohydrate per 5 ml. of blood 
(Figs. 1 and 2). The reason for this difference is 
not known. 


Discusston 


The present work shows that adrenochrome, 
adrenolution-monohydrate and dopamine 
caused excessive haemolysis when incubated 
with whole blood of chronic male schizophrenics, 
The rheomelanins formed from them have free 
radical properties (Hegedus and Altschule 
(2, 6)) which can cause haemolysis. The amount 
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of chemical plays a major role because with 
concentrations of т mg. adrenochrome or 
adrenolutin-monohydrate per 5 ml. blood in the 
test described here there were practically no 
differences from the normal. Since the haemolysis 
is evidently dose-sensitive it appears that there 
is a chemical mechanism that protects the 
normal red cells better than the patients’ red 
cells against the haemolytic effects during 
rheomelanin formation. 

The time of incubation is important because 
the differences increase with longer incubation; 
moreover there is a minimum time required 
to show differences in haemolysis. The tempera- 
ture of incubation is another important factor; 
38 °C. proved to be optimal. Above this even 
normal blood haemolyses too much to permit a 
good separation after centrifugation. 

The female subjects’ blood incubated with 
adrenochrome or adrenolutin-monohydrate gave 
results similar to the male subjects. However, 
during rheomelanin formation from 4 mg. 
dopamine in 5 ml. blood no differences were 
obtained between female normals and patients 
(Figs. 1, 2 and 5). 

As the test was performed in the present 
studies, adrenolutin-monohydrate consistently 
gave the greatest differences between the 
normal and psychotic subjects. Accordingly, if 
this procedure is used in a routine fashion it 
probably should be used with adrenolutin- 
monohydrate. 

As described in the results, the incubation 
with dopamine produced much smaller absorb- 
ance values than did the two other chemicals. 
It is possible that some of the dopamine is 
prevented in some way from rheomelanin 
formation as, for example, through being acted 
upon by monoamine oxidase. Tryding et al. (5) 
showed that the monoamine-oxidase present in 
human blood acts upon dopamine but not on 
epinephrine or norepinephrine. 

This work is the first demonstration that a 
tissue in schizophrenic patients is abnormally 
sensitive to the effects of some catecholamine 
derivatives. At present, there is no information 
about the susceptibility of the brain. 


SUMMARY 
Incubation of oxalated venous bloods from 
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ten normal and ten chronic schizophrenic men 
at 38°C. for 24 hours in a shaker-waterbath 
with adrenochrome 2 mg., adrenolutin-mono- 
hydrate 3 mg. and dopamine 4 mg. per 5 ml. 
blood revealed marked differences in absorbance 
values of the peaks at circa 280 and 400 mp in 
the separated supernatants as measured by 
differential ultraviolet and visible spectroscopy. 
This was due to excessive haemolysis of the 
chronic schizophrenic blood. Similar results 
were obtained with female subjects as regards 
adrenochrome and adrenolutin-monohydrate 
under the same conditions; however, dopamine 
failed to give differences. As the test was 
performed ^ adrenolutin-monohydrate con- 
sistently gave the greatest differences between 
the normal and psychotic subjects. 

This method is suggested as a routine labora- 
tory test to evaluate one aspect of the schizo- 
phrenic syndrome and it probably should be 
made with adrenolutin-monohydrate. 
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The Therapeutic Effect of Lithium Carbonate on a Patient 
with a Forty-Eight Hour Periodic Psychosis 


By S. M. HANNA, F. A. JENNER, I. B. PEARSON, GWYNETH A. SAMPSON and 
ELIZABETH A. THOMPSON 


INTRODUGTION 

In a series of previous papers fairly detailed 
studies of an individual patient with a precisely 
timed forty-eight hour periodic psychosis have 
been presented. Jenner (1963), and Jenner, 
Gjessing, Cox, Davis-Jones, Hullin and Hanna 
(1967) have presented the clinical findings. 
Essentially, for thirteen years the patient regu- 
larly suffered from one day of depression alter- 
nating with one day of hypomania. The 
change of state occurred during sleep, usually 
between 02.00 and 03.00 hours. There were 
only eight major defects of the cycle in ten 
years. The timing of the cycle was however 
influenced by the environment; this was 
confirmed when the patient lived in an artificial 
environment in which a day and night totalled 
twenty-two hours instead of twenty-four. The 
psychotic cycle then became one of forty-four 
hours rather than forty-eight (Jenner, Goodwin, 
Sheridan, Tauber and Lobban (1968)). 

The waking EEG showed a change in the 
frequency and height of the a rhythm which 
correlated with the mood (Harding, Jeavons, 
Jenner, Drummond, Sheridan and Howells 
(1966)). The sleeping EEG and a large number 
of other physiological variables also changed 
predictably and will be published in due course. 

'The patient presents a good opportunity to 
study the effect of therapeutic agents. This 
paper deals with his response to lithium carbo- 
nate. Hence this study complements the double 
blind controlled trials of the action of lithium 
salts conducted by, among others, Baastrup, 
Poulsen, Schou, Thomsen and Amdisen (1970), 
and by Coppen, Moguera, Bailey, Burns, Swani, 
Hare, Gardner and Maggs (1971). 


METHODS 

The patient has been described in detail in parti- 
cular by Jenner et al. (1967), who also described the 
mood rating and laboratory tests used. The studies, 
unless stated otherwise, were always under conditions 
ofa metabolic ward, but the diets were ordinary foods 
weighed and with contents assessed from the tables of 
McCance and Widdowson (1960). A precise dietary 
regime of the same foods recurred every three 
days. 

Lithium was estimated by atomic absorption 
spectroscopy. The unstimulated salivation rate was 
studied using Lashley (1916) cups on the right 
parotid duct and for periods of 15, 20 or 30 minutes 
(see Jenner et al., 1967). The results however have 
always been presented as ml./20 min. Sweating rate 
was estimated using 10°16 cm. (4 in.) square poly- 
thene backed filter paper (Benchkote, Whatman's). 
The area of the back to be studied (the same area on 
each occasion) was washed with distilled water and 
dried. The filter paper was then applied to the skin 
and kept in place under a piece of polythene kept in 
position by a non-porous adhesive tape (Sleek) round 
its perimeter. 

The increase of weight of the filter paper over a 
fixed period was taken as the 'sweating rate'; at 
night eight-hour periods were studied, during the 
day four-hour periods. The results are plotted as 
grams per four hours. This method was used in 1970. 
Earlier studies used smaller pieces of ordinary filter 
paper, i.c. non-backed filter paper. The results in 
each case are however expressed as those which 
might have been expected had the larger pieces of 
paper been used and if there had been a direct 
proportional relationship. This is simply to facilitate 
comparison and presentation. 

The protein-bound iodine was estimated using the 
standard Technicon autoanalyser technique, tri- 
iodothyronine resin uptake was assessed using Abbott 
Laboratories 1775 T, resin kit. The radio-iodine uptake 
studies by the thyroid gland were performed by the 
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method of Goodwin, Macgregor, Miller and Wayne 
(1951). 


RESULTS 


Fig. 1 shows the patient’s mood chart from 
g January 1967 until 7 March 1967. During this 
period the patient received no medication. 
In order to present the extensive data available 
in a reasonable space the graph is a horizontally 
contracted version of similar data in Jenner et al. 
(1967). T'hough mood was recorded four-hourly 
the points are each average values from two 
consecutive ratings. From 9.1.67-9.2.67 the 
patient received a controlled diet containing 
approximately 4:5 g. of sodium chloride per 
day. From 10.2.67~9.3.67 he received a diet 
containing approximately 16:5 g. sodium 
chloride per day. While taking the high salt 
diet there is a tendency for the mood changes 
to be grosser and there are less frequent defects 
in the pattern. This is consistent with our 
previous clinical impression that a high sodium 
chloride intake made this and some other 
patients with manic depressive iliness more 
severely disturbed. 

The studies on the effects of sodium, though 
not conclusive, do nevertheless serve as a clear 
control period against which the results of 
lithium therapy can be assessed. 

Fig. 2 is a continuation of Fig. 1 and covers 
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the period of 13 March 1967 to 15 May 1967. 
During this period the patient received lithium 
carbonate in the doses indicated on the graph. 
The diet was less well controlled, but his average 
sodium chloride intake was approximately 
16: 5g/24 h. 

It can be seen that the mood changes were 
quite different when the patient received 
lithium carbonate at 500 mg. three times a 
day, and in particular manic episodes were less 
frequent. Such an improvement had not been 
previously achieved despite treatment with 
many drugs over many years. Although a 
response to lithium was clear, the dose necessary 
was less certain. 

However, when the patient received 250 mg. 
lithium carbonate three times a day the old 
mood pattern re-emerged in an attenuated 
but very discernible manner. 

Fig. 3 gives the mood from some periods 
studied from June 1967 until 2 September 1967. 
This time the dose of lithium carbonate was 
kept constant at 250 mg. thrice daily but the 
sodium chloride of the diet was changed. 

During the period of 1.6.67~-16.6.67 the 
patient received 4:5 g. sodium chloride daily 
and his mean serum lithium was 0-86 m.equiv./l. 
+ 0-04 standard deviation (N = 4). From 
28.6.67—19.7.67 and from 15.8.67-~2.9.67 he 
received the same dose of lithium but 16:5 g. 
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Fic. 1.—The patient's mood chart before treatment, during period A when he 
received a low sodium chloride intake (4°5 g./24 h.), and B when he received a 
high sodium chloride intake (16- 5gJ24 h.). 
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Fic. 2.—The mood chart (upper curve) of the patient and the dose of lithium 
carbonate taken per day in the lower tracing. The higher the dose the more 


normal the mood tends to be. 
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Fic. 3.—The patients’ mood chart is shown for three periods, A when he received. 
a low sodium chloride intake 4:5 g./24 h., B and C when he received 16-5 g.[24 h. 
of sodium chloride. Throughout the whole period he received 250 mg. of lithium 


carbonate three times a day. The patient seems to be made worse by a high 


sodium chloride intake. 


of sodium chloride daily; the mean plasma 

lithium was 0:74 m.equiv./l. + о-о9 standard 

deviation (N = 13). The difference is statistic- 

ally significant, р < 0-01 (Student's t). Hence 

as there was no obvious trend in the serum 

lithium within any of these periods it seems that 
2 


- 


high sodium chloride intake reduced the 
plasma lithium. During the first sixteen days of 
the period while the patient received a low 
sodium chloride intake of 4:5 g. per day, he 
remained comparatively well. From the 22nd 
day until the 42nd day he was given 16:5 g. of 
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sodium and then began to relapse. It had been 
agreed then that the patient should have three 
weeks’ holiday with his wife, during which he 
received lithium carbonate 500 mg. twice daily 
with normal diet. His wife reported that he had 
been ‘well’. On returning to the Clinic he 
remained well though he was again given 16:5 g. 
of sodium chloride a day and 250 mg. lithium 
carbonate three times a day. After eight days, 
as might now have been predicted he relapsed, 
see Fig. 3. It seemed that we now knew how to 
make the patient ill or fit enough to return to 
work and home. Despite many unanswered 
scientific questions further controlled studies 
could not be justified. A job was found and he 
was discharged. 

From September 1967 until the summer of 
1970 the patient remained well and was able to 
work regularly. He was seen almost monthly at 
an out-patient clinic but then began to develop 
various somatic complaints and there was a 
suggestion that his mood swing was recurring. 
In particular he often seemed very flat and 
apathetic. He was re-admitted from 5.5.70 to 
15.5.70 for re-assessment in a general psychiatric 
ward. At this stage his mood was normal but 
clinical hypothyroidism was detected. Further 
studies were made as an out-patient, until his 
admission to the Metabolic Unit from g Septem- 
ber until 23 December 1970. His diet was again 
rigidly controlled and his treatment with lithium 
carbonate 500 mg. twice daily was continued 
until an initial assessment had been completed. 
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From 18 September until 7 December lithium 
carbonate was replaced by placebo tablets. 
Within two weeks he was again ill. The patient's 
wife spontaneously reported that he was just 
like he had been before the treatment. As can 
be seen in Fig. 4, this period was one in which 
his previous pattern of behaviour became 
increasingly obvious; amplitude and regularity 
of mood swing increased directly with time off 
lithium. When treatment with lithium carbonate 
was restarted the patient gradually became well 
although there was an initial period of marked 
depression. 

The clinical diagnosis of hypothyroidism was 
confirmed, while the patient was still receiving 
lithium, by thyroid radioiodine uptake studies; 
the 24-hour radioiodine uptake was 12 per cent, 
the 48 hour uptake was 23:8 per cent, the 48 
hour PBP* was 0:027 per cent/l., and the T 
index was 2-2. The thyroid gland was not 
palpable, and thyroglobulin antibodies were 
absent. 

Estimations of protein-bound iodine and tri- 
iodothyronine (T,) resin tests were made, and 
repeated serially, during the periods of lithium 
administration and placebo treatment as well as 
after the return to lithium treatment. The 
relevant data are shown in Fig. 5. When placebo 
tablets were substituted for lithium carbonate, 
it can be seen that the PBI and T, uptake values 
showed a progressive return to more usual levels. 
When lithium treatment was resumed this trend 
was reversed. These changes in thyroid para- 
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Fio. 4.—The patient's mood chart in 1970 on lithium, plus the end of the period when he 
was given a placebo and then when he returned to lithium therapy. 
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BY S. M. HANNA, F. A. JENNER, I. B, PEARSON, G. A. SAMPSON AND E. A. THOMPSON 


meters were accompanied by appropriate altera- 
tions in the clinical findings; in particular com- 
plaints by the patient of dryness of skin and of 
deafness were a good index of his hypothyroid 
state. 

These details provide evidence that lithium 
carbonate had reversibly depressed thyroid 
function. The thyroid deficit produced by 
lithium carbonate was subsequently corrected 
by giving thyroxine. 

The patient returned to work receiving lithium 
carbonate and thyroxine and he has remained 
well except for one further relapse. He was to be 
maintained on 500 mg. lithium carbonate twice 
daily, but inadvertently due to a change in the 
source of the lithium carbonate from the end of 
April 1971 until 22 May 1971, the patient only 
received 250 mg. twice daily, and this was 
unknown to the authors. On 15.5.71 he appeared 
at a follow-up clinic to be normal, but it was 
noted that his electroencephalogram was show- 
ing a much reduced lithium effect (see Fig. 6). 
At the end of the following week his wife phoned 
to say that he was unwell again. He had daily 
alternating mood swings, involving fighting at 
work and excess drinking on the way home as 
well as days of great tiredness and apathy. When 
seen on two consecutive subsequent days we 
confirmed this relapse. The value of the serum 
lithium was then also to hand (from 15.5.71) 
and it had been almost half the desired leve]. 
For the previous three months the mean had 
been 1:3 m.equiv./l. + 0:2 standard deviation 
(N = 5). The mean on the three days studied 
while he continued to receive the low dose was 
0:54 m.equiv./l. + 0-08 (N = 3). Since that 
time on the correct treatment the mean serum 
value has been 1-25 m.equiv./l. + 0:3 (N = 4). 
When the dose of lithium was doubled to 500 
mg. twice daily again the patient recovered, and 
was maintained at work with careful explana- 
tion of his descent from grace to the powers that 
be. The patient has remained well, and worked 
daily without difficulties now, for a further six 
months. 

So, except for admissions for medical reasons 
or inadequate therapy, this man, unemployed 
and unemployable for eighteen years, has 
worked regularly and satisfactorily for four 
. years while receiving lithium carbonate. For 
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eighteen years his home life and marriage were 
impossible, for four they appear to have been 
normal, but clearly an underlying process 
which can make him ill continues. 

The studies of the rate of salivation, sweating, 
and urine output were among the most valuable 
simple physiological concomitants which almost 
always correlated with mood in this patient 
when the changes were gross. Fig. 7 shows the 
results obtained from various periods when it 
was possible to study tbese variables. The first 
ten days shown come from a very long set of 
data in 1965, the other graphs were from the 
limited observations actually recorded. 

They are presented because of their import- 
ance as objective results confirming the clinical 
assessments. It will be noted that when the 
alternate day mood swings occur these para- 
meters alter with them. The patterns during 
remissions are different. 


Discussion 


Jenner (1968) has attempted a review of the 
complex literature on periodic psychoses and 
emphasized the very old suggestion that how- 
ever rare the peculiarly predictably recurrent 
psychotic disorders are, they can nevertheless 
produce results of unusual significance. This 
study does this in relation to the treatment of 
manic depressive disorders with lithium carbo- 
nate. It shows that lithium is effective and that 
the response is dose-dependent and probably 
affected by diet, in particular by sodium chloride 
in the diet. 

There is, from the results, some reason to 
suspect that sodium ions play a special role in the 
illness. However the evidence presented is 
limited in this respect. Clearly the reduced 
serum lithium during the intake of a high 
sodium diet makes it clear that a number of 
interpretations of the mode of interaction 
between sodium and lithium are possible. The 
significance of the sodium studies is also limited 
by the fact that this patient disliked high sodium 
chloride intake. He tended to develop a sore 
and dry tongue and there is no doubt that 
adversity tended to increase the amplitude of his 
mood changes, see Jenner (1964). 

Further, however significant for this indi- 
vidual, the results of this study may be of limited 
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Fic. 7.—Four ten-day periods of study are presented. The first is from 1965 at the height of the patient's illness when he 
had received no effective treatment and his urine volume, salivation rate and sweating rate correlated strikingly with 
his mood changes. The second period is from 1967. The patient has been successfully treated with lithium carbonate 
500 mg. twice daily and now shows insignificant mood changes and no alternate day pattern in urine volume nor 
sweating, nor salivation. The third period shows the variables measured when the patient received a placebo in 1970 
when he had become hypothyroid and though the changes are not as gross the re-emergence of alterations like those 
of the first period can be detected. The fourth period demonstrates that when the patient again received lithium carbonate 
500 mg. twice daily in 1970 the pattern of urine output, sweating and salivation as far as they have been studied are, 


like the mood, clearly affected. 


application to other manic depressives. The 
results already published by Baastrup et al. 
(1970) and Coppen et al. (1971) suggest other- 
wise. However, our own clinical experience 
(limiting our treatment to clear-cut bipolar 
manic depressive patients) does not make us 
feel that simple administration of lithium 
carbonate will soon prove an important panacea. 
On the contrary, the large number of patients 
who remain clearly manic-depressive during 
maintenance of high serum lithium levels makes 
us emphasize the need to try to discern some 
relevant nosological features or differences in 
the individual’s chemical response to treatment. 
The importance of this study is that it does 
make such an attempt more obviously worth- 
while, for in this patient the efficacy of the 
lithium carbonate is now beyond reasonable 
doubt. There must therefore be some cerebral 
process directly or indirectly influenced by 
lithium ions which is relevant to at least some 
affective psychoses. 


This study however, also clearly shows a side 
effect of lithium carbonate on thyroid function, 
ig fact another effect of lithium which is not 
completely understood. The difficulties are 
compounded by the undefined relationship 
between thyroid dysfunction and affective ill- 
ness. Nevertheless evidence that lithium does 
affect thyroid function is accumulating, and 
these actions have been reviewed by Shopsin 
(1970). 

Goitre production as a toxic effect of lithium 
treatment was reported by Schou, Amdisen, 
Jensen, and Olsen (1968). Their patients were 
clinically euthyroid though evidence of disturb- 
ances of thyroid function was found by labora- 
tory investigations. Fieve and Platman (1968) 
reported similar findings due to lithium treat- 
ment, but later found a similar incidence of 
goitre in manic-depressive patients treated with 
imipramine (1969). Hypothyroidism, appa- 
rently due to lithium treatment, has also been 
discussed in other isolated cases (Shopsin, 1969). 
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Our finding that protein-bound iodine values 
were reduced by lithium although still within 
the range usually accepted as normal, is in 
keeping with previous reports by Sedvall, 
Jonsson, Pettersson, and Levin (1968) and 
Cooper and Simpson (1969). Schou et al. (1968) 
also noted this effect, but did not find significant 
alteration of the triiodothyronine resin test, but 
in our patient changes clearly occurred. 

We were not able to repeat "I uptake studies 
during the placebo period, but previous reports 
indicate that lithium causes an elevation of "I 
uptake by the thyroid (Sedvall et al., 1968; 
Schou et al., 1968; and Cooper and Simpson, 
1969). This conflicts with our initial uptake value. 

In our patient both clinical signs of hypothy- 
roidism and laboratory findings showed a 
reversibility which was related temporally to 
giving or withholding lithium treatment. The 
reversal of the hypothyroid state appears to be 
similar to the remission of goitre which occurred 
when lithium was discontinued in Schou's 
patients. The reversibility of the thyroid changes 
in this way is consistent with these changes 
being lithium-dependent. However, we are 
unable to explain why a hypothyroid state 
should arise after three years continuous lithium 
treatment. Like Schou et al., we conclude that 
although lithium contributes to the production 
of thyroid changes it seems likely that other 
factors also play a part. 


SUMMARY - 


'The almost complete therapeutic response of 
a patient with a forty-eight hour manic de- 
pressive illness to 500 mg. of lithium carbonate 
twice daily is presented. The response is dose- 
dependent and seems to be reduced by increased 
dietary sodium. After three years successful 
therapy the affective illness still returned with 
placebo administration. Continuous lithium 
treatment for the three years also caused a 
reversible depression of thyroid function, which 
treated with thyroxine. 
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Social Imitation - A Neglected Factor in Psychotherapy ? 


By MARTIN H. DAVIES 


The treatment of neurotic emotional responses 
and behaviour patterns has probably generated 
more controversies and fewer verifiable observa- 
tions than any other aspect of psychiatric 
practice. Tentative hypotheses have been all too 
quick to take root, expanding into comprehen- 
sive theoretical systems, and often obscuring the 
growth of objective information. Lately, how- 
ever, & more cautious and empirical attitude 
appears to be gaining ground. For example, 
Marks (1971) has pointed out that workers in 
this field increasingly recognize the presence of 
factors influencing outcome which are not 
explained or even contradicted by those con- 
cepts and strategies which underlie the tech- 
niques employed. Psychotherapists of both 
behaviourist and psychodynamic persuasions 
are beginning to express an awareness of the 
limitations and dangers of a too rigid theoretical 
approach. Such a movement towards un- 
committed empiricism seems a healthy trend. 
This may be furthered by the more careful 
examination of specific treatment regimes 
applied to a variety of diagnostically homo- 
geneous groups of patients, an approach which 
is clearly preferable to sterile arguments about 
their relative overall effectiveness in the usual 
heterogeneous collections of neurotic patients 
with which the literature abounds. In the 
recently published Handbook of Psychotherapy and 
Behavior Change (1971), the editors comment on 
the frequency with which their contributors 
criticize the lack of replicated studies and the 
common failure to describe in adequate detail 
the specific features of patient, method and 
therapist. From whatever aspect it is viewed, 
psychotherapy emerges as a complex personal 
interaction containing many components, all 
difficult to quantify and unlikely to combine 
their effects in an easily predictable way. 

Another current trend is towards treatment 
programmes in which the subject himself plays 
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a more active part in modifying his behaviour. 
Psychodynamic theories have favoured a situa- 
tion in which verbalization and insight are 
encouraged, with the implication that changes 
of behaviour and attitude will eventually follow. 
In practice it appears that the successful 
therapist may be subtly rewarding the patient 
whenever he displays desirable responses, espe- 
cially those which imitate his own behaviour 
and attitudes (Murray and Jacobson, 1971). 
Likewise, behaviour therapists seem to make 
simple and definite statements about the aims 
and method of treatment while their patients 
submit passively to a series of manoeuvres under 
the firm control of the operator. Yet in such 
complicated procedures as desensitization in 
imagination and the various operant condi- 
tioning techniques the importance of a high 
degree of positive participation by the subject is 
always implicitly acknowledged. 

The growth of methods of behaviour change 
including more personal involvement is reflected 
in the increasing popularity of activities de- 
scribed as ‘human relations training’. Such 
training is generally carried out in small groups 
which differ from therapeutic groups chiefly in 
their emphasis on improving the effectiveness of 
normal individuals in the organizational or 
natural group setting—in contradistinction to 
reducing emotional disturbance or restructuring 
the basic personality. The focus of attention is 
upon observed behaviour in the present and the 
aim is to discover the effects of trying out other 
alternatives rather than to increase insight or 
change motives. Such groups differ, on the other 
hand, from educational groups in their expressed 
intention to alter behaviour, as opposed to 
transmitting information. Gibb (1971) has 
reviewed the effects of human relations training, 
including creativity, growth, marathon, emer- 
gent, authenticity, programmed, microexperi- 
ence, sensitivity, inquiry and embedded groups. 
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Although they are still controversial, Gibb 
concludes that they do produce changes in 
sensitivity, feeling management, directionality 
of motivation, attitudes towards self and others 
and interdependence. Several of these methods 
include role playing and psychodramatic ele- 
ments which may contribute to their success. 

At the same time there has been a revival of 
interest in certain mechanisms of social learning 
which have tended to be underestimated within 
the narrower frameworks of the traditional 


schools of Sp n rin Miller and Dollard. 


(1941), considered imitation an important factor 
in social learning, and suggested that selectivity 
of imitated behaviour is achieved by reward, 
that is to say that it is a form of operant condi- 
tioned response. Mowrer (1950) thought this an 
inadequate explanation and proposed a two 
factor process by which the person imitated is 
first associated with a souce of pleasure (e.g. 
feeding, fondling, relief of anxiety) by classical 
conditioning and the imitation of the model 
subsequently serves to induce the same feelings. 
The exact relationship of imitative learning to 
the psychoanalytical concept of identification is 
unclear. Mowrer labelled the former 'develop- 
mental’ identification and the latter ‘defensive’ 
identification (whereby the child threatened 
with parental disapproval acquires a 'superego' 
and 1s able to reduce his anxiety to a tolerable 
level). However, the distinction between the 
two types of identification seems to depend upon 
the complexity and persistence of the imitated 
behaviour and not upon the means by which it 
is acquired. 

Despite the interest shown by these and other 
authors, social imitation has until quite 
recently not been given the attention it deserves. 
Bandura (1961) commented ten years ago on its 
neglect in accounting for alterations of behaviour 
in normal personality development and in 
psychotherapy. The same author (1969) has 
subsequently performed a number of experi- 
ments demonstrating the importance of this 
phenomenon in the growth of emotional and 
behavioural characteristics in normal children 
and in the modification of undesirable responses 
and attitudes. He has produced convincing 
evidence that the feelings and behaviour evoked 
by specific situations are largely influenced by 
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the previous observation of others in a similar 
situation. When emotional responses are learned 
in this way, the mechanism is termed *vicarious 
conditioning’. If overt behaviour is so acquired, 
the process is called *modelling'. "Many phobic 
behaviours, for example, arise not from actual 
injurious experiences with the phobic objects, 
but rather from witnessing others either respond 
fearfully towards or be hurt by certain things’. 
This view has been supported by the observation 
of young animals, and by Bandura’s finding that 
when modelling is combined with desensitization 
in the treatment of phobias better results are 
achieved than when desensitization is used 
alone. 

Bandura's experiments also lead him to 
emphasize two other features of social learning. 
One is the importance of discrimination. A wide 
range of behavioural and emotional responses 
may have been acquired but poorly integrated, 
so that useful modification is achieved by 
adjusting the type and intensity of the response 
to suit differing stimulus situations rather than 
by initiating new or obliterating old responses. 
Secondly, Bandura finds it necessary to postulate 
the existence of mediating variables which deter- 
mine the class of the stimulus pattern and type 
and intensity of the response. These variables 
include imagery, verbal concepts, internalized 
goals and self-rewarding systems. This brings 
his approach very much nearer to that of 
dynamic psychiatry and cognitive psychology 
than to the mainstream of behaviour therapy. 
In this model the simple learned responses are 
arranged in progressively more complex patterns 
and hierarchies which account for the differences 
of individual behaviour in a qualitative as well 
as a quantitative way. Having developed his 
theory to this point, differences between the 
stimulus-response model, on which it is based, 
and the cognitive model of personality become 
increasingly blurred. It is not surprising, there- 
fore, that proponents of the cognitive approach, 
notably Kelly (1955), have also suggested more 
active methods of restructuring personality, 
including role playing and modelling. It is 
likely that social imitation exerts a powerful 
influence in modifying not merely specific 
external behaviour but also the more com- 
plicated ideational characteristics of personality. 


BY MARTIN H. DAVIES 


The rest of this paper is devoted to a brief 
review of the better known methods of psycho- 
therapy in which social imitation is thought to 
be important. Their declared aim is sometimes 
to modify behaviour, sometimes to alter cogni- 
tive function. But this does not confine our 
consideration of their potential value to the 
concepts of their originators. 


PsyCHODRAMA 


Moreno established his psychodrama or 
‘Theatre of Spontaneity half a century ago 
(Yablonsky and Enneis, 1956). His choice of 
method was, one suspects, a product of his own 
temperament, combined with an intuitive 
recognition of the importance of social 
imitation. Although his ebullient style and 
philosophical digressions make it difficult to 
state his theories in terms of discrete hypotheses, 
the technique itself could well have been 
designed to produce a more flexible repertoire 
of behaviour by vicarious conditioning, 
modelling and improved discrimination of 
response patterns. Moreno’s central theme is 
‘spontaneity’ which he regards as a specific 
function of the psyche, manifest from infancy 
but often rendered defective by subsequent 
experience. Psychodrama is aimed at realizing 
the unfulfilled potential of the chief participant 
the ‘protagonist’, and indirectly of the audience, 
by encouraging him to act uninhibitedly and to 
display as wide a variety of responses to 
imagined situations as possible. Analysis of the 
content of the psychodrama and discussion by 
the audience are accorded less importance than 
the growth of ‘spontaneity’, and various 
techniques, including ‘mirroring’, ‘soliloquy’, 
and ‘role reversal’, are employed to enhance 
this. 

Despite its appeal as a direct attack on overt 
behaviour, psychodrama has remained some- 
thing of a minor and dubiously effective branch 
of psychotherapy, though it has been taken up 
with more enthusiasm by educators and social 
workers (Slawson, 1965). Polansky and Harkins 
(1969) suggest that this is accounted for by its 
lack of roots in a well developed general theory 
of personality, the amount of personal energy 
and inventiveness required of the therapist, and 
the incompatibility of its demands with the 
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character defences of many psychiatrists, who 
prefer to retain a degree of anonymity and to 
limit their confrontation with the patient to 
verbal exchanges. These writers discuss psycho- 
drama in a predominantly psychodynamic 
context, stressing its value as an adjunct to 
individual sessions, providing as it does an 
opportunity for affect discharge plus clarifica- 
tion (and indirectly modification) of behaviour 
by dealing with unintegrated internalized 
objects. Their intention is to alter attitudes by 
means of insight. This does not go as far as 
encouraging the patient to try out new styles of 
behaviour, and this may be its limitation in 
their hands. Though psychodrama has been 
shown in controlled studies to produce definite 
changes in specific attitudes deliberately re- 
hearsed, there is less evidence to suggest that 
general changes in attitudes will necessarily 
emerge without being directly sought. Bandura 
makes the point thus: “The efficacy of modelling 
approaches will be largely determined by what 
is being enacted. If change agents mainly 
encourage clients to perform their customary 
ineffectual forms of behaviour, to reconstruct 
past relationship experiences, and to revivify 
the emotional reactions engendered by their 
inadequacies, then these methods are unlikely 
to fare any better than interpretive interview 
approaches that similarly accentuate the 
negatives’. 


BEHAVIOUR REHEARSAL 

Behaviour therapists, including Wolpe (1969) 
and Lazarus (1966), have also used techniques 
which would seem to depend largely on social 
imitation. For example ‘behaviour rehearsal’ 
has been used to encourage timid inhibited 
individuals to deal more effectively with authori- 
tarian figures by practising the appropriate 
behaviour with their therapist acting the role 
of the feared individual and demonstrating by 
his responses the advantages of acts of self 
assertion. Here too Bandura has criticisms. His 
studies indicate that for newly acquired or better 
discriminated behaviour to be transposed into 
real life situations it may be necessary to use a 
series of models and partners in the rehearsals 
before a successful transfer is achieved. Other 
factors may have an unexpected but predictable 
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influence on results. For example, models who 
more closely resemble the subject in social class, 
age, sex, etc., or who are high in prestige, are 
more likely to elicit changes of behaviour. 
Rewarding the desired performances either 
materially or sometimes more effectively by 
comparing them with previously described or 
demonstrated criteria of success, is also often 
important. The programme must therefore be 
very flexible and the therapist alert to the 
specific features of the individual patient. 


Freep Rorg THERAPY 


This type of therapy is based on Kelly’s (1955) 
psychology of personal constructs, and is well 
described by Bonarius (1970) together with an 
illustrative case successfully treated. The pre- 
senting problem is analysed in terms of the 
patient’s personal constructs and he is required 
to play the part of an imaginary person whose 
regnant construct is completely different. A 
detailed description of the character to be 
acted is given to him and he rehearses it with the 
therapist. He is then asked to play it in real life, 
and reports back at intervals to replay events 
which have occurred in the intervening periods. 
This leads to a modification of the patient’s own 
constructs (as a result of the new experiences 
which he encounters in the acted role). Although 
fixed role therapy seems to have proved effective 
in a number of cases, it is likely that its results 
could be explained to their own satisfaction by 
the champions of behaviourism. Nevertheless, 
it is doubtful whether their own theories could 
have produced a method which relies explicitly 
on social imitation at so complex and integrated 
a level of personality function. 


CONOLUSIONS 


Assuming that an ideal form of psychotherapy 
should begin with an analytical descriptive 
phase followed by a systematic attempt to re- 
organize behaviour, role playing offers some 
advantages over interview techniques at both 
stages. When Mann (1956) reviewed the experi- 
ments designed to evaluate role playing over 
fifteen years ago, he felt that the method could 
be regarded as possessing some reliability and 
validity as an assessment procedure; but he 
expressed more doubt about the evidence for its 
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effectiveness as a method of producing per- 
sonality change. More recently evidence has 
been produced to suggest that the observation of 
patients’ behaviour in real life can be satis- 
factorily replaced by witnessing their role 
playing behaviour (Kreitler and Kreitler, 1968). 
There is also increasing evidence, particularly 
in normal subjects, that role rehearsal does 
produce attitude change even when the subject 
is not intentionally seeking it. Some studies of 
subjects rehearsing in dramatized form the 
arguments against cigarette smoking have 
demonstrated a reduction of cigarette con- 
sumption which has persisted at follow-up 
several years later (Mann and Janis, 1968). 
Bandura’s experience with phobic subjects, and 
the work of the behaviour therapists referred to 
earlier, tend to support this view. But it seems 
illogical to encourage the patient to make such 
specific efforts unless he is motivated to do so 
by a realistic awareness of the defects of his 
existing repertoire of behaviour. The use of 
repertory grid techniques might provide a check 
on the observations obtained from role playing 
and clarify the goals of treatment (Ryle and 
Lunghi, 1969). Videotape recording is another 
technique which might prove useful, allowing 
the patient to observe himself in action, to 
specify the type of changes to be sought, and to 
measure his success in achieving them (Goldfield 
et al., 1968). 

All this adds up to a set of procedures which 
are time-consuming and perhaps impracticable 
for routine use, One solution might be to apply 
them on a group basis, but since tailoring to 
individual requirements is important it might 
also be helpful to train professional ‘modellers’ 
who would not necessarily be psychiatrists but 
intelligent non-medical therapists working under 
their supervision. These workers could be drawn 
from several sources, for example, nursing, 
teaching, psychology and social work, and 
would be chosen on the basis of therapeutic 
personality characteristics rather than the extent 
of their formal training in any specific academic 
discipline (Truax and Mitchell, 1971). Among 
the characteristics sought, warmth of affect, 
flexibility of attitude and a well-developed but 
controlled histrionic ability seem important. 
The method could be extended to the preventive 
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field. Crisis intervention is one situation in which 
skilled modelling might aid the acquisition of 
new and valuable patterns of behaviour 
(Brandon, 1970). Even if these suggestions 
appear over-ambitious there are at least grounds 
for concluding that we are now moving towards 
an effective synthesis of methods of behaviour 
modification, and it is likely that social imitation 
is going to be an increasingly recognized 
component in this process. Psychiatrists, social 
workers and other helping agents will do well 
to recognize their influence, intentional or 
otherwise, on the role playing of their clients, 
and if possible learn to make deliberate use of it 
for their benefit. 


SUMMARY 

Recent ideas about psychotherapy seem to 
be in favour of more flexible and pragmatic 
approaches. One result of this could be a 
resurgence of interest in techniques based on 
‘social imitation’. Bandura has shown that 
‘vicarious conditioning’ and ‘modelling’ play an 
important part in normal and abnormal 
personality development. There is now sufficient 
evidence that role playing and behaviour 
rehearsal can add to the effectiveness of existing 
behaviourist and psychodynamic methods to just- 
ify their increased use in clinical work and other 
‘helping’ situations such as crisis intervention. 
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A Case of Movement Epilepsy with Agoraphobia Treated 
Successfully by Flooding 


By ROBIN PINTO 


INTRODUCTION 


Seizures induced by movement were first 
described by Gowers (1901), who considered 
them a variant of epilepsy. Several reports have 
appeared since then of attacks of choreo-athetoid 
movements precipitated by sudden movement 
(Lishman et al, 1962; Whitty et al, 1964; 
Stevens, 1966; Kertesz, 1967). The case de- 
scribed here is one of Lishman's e al’s original 
group (Case No. 5); along with the movement- 
induced seizures he had developed over the 
years an increasing agoraphobia which had 
grossly restricted his activities. This paper 
reports on the successful treatment of this 
agoraphobia by ‘flooding’ and the associ- 
ated amelioration of his movement-induced 
seizures. 


САБЕ REPORT 

Married, male, 31 years. No family history of 
epilepsy, but father had mild phobic illness. Head 
injury at age 7 (unconscious two hours). Three months 
later onset of seizures precipitated by sudden move- 
ments or startled responses. Attacks begin with a 
strange feeling in the fect, and progress to writhing 
dystonic movements which involve his trunk and 
limbs together with distortion of facial musculature. 
Frequency of attacks initially 6 to 7 per day, occa- 
sionally up to a peak of 50 a day, more recently about 
one a weck. Increased at times of stress. 

Fear of going out and having his attacks witnessed 
started without particular precipitant at about age 16. 
This increased intermittently and was particularly 
severe during 18 months before admission. He had 
been afraid to leave home without his wife, to cross 
roads, or to enter crowded shops or cinemas; he had 
been unemployed for 14 months. 

Many different regimes of anticonvulsant drugs 
had been attempted including phenytoin, without 
consistent benefit; no anticonvulsants had been given 
for the last five years. At time of admission he was on 
diazepam 10 mg. q.d.s. 
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INVESTIGATIONS AND TREATMENT 


, Routine blood and urine tests and X-rays of skull 
and chest showed nothing abnormal. EEGs awake, 
aslecp and taken during a seizure were normal. 

All medication, including the diazepam was 
stopped for ten days before the treatment began. 
The patient then listened to tape recorded ‘flooding 
themes’ which were changed for each session. Each 
theme consisted of a story describing the patient 
entering an intensely phobic situation and then 
developing a seizure with all the feared embarrass- 
ment. This was repeated until the fantasy ceased to 
evoke anxiety. Immediately after this a session in 
practice was carried out, which consisted of the 
patient going out into the situation that had just 
been fantasized. Altogether то fantasy sessions 
followed by practice were carried out in the space of 
three weeks, and involved such situations as crossing 
roads, entering shops and running during games. 


RESULTS 


At the time of discharge, the patient had no 
difficulty in travelling all over London or enter- 
ing shops under crowded conditions. There were 
no seizures after the start of treatment, and at 
the time of follow-up he had been seizure-free 
for 16 weeks; this compared very favourably 
with his previous maximum seizure-free period 
of 2 weeks. 

A ‘clinical phobia’ scale was obtained as by 
Watson et al. (1971) in their study of agora- 
phobics. Five phobic situations were rated on a 
9-point scale (0—8). An average of the scores 
before treatment was 7-6 and after treatment at 
the time of follow-up was 2. 

‘A change of heart rate score’, which measured 
the amount of increase in the patient's heart rate 
from imagining a neutral stimulus to a phobic 
situation, diminished from 22 beats/mt. to 9 
beats/mt. at the end of treatment. The mean 
heart rate at rest was 95 at the beginning of the 
treatment and 82 at the end of the treatment. 
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Discusston 


The nature of ‘movement epilepsy’ has been 
long debated. Lishman et al. (1962), and Stevens 
(1966), considered that it should be classified 
as a variety of reflex epilepsy on the basis of the 
paroxysmal nature of the attacks and the 
response to anti-convulsants in most cases. 
Kertesz (1967) points out the frequently normal 
EEG and prefers to regard it as a disorder in a 
category of its own with features of both 
convulsive disorders and the chronic dyskinesias. 

While flooding was instituted primarily to 
treat the patient’s agoraphobia, it was hoped 
that some improvement would be produced in 
the seizures as well, as it seemed that the 
frequency of the attacks was related to the 
degree of anxiety the patient was undergoing 
at the time. As a B.M.7. (1954) annotation 
" made out, it seems likely that most, if not all, 
epileptic attacks are finally precipitated by 
variations in the sensory input. Both of the 
indirect measures of arousal, the resting heart 
rate and the change in heart rate during phobic 
imagery, were considerably lower at the end of 
the treatment than before, and the latter at 
least is unlikely to have been a chance effect 
alone. It is also relevant that at the end of the 
two last sessions of flooding the patient was 
unable to produce an attack when persuaded 


to try his best to do so. This apparently marked 
effect of the reduction of the patients anxiety 
level on his seizures is of interest in the broader 
context of the relation between emotional 
disturbances and fit frequency in epileptic 
patients generally. 


SUMMARY 
A patient with movement-induced seizures 


who had developed agoraphobia was treated by 
flooding. The treatment was successful in 
dealing with the agoraphobia and a con- 
comitant improvement in the seizures was seen 
as well. The implications this might have for the 
evocation of attacks such as these are discussed. 
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Divorce Among Psychiatric Out-patients 


By ROBERT A. WOODRUFF, Jr., SAMUEL B. GUZE and PAULA J. CLAYTON* 


Though divorce is frequent among psychiatric 
patients, its relative frequency among persons 
with various psychiatric disorders remains un- 
clear. In addition, it is unclear to what extent 
family history variables, variables of the sexual 
history or marital history, or environmental 
deprivation are associated with divorce. 

Because alcoholism is clearly associated with 
social problems such as crime and traffic 
fatalities (Guze et al., 1969; Selzer, 1969), it is 
reasonable to predict an association with divorce 
as well. Drug dependence and sociopathy might 
be associated with divorce for similar reasons. 
Married homosexuals or other patients with 
pronounced sexual deviations might often be- 
come divorced. Even patients with primary 
affective disorder might have a high divorce 
rate. Some of the most troublesome complica- 
tions of affective disorder result from the im- 
paired social judgement which can accompany 
either mania or depression. 

It is not clear if any one of these syndromes is 
associated with divorce more significantly than 
others. On the other hand, divorce may be less a 
function of psychiatric diagnosis than of specific 
behaviours such as unfaithfulness, sexual in- 
difference, job difficulties, or even school 
truancy. 

A first step in evaluating such issues is an 
assessment of a random sample of psychiatric 
patients to determine what preliminary evidence 
there is for significant associations between 
divorce and specific diagnoses, as wellas between 
divorce and other variables such as those 
mentioned above. 


METHOD 


The subjects of this report come from a 
series of patients selected as representative of the 


* This work was supported in part by Public Health 
Service Grants MH 13002, 09247, 14635, 19972, 05804. 


Washington University Psychiatric Clinic popu- 
lation. These patients participated in a long- 
term clinical follow-up and family study. The 
research interview and the diagnostic criteria 
have been described elsewhere (Guze et al., 
1969; Woodruff et al., 1971). 


RESULTS 

The index sample comprised 500 patients, 
324 women and 176 men; of these 366 were 
white and 164 black. The mean age was 37 
years. The mean number of years of school 
completed was 10:3. The mean socio-economic 
index expressed in terms of the Otis-Dudley- 
Duncan scale which transforms all census 
classifiable occupations into a scale ranging from 
0 to 100 was 33 (Reiss, 1961). 

At the time of interview, 241 patients (48 per 
cent) were married, 50 (10 per cent) were 
divorced, 50 (10 per cent) were separated, 31 
{6 per cent) were widowed, and 128 (26 per 
cent) had never married, 

Of 372 patients who had ever married, 251 
had never been divorced. One hundred and 
twenty-one (33 per cent of the sample ever 
married) were divorced at the time of interview 
or had been divorced at least once in the past. 
This report compares diagnosis and other 
variables among patients ever divorced as 
opposed to those married but never divorced. 

When these two groups (married and never 
divorced; married and divorced at least once) 
were compared by age, sex, race, education, 
and occupation, no significant differences were 
found. 

Patients with and without divorce were com- 
pared according to the presence of the following 
family history variables: nervousness, admission 
to general hospital for alcoholism, admission to 
mental hospital, detention in prison or jail. 
None of these variables distinguished between 
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patients who had and those who had not been 
divorced. 

In similar fashion patients who had and those 
who had not been divorced were compared with 
regard to the presence of a history of various 
forms of environmental deprivation: mother or 
father neglectful of the family, parents separated, 
parents divorced, mother’s or father’s death, 
mother or father a heavy drinker, mother or 
father cruel, mother or father not a steady 
worker, mother or father away from the home 
because of physical illness, subject raised in a 
foster home, an orphan’s home, or by relatives 
or friends. Each of these variables was examined 
twice, once for the variable ever having occurred 
and once for the variable having occurred before 
the subject was aged 15. Two of these variables 
were found to be associated with the subject 
having been divorced. First, among the 121 
patients ever divorced 27 (23 per cent) had 
parents who had been divorced, while among 
the 251 patients never divorced 33 (13 per cent) 
had parents who had been divorced (p < 0-05 
by x). Second, 27 (23 per cent) of the divorced 
patients had been raised by relatives or friends, 
while of the non-divorced patients 34 (14 per 
cent) had been raised by relatives or friends 
(p < 0-05 by x?). 

Married subjects who had and those who had 
not been divorced were compared for marital 
and sexual variables: mean number of children, 
mean age of first sexual intercourse, presence of 
a history of extramarital sexual relations, homo- 
sexual experiences ever, dysmenorrhoea among 
women, sexual indifference among women, 
frigidity among women, impotence among men, 
episodes of definitely diminished sexual drive, 
and mean number of sexual partners. Two of 
these variables were found associated with a 
history of divorce: the mean age of first inter- 
course was 17*I years among divorced patients 
and 18-7 years among non-divorced patients 
(p < ооо by t test); the mean number of 
sexual partners was 11:9 among divorced 
patients and 5:2 among non-divorced patients 
(p < о-оо: by t test). 

Patients with and without a history of divorce 
were compared by means of variables having to 
do with antisocial or at least socially disruptive 
behaviour. These variables included: heavy 
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drinking, experimentation with drugs, traffic 
violations, a history of arrests, fighting after age 
18 among men, wanderlust, dismissed from jobs, 
truant in school, mean number of injuries, 
outbursts of rage, running away from home 
before age 18. Three of these variables were 
found to be significantly associated with a 
history of divorce: heavy drinking, experimenta- 
tion with drugs, and wanderlust. Heavy drink- 
ing had occurred among 43 (17 per cent) of 
patients never divorced as opposed to 38 (31 per 
cent) of patients ever divorced (р < 0:01 by д2). 
Experimentation with drugs had occurred in 7 
(3 per cent) of patients never divorced as 
opposed to то (8 per cent) of patients ever 
divorced (p < 0:05 by ҳа). Wanderlust had 
occurred among 9 (4 per cent) of patients never 
divorced as opposed to 13 (ir per cent) of 
patients ever divorced (p < 0-02 by ҳа). 

Finally, married patients with and without a 
history of divorce were compared by diagnosis. 
The frequency with which variously diagnosed 
patients had been divorced is illustrated in the 
Table. The diagnoses of alcoholism and of 
secondary affective disorder were found to be 
significantly associated with divorce. Patients 
with homosexuality, drug dependence, hysteria, 
sociopathy, and non-homosexual sexual devia- 
tion who had been married also had high rates 
of divorce; however, the numbers of patients 
with these diagnoses were small. Differences 
between them and the rest of the sample were 
not significant. Only alcoholism and secondary 
affective disorder were statistically associated 
with divorce. 

In summary, the following variables were 
found to be significantly associated with divorce: 
parents divorced, subject raised by relatives or 
friends, earlier mean age of first intercourse, 
greater mean number of sexual partners, a 
history of heavy drinking, a history of experi- 
mentation with drugs, wanderlust, secondary 
affective disorder, and alcoholism. 

We considered it likely that some of these 
variables might be functions of others, and not 
independent. For instance, being raised by 
relatives or friends could be a result of parental 
divorce. When subjects with a history of 
parental divorce were excluded from the 
comparison, being raised by relatives or friends 
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Tante I 
Divorce and diagnosis 
76 
Total Ever Marrieds 
Diagnosis t married ever 
patients divorced 
Homosexuality .. .. I2 5 80 
Drug dependence TEES C 12 67 
Alcoholism*  .. .. 70 59 49 
Hysteria 2s .. 36 go 47 
Sociopathy ea .. 35 24 46 
Secondary | affective 
disorder 95 75 43 
Sexual ай (other) 9 7 43 
Mental retardation .. 16 ІІ 36 
Bipolar poene affective 
disorder .. IQ 17 35 
Anxiety neurosis .. 62 58 34 
Schizophrenia .. 22 13 31 
ee psychiatric 
140 108 30 
Unipolar primary 
affective disorder 139 105 26 
Organic brain syndrome 10 9 22 
Obsessional neurosis .. 3 3 о 
Epilepsy m a 6 о — 





* A significant association occurred between these 
diagnoses and divorce when tested by chi-square 
CH NN | 

1 Total patients with each diagnosis. This column 
adds to more than 500 because some patients received 
multiple diagnoses. 


no longer distinguished between divorced and 
non-divorced subjects. 

It seemed possible that other variables 
apparently associated with divorce might be 
functions of alcoholism. Each of the remaining 
variables was tested with patients with alco- 
holism removed to determine which variables 
were independently associated with divorce. 
When patients with alcoholism were removed 
from the group with secondary affective dis- 
order, the latter diagnosis was no longer 
significantly associated with divorce. In similar 
fashion, heavy drinking, experimentation with 
drugs, and wanderlust did not remain associated 
with divorce when patients with alcoholism 
were removed. Only three variables were 
associated with divorce independent of alco- 
holism: divorce of parents, earlier mean age 
of first intercourse, and greater mean number 
of sexual partners. 
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Discussion 


The finding that parental divorce is associated 
with the divorce of patients suggests that divorce 
behaviour may be partly learned behaviour. It 
would be reasonable to expect that an individual 
might repeat forms of behaviour which had 
been exhibited by his parents, Other parental 
and family variables do not correlate with 
divorce; this, in turn, suggests that divorce 
behaviour may be relatively specific; that is, 
not simply associated with general environ- 
mental stress. Divorce, in and of itself, may 
beget divorce. 

We were surprised to find that there is not a 
large cluster of marital and sexual behaviours 
associated with divorce. The finding that 
divorced patients have a greater mean number 
of sexual partners is probably a function of their 
involvement with a number of partners subse- 
quent to divorce. Our data did not allow us to 
test this hypothesis directly, although the 
hypothesis is supported by the fact that un- 
faithfulness did not distinguish between patients 
who had and those who had not been divorced. 
The greater number of sexual partners among 
divorced subjects might also be a function of 
earlier mean age of first intercourse. Again our 
data did not allow evaluation of a possible 
relationship. The earlier mean age of first 
intercourse among subjects who had been 
divorced does not allow of extensive interpreta- 
tion by itself. Such a finding should be retested 
in other samples. 

The results of this study confirm the hypothesis 
that alcoholism and divorce are associated. 
Patients with alcoholism in our sample emerge 
with a definite and significantly high risk for 
divorce. This association between alcoholism 
and divorce is consistent with other data in the 
literature which associate alcoholism and various 
others forms of social discord (Jellinek, 1952). 

Our data also indicate that divorce occurs 
frequently among patients with homosexuality, 
drug dependence, hysteria, sociopathy, and 
non-homosexual sexual deviation. With larger 
numbers of patients, these diagnoses may also 
be found statistically associated with divorce. 
Our data suggest an association, but do not 
provide statistical evidence of it. 


292 


The results of this study do not suggest that 
affective disorder is as much associated with 
divorce as are the syndromes mentioned above. 
Possibly a controlled assessment of divorced 
subjects from а non-psychiatric population 
would reveal an association, though it would 
probably be less extensive than that with 
alcoholism. A reasonable next step in the 
evaluation of factors associated with divorce 
would be such a study of subjects not psychiatric- 
ally ill, subjects gathered in a non-psychiatric 
setting. 

As alcoholism has been studied more fully in 
recent years, its contribution to various forms of 
social disruption has become increasingly clear. 
This study indicates that even among psychiatric 
patients (who could be considered at generally 
high risk for divorce) alcoholism is particularly 
associated with divorce. Alcoholism is a major 
contributor to social problems such as those of 
criminality, suicide, and traffic fatalities. The 
results of this study indicate that divorce can be 
added to the list. 


SUMMARY 
An evaluation of divorce and of various 
environmental, social, family history, and 


diagnostic variables among 500 patients ran- 
domly selected from a psychiatric clinic indi- 
cates that alcoholism is particularly associated 
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with divorce. Divorce also occurs frequently 
among married patients with homosexuality, 
drug dependence, hysteria, sociopathy, and 
sexual deviation other than homosexuality. 
Some of those diagnoses may be significantly 
associated with divorce, and studies with larger 
samples of patients may reveal such associations. 

An evaluation of numerous family history, 
social, and environmental variables does not 
reveal clusters of such variables correlated with 
divorce independent of alcoholism. Parental 
divorce, by itself, is found to be associated with 
the divorce of subjects, suggesting that divorce 
may beget divorce. 

The most impressive finding of the study is the 
clear association between divorce and one 
diagnosis, that of alcoholism. 
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The Impact of the Abortion Act 


A Psychiatrist’s Observations 


By R. G. PRIEST 


The hopes and fears of many different sections 
of the population were pinned on the legislation 
that took effect on 27 April 1968. To some 
it represented the admission of civil rights 
long denied, to others it seemed an uneasy 
compromise. The implications of the new Act 
have been reviewed by Hordern (1971), but 
there is still much confusion in the mind of the 
man in the street (and particularly the woman 
in the street) about what the legal position now 
is. Many laymen are under the impression that 
one can now obtain abortion on demand, but 
they must be balanced against those cynics 
who feel that the situation has not been changed 
in effect from what obtained in earlier years. 
There is certainly a lot of misunderstanding 
about what may be regarded as ‘social’ reasons 
for termination of pregnancy, and this extends 
to a common belief that the majority of termi- 
nations are carried out under this category. 

Unless the gynaecologist is faced with an 
emergency, any termination must be carried 
out on one or more of the following grounds: 


‘1, The continuance of the pregnancy would involve 
risk to the life of the pregnant woman greater than if 
the pregnancy were terminated; 

‘a, The continuance of the pregnancy would involve 
risk of injury to the physical or mental health of the 
pregnant woman greater than if the pregnancy were 
terminated; 

“3. The continuance of the pregnancy would involve 
risk of injury to the physical or mental health of the 
existing child(ren) of the family of the pregnant 
woman greater than if the pregnancy were terminated; 

“4. There is a substantial risk that if the child were 
born it would suffer from such physical or mental 
abnormalities as to be seriously handicapped.’ 


A certificate stating that such is the case has 
to be signed, before the termination is carried 
out, by two practitioners, who certify that they 
formed the opinion in good faith. 
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The ‘social’ clause of the Abortion Act (section 
1 subsection 2) states that ‘account may be 
taken of the pregnant woman’s actual or reason- 
ably foreseeable environment’ in determining all 
the reasons for termination listed above except 
the fourth. 

Nevertheless, it is clear from the wording of 
the four sections that the definitive reason for 
termination has to be one of health. 

In practice the majority of terminations are 
carried out under the second category—a 
threat to the physical or mental health of the 
pregnant woman. The report of the Registrar 
General for England and Wales on the working 
of the Abortion Act in its first year showed that 
among such reasons for carrying out the opera- 
tion psychiatric grounds predominated. Of the 
23,641 abortions carried out in the first eight 
months, the majority were for psychiatric 
reasons, which were the primary condition men- 
tioned in 17,422 cases (Registrar Generals 
Statistical Review for the year 1968: Supplement on 
Abortion, 1970). 

Not all patients terminated on psychiatric 
grounds see a psychiatrist—perhaps only a 
minority do so. It may be more convenient for a 
gynaecologist and a general practitioner to 
agree to regard a patient as suffering from a 
depressive illness, without introducing a psychi- 
atrist to complicate the issue. The vagueness 
that many non-psychiatric physicians have 
about what constitutes a depression may here 
be used to an advantage: this may provide the 
flexibility which is needed to make the Act work. 

Not that the patient needs to be depressed, 
or in any other way psychiatrically ill. Theoretic- 
ally one might forecast the onset of a psychiatric 
illness if the pregnancy is allowed to continue. 
This, though, is much more tricky: possibly the 
only case where one would be on firm ground 
would be where the patient has had a puerperal 
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psychosis after each of her previous pregnancies, 
and such patients are rare. If the patient is 
depressed at present because of the circum- 
stances of her pregnancy, then one can be 
reasonably confident of being able to assume 
that she is going to continue depressed; one is 
much less able to forecast the onset of depression 
in a subject who is so far standing up to the 
pregnancy satisfactorily. 

Although it is at first sight reasonable, then, to 
demand evidence of depression or anxiety 
before considering a positive recommendation 
for termination, this does introduce a peculiar 
element of unfairness. If the woman is pessimistic 
about the chances of obtaining a legal abortion, 
the pregnancy means disaster to her, and so she 
readily loses hope and lapses into despair. By the 
time she reaches the hospital her depression is 
obvious. A more sanguine woman, sure that the 
doctors will help her in her predicament, may 
arrive without having had a sleepless night or 
having missed a meal, and also without any 
grounds for termination. 

Whether or not the psychiatrist’s opinion is 
being sought for many of the terminations that 
are carried out on the grounds of mental health 
is not certain. What is sure is that these recom- 
mendations are being undertaken in the absence 
of a systematic body of knowledge of the 
psychiatric effects of termination. The subse- 
quent fate of women terminated on psychiatric 
grounds has been examined mainly in Scandi- 
navia where the conclusions have sometimes 
been pessimistic, reporting guilt, remorse and 
subsequent psychiatric illness in the patients 
concerned (Ekblad, 1955). It may be argued 
that such reports refer to other countries, often 
decades ago, with different attitudes and 
practices. On the other hand, there have not 
yet been published follow-up studies in this 
country of women terminated under the new 
Act on psychiatric grounds. 

To complain that adequate studies are lacking 
may be regarded as naive. After all, psychiatric 
diagnosis is reputed to be soft, flexible and 
accommodating enough to be used to achieve 
whatever goals the diagnostician wishes to 
reach. The label of threat to the mental health 
of the subject may be regarded as a convenient 
method of achieving abortion on demand under 
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a different guise. Given a sympathetic psychi- 
atrist, and a co-operative, liberal-minded gynae- 
cologist, it thus could be society’s face-saving 
answer to providing freely available abortion 
without producing an outcry from bigoted 
reactionaries. So perhaps it is ingenuous to 
take too seriously the technical label under 
which the termination is reported to the 
authorities. 

Although follow-up studies with such a 
population are difficult, it is at least possible for 
a psychiatrist to present information to his 
medical colleagues on the extent to which 
candidates referred to him are suffering from 
psychiatric illness. At the time of writing the 
two most relevant studies to have appeared in 
scientific publications since the Abortion Act 
came into force are those of Todd (1971) and 
Priest (19712). Despite the fact that the former 
study was carried out in Glasgow and the latter 
in London, there are similarities in the findings. 
The vast majority of the candidates in both 
series were found to be suffering from psychi- 
atric illness, with depression commoner than 
anxiety state. In both studies few patients 
showed no psychiatric abnormality, and even 
fewer suffered from psychoses. The main 
difference in the history was that in the London 
series 53 per cent had a history of previous 
treatment for psychiatric illness, and in the 
Scottish series only 11 per cent came into this 
category. 

One problem that is faced by the reader in 
judging such studies is that of assessing, from 
such descriptions, the severity of the psychiatric 
morbidity that is being described. It is widely 
accepted that psychiatric illnesses of neurotic 
extent are found in all degrees, shading off into 
borderline psychoses at one hand and into 
normal, non-pathological states at the other. 
In an attempt to present some quantification of 
severity the results of psychometric testing were 
presented in the London series. Again only a 
minority (8 per cent) of the subjects failed to 
provide scores in the pathological range. 
Under the circumstances in which the patient 
is presenting, how much reliance may be placed 
on such scores? It is recognized that a propor- 
tion of psychiatric patients will try, consciously 
or unconsciously, to ‘fake bad’ at interview or 
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testing. A sub-set of the questions asked was 
included to examine for this possibility, and 28 
per cent of the women obtained scores in the 
range associated with such tendencies (Priest, 
1971b). Thus in the majority of women there 
was evidence of psychiatric illness that was not 
invalidated by closer examination. On detailed 
analysis no difference was shown between those 
presenting before and after the Act. 

These results will have to be regarded with 
reserve until other psychiatrists have reported 
similar attempts to quantify the extent to which 
the candidates for termination referred to them 
are suffering from recognizable psychiatric 
morbidity. 

Even if these conclusions are taken at their 
face value, they apply only to patients referred to 
the psychiatrist. Nevertheless, it would be 
crediting clinicians (general practitioners and 
gynaecologists for the most part) with a degree 
of acumen in psychiatric diagnosis that they 
might not claim themselves to propose that they 
skilfully selected just those patients who actually 
had a psychiatric illness from the general run of 
women presenting for termination for referral 
to the psychiatrist. 

Clearly, then, from the meagre evidence 
available it is possible that there will be signi- 
ficant numbers of women presenting for termi- 
nation, who are suffering from psychiatric illness 
at the time of referral, and may possibly experi- 
ence unpleasant reactions after the termination 
has been performed. 


The increasing rate of abortions 

During the early 1960s the number of 
therapeutic abortions carried out in National 
Health Service Hospitals in England and Wales 
fluctuated between 2,000 and 3,000 per annum. 
From 1964 onwards the rate gradually rose, and 
in 1967, the year before the Abortion Act came 
into force, the rate was 7,610 per annum or 
just under 2,000 per quarter (Brit. med. 7., 1968, 
19692). 

The new Act came into force on 27 April 
1968, and since then the figures have been 
rising as shown in Table IT. 

It may be seen that the number of abortions 
has increased with considerable regularity. In 
fact, both for the total number of abortions in 
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Numbers of therapeutic abortions in N.H.S. hospitals in 
England and Wales 1960-1967 


No. of Equivalent rate 
Year abortions per quarter 
1960 2,040 510 
1961 2,2 570 
1962 2,830 708 
1963 2,5 645 
1964 3,300 825 
1965 4530 1,138 
1966 6,3 1,595 
1967 7,610 1,903 


* From figures quoted in Parliament. 


Taste II* 
Frequency of abortions since the introduction of the 
Abortion Áct 1967 


No. of abortions 





All abortions М.Н.5. hospitals 
England & Wales England & Wales 
1968: 
grd quarter .. 7,932 4,904 
4th quarter .. 9,907 5:954 
1969: 
ist quarter .. 11,342 6,355 
and quarter .. 13,116 8,104 
grd quarter .. 19,871 8,932 
4th quarter .. 15,828 9,759 
1970: 
ist quarter .. 17,742 10,196 
2nd quarter .. 21,082 12,068 
grd quarter .. 22,253 11,739 
4th quarter .. 22,774 12,352 





* The Abortion Act was put into effect in the second 
quarter of 1968. 


England and Wales, and for abortions in 
N.H.S. hospitals (England and Wales) the 
increase is very close to linear (Fig. 1). The 
product-moment correlations with time аге 
0:993 and 0:985 respectively. The mean 
numbers of abortions in each column are 
15,585 and 9,036 respectively, and the rates of 
increase are 1,724 per quarter and 868 per 
quarter. 

The expected rates for each quarter, on this 
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new act 
came into force 





linear hypothesis, can then be calculated from 
the formula: 


Jc тх + с 
where у == number of abortions 
and x == number of quarters elapsing since 
the second quarter of 1968. 


The rates of increase per quarter (m) are given 
above, and the constant c (the hypothetical base 
rate at the time of introduction of the new 
legislation) is, for the total number of abortions 
6,100, and for abortions in N.H.S. hospitals 
4,263. Thus for the former the formula is: 

Total number of Abortions = 6,100 ++ 1,724x 
and for the latter: 

Abortion in N.H.S. hospitals = 4,263 + 868% 

If these curves are projected forward for a 
further four quarters, then 110,600 legal termi- 
nations will have been carried out in the year 
1971 in England and Wales, of which 60,452 
will have taken place in N.H.S. hospitals. 


The role of the psychiatrist 

Psychiatrists are identified as permissive 
liberals. General practitioners will sometimes 
refer a patient to a psychiatrist first, in the hope 
of a report advocating termination of preg- 
nancy, so as to exert pressure on the recalcitrant 


gynaecologist. 
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The prophecy then becomes self-fulfilling: 
the psychiatrist is only likely to refer on to the 
gynaecologist those patients for whom he does 
believe that termination is indicated. The 
gynaecologist's view of the psychiatrist will then 
be based on a biased selection of cases. 

The gynaecologists will refer a certain number 
of candidates to the psychiatrist themselves. 
'This is sometimes in the hope that the psychi- 
atrist will say that termination is not the 
answer. However, the psychiatrist is not usually 
going to be more reluctant than the gynaccolo- 
gist to advocate termination. This is especially 
the case since termination usually produces a 
spectacular improvement in the patient's condi- 
tion. Although, as discussed above, the long- 
term reaction is an unknown quantity, the 
average psychiatrist will find abortion a treat- 
ment for depressive illness that at least over the 
short-term period compares favourably with 
anti-depressant drugs and is nearly as good as 
electro-convulsive therapy. Guilt reactions, and 
deepening of depression, do occur in a minority 
of cases, but are only likely when the patient 
herself is ambivalent about the operation. 

It may come as a surprise to some readers to 
hear that women present for termination when 
they are not 100 per cent in favour of it. This 
does occur, however, when husband, or boy- 
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friend, or even mother has told the girl that 
she’s ‘got to do something to get rid of it’. It 
occurs as well when physicians have advised 
termination for some systemic disease affecting, 
say, kidneys or heart. These are the patients 
who can be expected to do badly. This is the 
reasoning that leads some psychiatrists to say 
that it should be the patient’s wish that should 
determine whether the termination should be 
carried out or not. 

It may be that the role of the psychiatrist 
should be that of resolving ambivalence in those 
candidates who are not sure whether they want 
the termination or not. But it would be a subject 
of concern to the gynaecologists if this were 
construed as the psychiatrists producing further 
clients from among those who were not sure 
whether they wanted an abortion or not. 
Nobody seems to have thought about the 
possible effects of the new Act on the mental 
health of obstetricians and gynaecologists. 

Not that the same conflicts are aroused in all 
gynaecologists. Those in private practice do not 
seem to be complaining. Nor is there the same 
difficulty in arguing the case for psychiatric 
grounds in Harley Street. There the psychiatrists 
(or whoever provides the second opinion) seem 
to see depressions lurking round every pregnant 
corner. 

Surprisingly, patients do not seem to resent 
the fact that there is a double standard—that 
what may pass for grounds for termination in 
Harley Street may receive scant sympathy in the 
district general hospital. Some come up to the 
hospital to see whether they can ‘get it on 
National Health’, confident that if they are 
turned down, the termination is a commodity 
that can be bought for £150 (or guineas). 

There is talk of changing the Act, but unless 
this takes place soon there are likely to be further 
repercussions within the medical profession. 
Not only are the proportions of candidates for 
termination rising in the ‘gynae’ out-patient 
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department, they are beginning to swell in 
numbers in the psychiatric new patient clinics 
as well. 


SUMMARY 

Although social factors may be taken into 
account, the legal grounds for termination of 
pregnancy still hinge upon their effect on 
health. The majority of terminations are, in fact, 
being carried out on grounds of a threat to the 
mental health of the pregnant woman. 

There is evidence that many women seeking 
abortion are demonstrably suffering from 
psychiatric illness, and although the long-term 
effects of termination are conjectural, the short- 
term effect is one of dramatic improvement. An 
exception is where the candidate for termination 
is herself ambivalent about having the operation. 

The number of terminations is steadily rising. 
The present rate of increase is strikingly linear, 
and if it continues in this fashion there will have 
been over 100,000 legal abortions carried out in 
England and Wales in 1971, over half of which 
will have been in N.H.S. hospitals. 
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Conditioning in Relation to Conceptual Thinking 


By R. F. BARR and N. McCONAGHY 


The aim of this study was to determine the 
relationship between loose or ‘allusive’ thinking 
and conditioning performance. The theoretical 
proposition examined was that looseness of 
thinking is associated with weak internal inhibi- 
tion of autonomic responses in classical con- 
ditioning. 


Allusive thinking and Lovibond's object sorting test 

Bleuler (1911) considered that a basic symp- 
tom of schizophrenia was a form of thought 
disorder which manifested itself primarily as a 
loosening of the associative process. Bleuler 
believed that in normal thinking thought 
associations were goal-directed, and that those 
aspects ofa concept selected were usually relevant 
to the context. By contrast, in schizophrenia 
associations lacked direction towards a goal and 
associations irrelevant to the context were often 
selected. Bleuler considered that a failure to 
inhibit irrelevant associations characterized the 
thinking of the schizophrenic. 

Rapaport (1945) noted that schizophrenics 
showed ‘loosening of the concept span’ in an 
object sorting task, in that they included objects 
in groups to which they did not strictly belong. 
Rapaport reported that such loosening of think- 
ing was shown not only by schizophrenic patients 
but also by schizoid members of a non-mentally 
ill control group. 

Lovibond (1954, 1966) modified the form of 
the object sorting test described by Rapaport, 
and developed a method of scoring designed to 
measure the degree of looseness of thinking. 
He reported that the test differentiated schizo- 
phrenics from normals, and that the scores 
correlated significantly with a psychiatrist’s 
clinical assessment of the degree of looseness of 
thinking present in the schizophrenic patients. 

In a series of studies using Lovibond's test, 
McConaghy (1959, 1960, 1961, 1965) reported 
that looseness of g was often shown by 
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non-schizophrenic subjects. He recommended 
the term 'allusive thinking! in order to avoid 
any implication of pathology. McConaghy 
(1959) administered the object sorting test to 
the parents of ten schizophrenic patients. The 
patients all showed looseness of thinking 
clinically. All the parents were normal in the 
sense that they were engaged in an occupation 
in the community and were not apparently 
suffering from any form of psychiatric illness; 
but when compared with a control group, 
significantly more parents of schizophrenics 
had high scores on the object sorting test. This 
finding was replicated by Rosman et al. (1964). 
‘These authors, unlike McConaghy, regarded the 
looseness of thinking measured by the object 
sorting test as related to the irrationality they 
had noted in the parents of schizophrenics, 
which they considered to be associated with 
frankly psychotic behaviour in these parents. 
In a further series of studies using university 
students as subjects, McConaghy (1965) found 
that a considerable percentage of such 
subjects showed a significant degree of looseness 
of thinking clinically and obtained scores in the 
object sorting test in the same range as those 
obtained by schizophrenic patients. He con- 
cluded that such looseness of thinking was a 
normal code of conceptual thinking. Since it was 
known that loose or allusive thinking was 
familially distributed in schizophrenia, Mc- 
Conaghy considered that the same was likely 
to be true for allusive thinking in non-schizo- 
phrenics. McConaghy and Clancy (1968) 
assessed one hundred and one university students 
using the object sorting test; an attempt to 
obtain evidence of the presence of schizophrenia 
was made by using two measures, academic 
performance and the F scale of the M.M.P.I. 
(confusion, irrationality, lack of comprehen- 
sion). The scholastic performance of schizo- 
phrenic students had been shown to be signi- 
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ficantly below that of non-psychotic matched 
controls (Kiersch and Nikelly, 1966). Winter 
and Stortroen (1963) investigated the validity 
of scales and indices derived from the M.M.P.I. 
as measures of schizophrenic pathology. They 
found that the F scale best differentiated schizo- 
phrenics from normals; seventy-two per cent of 
the schizophrenic patients obtained K-corrected 
T scores in the F scale of over 60, as compared 
with 8 per cent of controls. McConaghy and 
Clancy found that students with high object 
sorting test scores showed a significantly greater 
tendency to have a parent with a high object 
sorting test score that did students with low 
scores. No tendency was present for high object 
sorting test scorers (allusive thinkers) to have 
poor academic performance compared with 
low scorers; neither was any tendency found for 
high scorers on the object sorting test to have 
high M.M.P.I. F scale scores compared with 
low scorers. The authors concluded that allusive 
thinking was inherited. This conclusion may be 
criticized on the grounds that the familial 
distribution of allusive thinking described could 
be explained by environmental influences. 
McConaghy and Clancy also concluded that 
allusive thinking was not commonly associated 
with schizophrenia; however it may be argued 
that poor academic performance and high 
M.M.P.I. F scores are unsatisfactory indices of 
the presence of schizophrenia. 


The theoretical relationship between allusive 
thinking and internal inhibition 

Lovibond (1954) has postulated that allusive 
thinking results from weakness of internal inhibi- 
tion, which allows irrelevant thought associa- 
tions to achieve dominance. 

Pavlov (1927) considered the following pheno- 
mena to be forms of internal inhibition: 

(1) Differential inhibition, which is inhibition 
of responses to unreinforced stimuli in discrimi- 
‘nation learning. In discrimination learning two 
different stimuli are presented separately; rein- 
forcement (e.g. an electric shock) regularly 
follows one stimulus but not the other. The 
subject learns to respond to the reinforced 
stimulus and to inhibit responses to the un- 
reinforced stimulus. 

(2) Inhibition of delay, which is inhibition of 
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conditioned responses until the appropriate 
time. In delayed conditioning there is a rela- 
tively long interval (e.g. ten seconds) between 
the onset of the conditioned stimulus and the 
onset of the unconditioned stimulus. The 
subject learns to delay the conditioned response 
until near the time of expected onset of the un- 
conditioned stimulus. 

(3) Inhibition with reinforcement, which 
refers to the diminution of a conditioned re- 
sponse which may occur within reinforced trials 
if such trials are repeated at short intervals. 
That such diminution is secondary to internal 
inhibition is shown by the fact that a slight 
change in the conditioned stimulus or experi- 
mental situation is followed by the reappearance 
or increase in the conditioned response. 

(4) Habituation, which is the tendency for 
responses to discrete identical stimuli to decrease 
with repetition. 

If allusive thinking is secondary to weak 
internal inhibition, allusive thinkers would 
therefore be expected to show (1) poor discrimi- 
nation; (2) little tendency for conditioned 
response amplitude to decrease in late trials 
(secondary to weak inhibition of delay and 
weak inhibition with reinforcement); (3) a 
relatively slow rate of habituation to un- 
conditioned stimuli. 

One further prediction can be made concern- 
ing the rate of conditioning in allusive thinkers. 
Pavlov considered that in health an equilibrium 
exists between the strength of cortical excitatory 
and inhibitory processes. He regarded the link- 
ing of stimuli in conditioning as being dependent 
on cortical excitatory processes. Therefore, if 
allusive thinkers have weak internal inhibition 
they would also have weak cortical excitation 
resulting in a slow rate of conditioning. 

Lovibond (1963) reported a study of galvanic 
skin response conditioning, in which allusive 
thinkers differed significantly from non-allusive 
thinkers in that they showed a slower rate of 
conditioning and poorer discrimination. 


The present study 

The aim of the present study was to examine 
the relationship between allusive thinking and 
internal inhibition. Two classical conditioning 
procedures were designed in such a way as to 
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maximize internal inhibition. In both pro- 
cedures delayed conditioning was used, and in 
addition one procedure was a discrimination 
learning experiment. 

The galvanic skin response is part of the 
orienting response and tends to increase follow- 
ing any change in the environment (Sokolov, 
1960). It is therefore not ideal for the purpose of 
studying conditioning, since after habituating to 
several conditioned stimulus only presentations 
(adaptation trials) it tends to increase in re- 
sponse to the conditioned stimulus following the 
introduction of the unconditioned stimulus. 
This increase in galvanic skin response ampli- 
tude to the conditioned stimulus is partly due 
to the changed stimulus input caused by the 
introduction of the unconditioned stimulus, as 
well as to ‘true conditioning’ secondary to 
conditioned stimulus—unconditioned stimulus 
pairing (Zimny et al., 1966). 

For these reasons the penile volume response, 
which is not part of the orienting response, 
was measured in addition to the galvanic skin 
response. 

Sixty-two male first year university student 
volunteers werc examined (mean age 19:4 
years, standard deviation 2:4). Each student 
was given the Lovibond object sorting test, 
Eysenck personality inventory, and Taylor 
manifest anxiety scale, and underwent two 
conditioning procedures. 


Mxruop 


The method used for measuring penile volume 
change was described by McConaghy (1967). The 
two conditioning procedures and the method of 
scoring penile volume responses used have been 
described in detail by Barr and McConaghy (1971). 
Briefly, in the appetitive procedure the unconditioned 
stimuli were ten nude female film sequences and ten 
nude male sequences. The nude sequences were of 
ten seconds duration and each was preceded by a 
conditioned stimulus also of ten seconds duration. A 
circle preceded female sequences and a triangle 
preceded male sequences. In the aversive experiment 
the unconditioned stimuli were ten unpleasant 
electric shocks. Each shock was preceded by a tone 
of 10 seconds duration, 65 decibels intensity and 
500 c.p.s. The reinforced tones were alternated with 
an unreinforced tone of the same duration and 
intensity but of 1,500 c.p.s. The experimental pro- 
cedures are represented by diagrams in Fig. 1. 
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Fie. 1.—Diagrams illustrating experimental procedures in 
the two conditioning experiments. 


As an adaptation procedure, in the appetitive 
experiment the circle and triangle were presented 
twice in alternation prior to being reinforced. A 
similar procedure was followed for the 500 and 1,500 
c.p.8. tones in the aversive experiment. In both 
procedures conditioned stimuli were presented at 
intervals of one minute. 

Each subject underwent the appetitive and aversive 
conditioning procedures on the same day, with a rest 
period of 20 minutes between the two procedures. 
Half the subjects received the appetitive procedure 
first and half the aversive procedure. 

Galvanic skin responses were measured with a 
model 5 P1 preamplifier in a standard Grass model 
5 D polygraph. Silver electrodes coated with silver 
chloride were placed on the palm of the left hand at 
the base of the index and fifth fingers and as far apart 
as possible. In order to keep the area of moist skin 
constant Beckman electrodes were used. Galvanic 
skin responses were measured in units of change in the 
square root of conductance in micromhos. 


Method of scoring galvanic skin responses 

The response in adaptation trials was scored by 
calculating the difference in conductance from the 
time of conditioned stimulus onset to the point of 
maximum conductance change occurring within the 
то seconds of stimulus presentation. Conditioned 
galvanic skin responses were scored by calculating 
conductance change from the time of conditioned 
stimulus onset to the time of unconditioned stimulus 
onset. The unconditioned response was scored by 
noting the difference in conductance from the time of 
conditioned stimulus onset to the maximum conduct- 
ance change occurring within 10 seconds of un- 
conditioned stimulus offset in the aversive procedure 
and within 10 seconds of unconditioned stimulus 
onset in the appetitive procedure. This method of 
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scoring the unconditioned response was used because 
skin conductance tended to rise through the period of 
conditioned stimulus exposure and then continue to 
rise following the onset of the unconditioned stimulus. 
Thus the record was of one complex response and not 
two distinct responses. In the aversive procedure, the 
galvanic skin response to the unreinforced tone was 
scored by noting the conductance change from the 
time of tone onset to the point of maximum con- 
ductance change occurring within the next 10 seconds. 
Figs. 2 and 3 show photographs of the penile volume 
and galvanic skin response recordings in the appetitive 
and aversive experiments. 


RESULTS 


Two records of penile volume changes showed 
no responses. This was almost certainly due to 
the presence of a small air leak in the replace- 
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Fic. 2,—Photograph of polygraph record in the appetitive 
experiment. 
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Fie. 3.—Photograph of polygraph record in the aversive 
experiment. 
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able rubber diaphragm. The two records were 
therefore discarded. The galvanic skin response 
records in the aversive procedure were satis- 
factory for all 62 students. 

The main purpose of this paper is to describe 
differences in conditioning performance be- 
tween high and low scorers in the object sorting 
test. Tt is first necessary to give a brief account 
of conditioning for the whole group of subjects 
in order to show that conditioning did occur 
and to describe the significant relationships 
between unconditioned and conditioned re- 
sponse amplitude. 


(a) Penile responses 

The unconditioned and conditioned penile 
volume responses have been described in detail 
in an earlier paper (Barr and McConaghy, 
1971). 

Insummary, penile volume increases occurred 
in response to female sequences, and penile 
volume decreases occurred in response to male 
sequences. In the aversive procedure, penile 
volume decreases occurred in response to electric 
shocks. Similar penile volume changes occurred 
in response to the associated conditioned stimuli. 

The correlations between mean conditioned 
(trials 2-10) and mean unconditioned (trials 
1—10) penile volume response amplitude were as 
follows: 


Mean penile Mean penile 
conditioned unconditioned 
response response r df SIG. 
amplitude amplitude 
to circles to females -Fo:574 58 осоо 
to triangles to males -Fo:569 58 о-оо: 
to reinforced to electric 
tone shocks --o:409 58 о-оо: 


It was concluded that the amplitude of 
conditioned penile responses was significantly 
related to the amplitude of the unconditioned 
responses on which they were based. 

In 54 of the 60 students the penile volume 
respenses to females were significantly more 
positive than responses to males (Mann- 
Whitney test, P < 0-05). Only these 54 subjects 
will be further considered in relation to penile 
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volume conditioning in the appetitive experi- 
ment. 


(b) Galvanic skin responses 
I. Galvanic skin responses to female and male film 
sequences ' 

Of the 54 students whose penile responses to 
females were significantly more positive than 
their responses to males, 51 showed a higher 
mean galvanic skin response to females than to 
males. For these 54 students, the mean total 
response to females was 1:634 4//micromhos 
(standard deviation 1:036). The mean total 
response to males was 0:936 4/micromhos 
(standard deviation o-800). This difference was 
significant (t test, paired observations, t — 
7:670, d.f. 53, P < 0-001). 


2. Galvanic skin responses to electric shocks 

The mean total galvanic skin response to 
electric shocks was 5:050 4/micromhos (stan- 
dard deviation 2:400). These responses were 
thus over three times as large as those to female 
sequences. 


3. Conditioned galvanic skin responses 

In the appetitive procedure, the mean 
galvanic skin response to the first two un- 
reinforced circles (adaptation trials) was 0-071 
4/micromhos (standard deviation 0-094). The 
mean conditioned galvanic skin response to 
circle (trials 2-10) was 0-106 4/micromhos 
(standard deviation 0:073). This difference was 
statistically significant (t test, paired observa- 
tions, t = 9:555, d.f. 59, P < o-or). 

The mean conditioned galvanic skin response 
to triangle (trials 2-10) was also significantly 
greater than the mean response to the first 
two unreinforced triangles (t test, paired 
observations, t = 2:743, d.f. 59, Р < o-or). 

For the 54 students showing significantly 
more positive penile responses to females than 
to males, the mean galvanic skin response to 
circles was significantly greater than the mean 
galvanic skin response to triangles (t test, paired 
observations, t = 2:743, d.f. 53, Р < o-or). 

The correlation between conditioned response 
amplitude to circles and unconditioned response 
amplititude to females was -]-o-686 (d.f. 58, 
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P < o-ooi). The correlation between condi- 
tioned response amplitude to triangles and 
unconditioned response amplitude to males 
was -]-0:651 (d.f. 58, P < o-oor). 

Ít was concluded that conditioned galvanic 
skin responses occurred, and that the amplitude 
of conditioned responses was significantly related 
to the amplitude of the unconditioned responses 
upon which these were based. 

In the aversive experiment the mean condi- 
tioned galvanic skin response to reinforced tone 
was 0:241 ^/micromhos (standard deviation 
0:134). The mean response to the initial two 
unreinforced tones was 0:086 ~/micromhos 
(standard deviation 0-094). This difference was 
significant (t test, paired observations, t == 
8:965, d.f. 61, Р < 0-001). The mean galvanic 
skin response to the unreinforced tones was 0: 129 
4/ micromhos (standard deviation 0-083). This 
was significantly smaller than the mean response 
to the reinforced tone (t test, paired observa- 
tions, t = 9:757, P < o-oor). The mean 
galvanic skin responses of the 62 students in the 
aversive experiment are shown in Fig. 4. 

The correlation between conditioned response 
amplitude to tones and unconditioned response 
amplitude to electric shocks was +-0 +746 (d.f. бо, 
P <о:оот). It was concluded that conditioning 
of the galvanic skin response occurred and that 
the amplitude of the conditioned responses was 
significantly related to the amplitude of the 
unconditioned responses upon which they were 
based. 


VCONDUCTANGCE CHANGE 
(C PN MICROMHOS) 


GALVANIC SHIN RESPONSES 





Fic. 4.—M ean G.S.R. responses of 62 students to reinforced 
and unreinforced tones. 
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Personality variables 


The mean scores on the personality variables 
of the 62 students were as follows: 


Object sorting test score 


mean 13:4 (standard deviation 7-0) 
Eysenck neuroticism score 

mean 10-1 (standard deviation 4:8) 
Eysenck extraversion score 

mean 12:4 (standard deviation 4:0) 
Manifest anxiety scale 

score mean 16-2 (standard deviation 7:0) 


The correlations between these personality 
variables were as follows: 


1 2 8 4 
Object sorting 

teat score I 1:000 
Eysenck neuro- 

ticism score 2 0:026 1:000 
Eysenck extra- 

versionscoreg —0'054 —0'032 1*000 
Taylor manifest 

anxiety 


0:062  o:8o2* —o:210 1:000 


n == 62. 
* Correlations greater than 0:250 significant at 0-05 
level. 


The correlations between object sorting test 
score and questionnaire measures of neuroticism 
and extraversion were near zero, however a 
negative correlation (—0:210) was found be- 
tween extraversion scores and Taylor manifest 
anxiety scores. In order to compare condi- 
tioning performance of high and low scoring 
groups on three personality variables (allusive 
thinking, anxietyand extraversion) itwas thought 
даных to divide subjects into high and low 
scoring groups on scores which were related to a 
single personality characteristic and unrelated to 
the other personality characteristics. For this 
reason scores on the object sorting test, Eysenck 
neuroticism scale, Eysenck extraversion scale 
and manifest anxiety scale were analysed by the 
method of principal components and a varimax 
rotation was performed on the first three factors. 
These factors are orthogonal, that is, the aspects 
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of personality which they represent are not 
related. The rotated factor matrix was as 
follows: 





Factor 
I І III 

Object 
Variable Anxiety sorting Extra- 
test version 
Object sorting test score 0'024 0:999 ~—0-026 
Eysenck neuroticism score 0:956 — —0-002 0:050 
Eysenck extraversion score —0:066 0-026 0-995 
Manifestanxietyscalescore 0:989  —0:038 —0-167 


Thus three orthogonal factors were extracted 
relating to questionnaire anxicty, allusive think- 
ing and extraversion. The students were then 
divided at the median into high and low scorers 
on Factor II (allusive thinking). 


Allusive thinking in relation to habituation of 
unconditioned responses to females and electric shocks 
High scorers on the allusive thinking factor 
showed significantly larger galvanic skin respon- 
ses to electric shocks than low scorers (two way 
analysis of variance with repeated measures 
one way, F = 4:79, d.f. 1/61, P « 0:05). These 
are shown in Fig. 5. The amplitude of the 
initial response to shock was about the same for 
high and low scorers. The low scorers however, 
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Fra. 5.—Mean unconditioned galvanic skin responses of 81 
high and gr low scores in the O.S.T. to electric shocks. 
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unlike the high scorers, showed a tendency to 
habituate. Since habituation is a manifestation 
of internal inhibition, this finding is in accord- 
ance with prediction. 

High and low scorers on the allusive thinking 
factor also differed significantly in rate of 
habituation of penile volume responses to electric 
shocks (two way analysis of variance with 
repeated measures one way, F = 1:92, d.f 
9/522, P « 0-05). The low scorers showed a 
significantly greater tendency for penile volume 
decreases to shocks to habituate than did high 
scorers (Fig. 6). 


aw wm Response to shock of high scorers on O.S T. 
Response to shock of low scorers an O ST. 





TRIAL NUMBER 
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PENILE VOLUME CHANGE 





Ето. 6.—Mean unconditioned penile volume responses of 
go high and 30 low scorers in the O.S.T. to electric shocks. 


High and low scorers did not differ signifi- 
cantly in their mean responses or pattern of 
change over trials in response to the female nude 
sequences. This was the case for both penile 
volume and galvanic skin responses. 


Allusive thinking in relation to conditioning 

The conditioned penile volume increases to 
the circles preceding female sequences of high 
and low scoring groups on the allusive thinking 
factor differed significantly in pattern of change 
over trials (two way analysis of variance with 
repeated measures one way, F = 2:46, d.f. 
9/468, P < o-or). As shown in Fig. 7, the high 
scorers (allusive thinkers) showed a slower rate 
of conditioning in early trials and less tendency 
for conditioned responses to diminish in late 
trials than did low scorers (non-allusive thinkers). 

The significant difference between groups was 
in pattern of change over trials and not in mean 
conditioned response amplitude. 


34 





Fre. 7.—Mean penile volume change to circles of 27 high 
and 27 low scorers on O.S.T. 


In order to elucidate this difference between 
groups in pattern of forming conditioned re- 
sponses, penile volume increases to females and 
preceding circles were measured at two-second 
intervals for an early trial (4) and a late trial 
(10), these are shown in Fig. 8. In trial 4 the low 
scorers (non-allusive thinkers) showed larger 
conditioned penile volume increases to circles 
than high scorers (allusive thinkers). By contrast, 
in trial то the high scorers (allusive thinkers) 
showed larger conditioned penile volume in- 
creases to circles than low scorers (non-allusive 
thinkers); the penile volume increase of the 
latter was largely delayed until the onset of the 
female sequence. 

As described earlier, the amplitude of con- 
ditioned responses was significantly related to 
the amplitude of the unconditioned responses 
upon which they were based. The difference in 
pattern of conditioning found between allusive 
and non-allusive thinkers might therefore be 
secondary to a difference in unconditioned 
penile volume increases to females between 
allusive and non-allusive thinkers. In order to 
study the relationship between allusive thinking 
and pattern of change in conditioned responses 
over ten trials with the influence of response 
amplitude partialled out, the conditioned penile 
volume increases to circles were analysed by a 
further method. A factor analysis of the co- 
variance matrix of the ten conditioned penile 
responses to circles was carried out for the 54 
students (only subjects whose penile volume 
responses to females were significantly more 
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Frc. 8.--Меап penile volume changes measured at two second intervals of 27 high and 27 low scorers on O.S.T. 


positive than tbeir responses to males were 
included in the analysis). The analysis produced 
Factor 1 which accounted for 52:1 per cent of 
the variance and described the amplitude of the 
conditioned penile responses to circle. Factor IT 
accounted for 16:3 per cent of the variance 
and referred to the shape of the learning curve 
with the influence of amplitude partialled out. 
Low scorers on Factor П (reflected) tended to 
form conditioned responses rapidly and then to 
show diminished conditioned response amplitude 
in late trials. By contrast high scorers on Factor 
TI (reflected) showed a relatively straight learn- 
ing curve; conditioned responses were formed 
slowly and in 10 trials there was no tendency for 
conditioned response amplitude to diminish. 

The correlation between the object sorting 
test factor and the early-late learning factor 
(reflected) was +-0-341 (d.f 52, P < 0-05). 
This method of analysis shows therefore that 
high and low scorers on the allusive thinking 
factor show a significantly different pattern of 
learning when the influence of response ampli- 
tude is partialled out. 


Inhibition of irrelevant responses 

A further significant difference between high 
and low scorers on the allusive thinking factor 
was in the galvanic skin responses to the un- 
reinforced tone in the aversive experiment. 
The low scorers differed from the high scorers in 


that they showed more ability to discriminate 
between reinforced and unreinforced tones and 
to inhibit galvanic skin responses to the latter. 
This difference between groups was significant 
(two way analysis of variance with repeated 
measures one мау, F = 2:19, df. 9/540, 
P < 0:05). The galvanic skin responses to un- 
reinforced tones of high and low scorers are 
shown in Fig. 9. 


Other conditioning measures 

The conditioned penile volume decreases to 
triangles preceding male sequences of allusive 
and non-allusive thinkers also differed in pattern 
of change over trials. Allusive thinkers showed a 
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slower rate of conditioning in early trials and 
less tendency for conditioned responses to 
diminish in late trials than did non-allusive 
thinkers. The same trend for allusive thinkers to 
differ from non-allusive thinkers in the predicted 
way was present in the conditioned penile 
volume changes to reinforced tones (preceding 
electric shocks), and in conditioned galvanic 
skin responses to the circle (preceding females). 
In the case of conditioned galvanic skin re- 
sponses to the reinforced tone (preceding electric 
shocks), allusive thinkers showed less tendency 
than non-allusive thinkers for conditioned 
responses to diminish in late trials, however 
there was no tendency for groups to differ in 
rate of conditioning in early trials. With this 
exception, all conditioning measures differed 
between groups in that allusive thinkers showed 
a slow rate of conditioning in early trials and 
little tendency to show conditioned response 
decrement in late trials compared with non- 
allusive thinkers. The difference in pattern of 
conditioning between groups reached statistical 
significance only in the case of conditioned 
penile volume increases to circles preceding 
females. 


Conditioning in relation to neuroticism and 
extraversion 

Subjects were divided at the median into 
high and low scorers on the questionnaire 
anxiety and extraversion factors. The uncondi- 
tioned and conditioned responses of these 
groups were compared, using a two way analysis 
of variance with repeated measures one way. 
In no case was a significant difference found 
between high and low scoring groups. 

The correlations between mean conditioned 
response amplitude and anxiety and extra- 
version factor scores were as follows: 





The first year examination results in relation to 
allusive thinking and conditioning 

Of the 62 students tested only 52 were present 
at the end of first year examination in psy- 
chology. Eight of those absent were low scorers 
on the object sorting test and two were high 
scorers in this test. 

The final examination mark was derived 
from an essay paper and a multiple choice 
examination. The mean examination mark for 
low O.S.T. scorers was 61-7 (standard deviation 
12-1), and for high scorers it was 61:8 (standard 
deviation: 7-6). It was concluded that allusive 
thinkers did not have an inferior academic 
performance compared with non-allusive 
thinkers. 

The correlation between examination results 
and the early-late learning factor was +-0:029 
(d.£. 50, N.S.). It was concluded that there was 
no relationship between conditioning efficiency 
as measured by the early-late factor and 
academic performance. 


des 


DISCUSSION 


The penile volume responses have been 
discussed in an earlier paper (Barr and Mc- 
Conaghy, 1971) and will not be dealt with 
further except in relation to allusive thinking. 

In the present study the amplitude of condi- 
tioned responses was found to correlate strongly 
and positively with the amplitude of the associa- 
ted unconditioned responses. Working with 
classical conditioning of the galvanic skin re- 
sponse, Cadoret (1963) reported a similar 
positive correlation between conditioned and 
unconditioned response amplitude. Similar 
findings have been reported in relation to penile 
volume conditioning by McConaghy (1970). 
Conditioned response amplitude appears to 
depend to a considerable extent on the reflex 
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sensitivity of the response system under study, 
as well as the amount, of learning which the 
subject shows. The difference in pattern of 
conditioning of penile volume increases to 
circles, found between allusive and non-allusive 
thinkers, might depend primarily on a difference 
between groups in their unconditioned penile 
volume increases to female sequences. The 
findings of the present study do not support such 
a view, since unconditioned penile volume 
increases to female sequences did not differ 
significantly between allusive and non-allusive 
thinkers. It is therefore concluded that allusive 
thinking is primarily associated with the pattern 
of conditioning described rather than with a 
characteristic pattern of unconditioned penile 
responses to females. 

This conclusion is supported by the finding 
that the early-late factor (derived from the 
factor analysis of the covariance matrix of 
conditioned penile increases to circles) corre- 
lated significantly with the allusive thinking 
factor. The early-late learning factor described 
the pattern of conditioning with the influence of 
amplititude (i.e. penile reactivity) partialled out. 
The significant correlation between the early- 
late learning factor and allusive thinking factor 
lends further support to the conclusion that 
allusive thinkers form conditioned responses 
more slowly and have less tendency to show 
conditioned response decrement in late trials 
than non-allusive thinkers. 

In terms of Pavlov’s theory, inhibition with 
reinforcement, inhibition of delay, differential 
inhibition and habituation, are all manifesta- 
tions of internal inhibition. 

There is a suggestion of inhibition of delay of 
penile volume increases to circles in the present 
study, since a significantly greater penile volume 
increase during the first two seconds of female 
sequence occurred in late trials than in early 
trials. The shape of the penile volume response 
to circle and female in trial 10 (Fig. 8), of low 
scorers on the allusive thinking factor suggests 
that they have more ability to delay penile 
volume increase until the onset of the female 
sequence than do high scorers. Since the condi- 
tioned stimuli were not presented alone after 
learning trials, the role of inhibition of delay in 
producing conditioned response decrement in 
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late trials cannot be exactly defined from the 
results of the present study. 

The finding that high scorers on the allusive 
thinking factor showed significantly less ability 
than low scorers to suppress irrelevant galvanic 
skin responses to unreinforced tones in the 
aversive procedure is in accordance with 
prediction. 

Since habituation, that is the ability to inhibit 
responses to repeated identical stimuli, is a 
manifestation of internal inhibition, allusive 
thinkers would be expected to show less habitua- 
tion than non-allusive thinkers. The finding that 
allusive thinkers showed significantly less habi- 
tuation of both penile and galvanic skin 
responses to electric shocks than non-allusive 
thinkers lends further support to the conclusion 
that allusive thinking is associated with weak 
internal inhibition. 

McConaghy and Clancy (1968) found that 
high and low scorers on the object sorting test 
did not differ in their university examination 
results. The findings of the present study also 
suggest that allusive thinking is not associated 
with inferior academic performance. 


CONCLUSIONS 


The basic theoretical proposition underlying 
the present study is that allusive thinking results 
from a weakness of internal inhibition which 
allows irrelevant aspects of concepts to be 
activated. Lovibond has predicted that this 
weakness of internal inhibition should also be 
observable in conditioning performance. He 
assumed that the strength of internal inhibition 
was positively related to the strength of cortical 
excitation. He therefore predicted that allusive 
thinkers would show a slow rate of conditioning 
(reflecting a low level of cortical excitability) and 
slow habituation, the slow development of 
inhibition with reinforcement (or delay), and a 
relative inability to suppress irrelevant responses 
to an unreinforced stimulus (reflecting weakness 
of internal inhibition). The findings of the present 
study confirm all four of these predictions, and 
lend support to Lovibond’s hypothesis concern- 
ing the mechanisms of allusive thinking. 

Since schizophrenics, and to a lesser extent 
their parents, show allusive thinking, it seems 
likely that they also differ from non-allusive 
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thinkers in their pattern of forming conditioned 
responses. Further research using schizophrenic 
patients or their relatives may throw light on the 
possible existence of a basic inherited neuro- 
physiological characteristic, which is present in 
schizophrenic patients but which is also found 
in a sizeable minority of those whose psychiatric 
health is normal. Huxley ¢ al. (1964) have 
suggested that a genetically predisposing factor 
to schizophrenia may carry an advantage for its 
possessors. They argued that since such a genetic 
predisposition has obvious disadvantages in 
schizophrenia (such as reduction in fertility) it 
must also have advantages in non-schizophrenic 
relatives in order to account for the survival of 
the genes concerned. 

It may be that allusive thinking and the 
associated physiological correlates described in 
this paper are sometimes biologically useful and 
yet are also manifestations of a genetic predispo- 
sition to schizophrenia. Weak internal inhibition 
and the associated tendency to show relatively 
loose thought associations may, for example, be 
useful in creative work such as painting or 
writing. 


SUMMARY 


Sixty-two male student volunteers were 
assessed for loose or ‘allusive’ thinking using the 
object sorting test. Their conditioning perform- 
ance was evaluated, using an appetitive and 
an aversive conditioning procedure. It was 
found that allusive thinkers differed significantly 
from non-allusive thinkers in that they showed.a 
slower rate of conditioning, less inhibition of 
delay and less ability to suppress irrelevant 
responses. It is concluded that allusive thinking 
is associated with weakness of internal inhibition 
in classical conditioning. 
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Negators in Speech and Unconscious Denial: a ‘Refutation’ 


By GERALD SILVERMAN 


In a study by Hinchcliffe, Lancashire and 
Roberts (1971), results of verbal behaviour 
analysis are described which purport to show 
objective, quantified evidence of ‘psychological 
defence mechanisms’ in the speech of depressed 
patients. The method employed was based on 
earlier work by Weintraub and Aronson (1962, 
1964), involving the tape-recording of speech 
during interviews of both patients and controls. 
Analysis is made of both temporo-physical 
events (e.g. speech rate; pausing) and lexical 
and semantic content. Regarding the latter, 
particular emphasis was placed on frequency of 
*negators', defined as ‘not, never, nor, nothing’ 
(Hinchcliffe et al., 1971) and ‘АП negatives, 
e.g. “not”, “no”, “nothing”, "never"? (Wein- 
traub and Aronson, 1964). Such ‘negators’ are 
taken to indicate ‘denial’ in the psycho-analytic 
sense. Hinchcliffe et al. used a group of ten 
depressed in-patients and a control group of ten 
surgical in-patients ‘matched for age, sex and 
socio-economic position’, but sharply demarca- 
ted in terms of their scores on the Zung Self- 
Rating Scale for depression (Zung, 1965). 
They found a preponderance of ‘negators’ in 
the speech of the depressed group which was 
statistically highly significant (P < 0-005), 
comparing well with the findings of Weintraub 
and Aronson (P < o-o1). In a subsequent 
communication (Silverman, 1971), the present 
author expressed doubt as to the validity of the 
inference that ‘negators’ do indicate ‘denial’ in 
depressed patients, and suggested an alternative 
experiment of which this is a report. 


HYPOTHESIS 
It was conjectured that the preponderance of 
‘negators’ found by Hinchcliffe et al. might be 
adequately explained through linguistic theory 
alone, and that any unconscious dental operating 
in depressed subjects is not causally linked with 
this phenomenon. Patients who are depressed 


git 


have rarely been so during the development of 
their individual language habits or speech 
repertoires, depression and the expression of it 
not being usually the norm. Patients themselves 
are generally aware of this. Words associated 
with normal mood might well be expected, a 
priori, to be commoner than those expressing 
depression, i.e. their opposites, and it is probably 
simpler to negate a common word than to search 
for an autonym with a lower word frequency. 
Moreover ‘word searching’ is often impaired in 
depression. It would seem then that an experi- 
ment involving the choice between supplied 
statements, with and without ‘negators’, with 
respect to preference for expression, would be 
applicable to test this general hypothesis. 


METHOD 


A questionnaire was constructed of 12 pairs of 
statements touching upon symptoms of de- 
pression. For each pair the statements were so 
chosen that the meanings of the two were as 
nearly identical as possible, but one of each pair 
contained a ‘negator’ while the other did not. 
Further, each pair was followed by numbers, 
I, 2, 3 and 4, which were headed as ‘Not True, 
Partly True, Mostly True, Very True’. The full 
set is given in the Appendix. Instructions to 
subjects were as follows: 


"This is a questionnaire . . . intended to tell me a 
little bit about the way patients use words. . .. Each 
pair of statements says almost the same thing but 
there is just a shade of difference between them. For 
each pair choose the statement which best expresses 
for you the general meaning of that pair (that is, the 
expression you would probably use if making this 
statement): indicate for each pair your choice by 
ticking either (A) or (B). After you have done this 
then tick the degree to which you feel that the pair of 
statements as a whole applies to you in each case, 
by ticking the appropriate number 1, 2, 3 or 4. Even 
when you feel this is difficult try your best to choose 
one or other of the statements in each pair.' 


- 
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All subjects were also asked to complete a 
copy of the Wakefield Self-Assessment De- 
pression Inventory (Snaith, Ahmed, Mehta and 
Hamilton, 1971). The latter is essentially a 
shortened version of the Zung scale. The 
subjects were a group of psychiatric in-patients 
diagnosed as suffering from depressive illness 
without organic or other psychotic features and a 
control group of venereology out-patients. 


SUBJEGTS 

A total of 17 depressed patients successfully 
completed the questionnaire and obtained scores 
on the Wakefield Self-Assessment Depression 
Inventory (W.D.L) in the range 17-33 (mean 
25:4, S.D. 4:37). The mean age of the de- 
pressed patients was 26:8 years (S.D. 8:6 
years). Of the venereology patients an overall 
total of 51 successfully completed the study, 
and these fell into two main groups; 37 scored 
below the recommended cut-off point of 15/16 
(Snaith ef al., 1971) and 14 scored above this. 
These groups will be referred to as the V.D. 
(N.D.) and the V.D. (D) groups respectively, 
though it must be stressed that the high scores 
in the second group were in no way taken 
necessarily to imply that the subjects in that 
group were clinically depressed. It was decided 
however, only to use the V.D. (N.D.) group as 
the true control group. The scores on the W.D.I. 
for the two venereology patients groups were, 
V.D. (N.D.), range 0-15 (mean 9:02, S.D. 4-21) 
and V.D. (D) range 17-27 (mean 21:64, S.D. 
3:29). The mean ages of the two groups were 
V.D. (N.D.) 24:2 years (S.D. 6:9) and V.D. (D), 
23:6 years (S.D. 5:6). The differences between 
these two groups' ages is not significant but that 
between the patients and the V.D. (N.D.) 
controls is statistically significant (t — 2-22, 
d.f. 52, P < 0-05). 


RrsuLTS 

Except for a small minority, all subjects found 
the questionnaire easy to complete, encountering 
unpredictably little difficulty in feeling which 
of the alternative statements were appropriate 
for them. The problem they were confronted 
with was thus relatively unambiguous and the 
choices decisive. 
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All but the first two pairs of statements 
showed a very even balance over the whole 
subject population for their alternatives. For 
pair (1), 54/68 and for pair (2), 63/68 subjects 
chose the alternative with the ‘negator. For 
pair (11) only the depressed subjects showed an 
extreme disproportion of choice, but for the 
alternative without the ‘negator’. 

The preference, for statements containing 
‘negators’, for each of the 12 pairs, was first 
compared between the depressed patient group 
and the V.D. (N.D.) controls by constructing 
twelve 2 X 2 contingency tables. Reference to 
the hypergeometrical distribution for the Sig- 
nificance Limits for the Fourfold Table Test 
(Documenta Geigy, 1970) showed that in no case 
could the hypothesis be rejected that there was 
no difference between the depressed and the 
control groups (P always > 0:20, two-tailed). 
Similarly there was no statistically significant 
difference between the V.D. (D) and the V.D. 
(N.D.) groups, when compared in the same way. 
For all the twelve pairs of statements the 37 
controls chose a grand total of 244 containing 
‘negators’ out of a maximum of 444, 59:0 per 
cent; the depressed subjects chose 109 out of a 
possible 204, 53-4 per cent. The difference is not 
significant y? = 1°53, d.£1, P > 0:20. 

The preference for statements was then com- 
pared with the ratings (1-4) given by the 
subjects in the depressed and control groups. 
This was done by first obtaining the total score 
for each of the statements in a pair, and then 
adjusting the score of the less preferred statement 
so as to be algebraically comparable with the 
other score. Assuming that the chance of one 
statement being chosen preferentially over the 
other is unrelated to the score, then the adjusted 
pairs of scores should be about equal. This in 
fact was the case and was confirmed by reference 
to the Binomial Test. 

Finally, the pattern of preferences was compared. 
between the depressed patient group and the 
control group by calculating the rank order 
correlation between the two groups for numbers 
of subjects choosing the ‘negator’ statement in 
each of the twelve pairs. The correlation was 
high, rho = 0:79 (N, 12, Р < o-or). This 
indicates that depressed patients and non- 
depressed controls show no essential difference 
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between their preference behaviours regarding 
‘negators’ in the supplied statements. 


DISCUSSION 


The present study supports the view that 
depressive illness is not associated with a parti- 
cular verbal penchant for ‘negators’ in expressing 
feelings about depressive symptoms. The find- 
ings of Hinchcliffe et al., of an abundance of 
‘negators’ in spontaneous speech might be the 
result of a number of factors which have not 
been adequately controlled for in their experi- 
ment: e.g. previous treatments; length of stay 
in hospital; ethnical differences; verbal condi- 
tioning during the initial interview and the 
subsequent monologue. Regarding the latter 
(which can be a very potent variable) their 
statement, ‘the experimenter . . . took good care 
to avoid verbal and non-verbal cues! is hardly 
reassuring. À more serious overall criticism of 
their study is that even if such variables had 
been controlled for there is an intrinsic logical 
flaw in thus connecting the denial of psycho- 
dynamics with negating as observed in objective 
linguistic terms. 1t is true that the original 
American workers did evince some unease 
about this in their earliest paper; “Denial is not 
always phrased in the negative, of course, 
whereas by definition negation is.’ (Weintraub 
and Aronson, 1962.) Just as there are explana- 
tory models for psychodynamic phenomena, 
there are also specialized models of verbal 
behaviour, both being heuristically valuable in 
their own spheres; it is jumping from one 
model to a very different one via a dubious 
synonym (negation == denial) that is so dan- 
gerous. With the not unwelcome increasing 
interest in psycholinguistics among psychiatrists, 
such fundamental dangers need underlining. 


SUMMARY 

A group of depressed patients and a group of 
non-depressed control patients were asked to 
choose between two statements in each of 
twelve pairs, one statement phrased with a 
*negator' and the other not. The criterion for 
choice was which of the pair of statements best 
expressed the general sense of the pair for the 
individual subject. For each pair, the sense of 
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the two statements was virtually the same. The 
subjects also indicated the extent they felt the 
statement was true for them for each pair. A 
statistical analysis of the data showed no pre- 
ference for ‘negators’ in the depressed group 
over the control group. The results cast doubt on 
inferences drawn by other authors concerning 
an excess of ‘negators’ in the speech of depressed 
patients and their causal connection with the 
psychodynamic process of denial. 
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APPENDIX 

I. I feel sadder than usual (A); I don't feel as happy as 
usual (B). 

2. I don’t sleep as well as usual (A); I sleep more poorly 

3. I feel less interested in things than usual (A); I feel I 
am not as interested in things as usual (B). 

4. I find it difficult to look cheerful (A); I find it isn't easy 
to look cheerful (B). 
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5. I often don’t feel at case in company (A); I often feel g. I find I haven’t as much energy as usual (A); I find I 


ill at ease in company (B). am more tired than usual (B). 

6. I feel that I do need sleeping tablets at night (A); I feel то. I feel near to tears most of the time (A); I never feel 
that I can’t do without sleeping tablets at night (B). far from tears (B). 

т. I don’t have as much appetite as usual (A); I have less — 11. I am finding it hard to concentrate on things (A); I am 
of an appetite than usual (B). not finding it easy to concentrate on things (B). 

8. I feel less cheerful than I used to (A); I don’t feel as та. I don’t feel as calm as usual (A); I feel more restless 
cheerful as I used to (B). than usual (B). 
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Physique, Personality and Mental Illness in the 
Southern Chinese 


By K. SINGER, P. T. CHANG and G. L. K. HSU 


INTRODUCTION 


Studies on the relationship between physical 
constitution, personality and mental illness have 
been mostly confined to the Caucasian race. 
There has been no investigation, to our know- 
ledge, of Oriental subjects, though a number of 
investigations of body type, composition and 
physiological functions without relation to 
mental aspects have been carried out on them. 
It is clearly important that work in this field 
should be extended to include subjects of 
different racial composition and socio-cultural 
background. The intercorrelations found be- 
tween physical and mental characteristics in 
Caucasians may not apply to others. 

The purpose of this study was to assess the 
relationship between body build, personality 
and type of mental illness in the Southern 
Chinese. In the case of schizophrenia, we wished 
also to assess the relationship between body 
build and form of iliness, age of onset and 


prognosis. 
SUBJECTS AND METHODS 


All subjects were male Southern Chinese 
(who appear to be different in morphological 
characteristics from Northern Chinese). Birth in 
Southern China extended back three genera- 
tions. There were 411 schizophrenics (mean age 
34:1 years, S.D. 8:8), 81 neurotics (mean age 
35:3 years, S.D. 10:3), 42 affectives (mean age 
35:2 years, S.D. 10:7) and 180 controls (mean 
age 34:7 years, S.D. 8:8). Socio-economic 
status was assessed by dividing the subjects into 
five social classes in accordance with the 
Registrar General's classification. For statistical 
purposes classes I-III and IV and V were 
combined. The proportion of social classes I-III 
subjects in each diagnostic group was as follows: 
controls, 22 +4 per cent; schizophrenics, 19:8 per 
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cent; affectives, 46-1 per cent. Subjects were 
randomly selected so that the groups matched 
one another for mean age and socio-economic 
status ('t-test, P > 0-05). 

Diagnosis was in accordance with the Glossary 
of Mental Disorders (4) based on the International 
Statistical Classification of Diseases, Injuries and 
Causes of Death, 1965. All cases selected had had 
their diagnosis made independently by two 
psychiatrists some time before knowledge that 
the study was to be carried out. Atypical cases 
were excluded. For purposes of comparison, 
schizophrenics were divided into long-stay— 
those with a total period in hospital of over one 
year, and short-stay—those with a shorter total 
period. They were also divided into early-onset 
—those whose onset was at 25 years of age or 
before, and late-onset—in whom onset was after. 
A quarter of the affective disorders were manic 
and the rest depressive. 

The controls were volunteers from hospital 
and factory staff. Compared with the general 
population, they were over-represented in the 
lower social classes. 

Anthropometric technique followed Hrdlicka 
(5). Measurements included the following 
traits: stature, body weight, bi-acromial dia- 
meter (BAD), transverse chest diameter (TCD) 
and bi-iliac diameter (BID). The Body-size 
Index (BSI),* Rees-Eysenck Index (REI)f and 
the Androgyny Score] were calculated. 


* rActual stature (cm.) — Mean stature 
[^T X 10 4- | : 
S.D. of stature 
x Actual TCD (cm.) — Mean TCD 
| х 10 + | 
S.D. of TCD 


T Stature (cm.) х тоо 


TOD (cm.) x 6 
f BAD (cm.) x з — BID (cm.) 
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Results were assessed in terms of the following 
factors which are thought to account for most of 
the variability in body build. 1. Body size, as 
shown by the BSI. 2. Linearity, as shown by the 
REI and to a lesser extent the body breadth 
measurements (TCD, BAD, BID). 3. Andro- 
gyny, as shown by the Androgyny Score. 

Willoughby’s Personality Schedule (16) was 
used as a test for neuroticism. It consists of a 
questionnaire with 25 items, each of which 
is scored on a 5-point scale in which o is negative 
and 1 to 4 are positive in increasing degrees. 

For calculation of statistical significance the 
‘t-test was used and a p value of < 0:05 was 
regarded as indicating a significant difference. 

The measurements were carried out by one 
of us (Р.Т.С.). 


RESULTS 


(1) PERSONALITY 

Willoughby scores were obtained in the 180 
controls. The group was divided into those with 
low neuroticism (score < 15), moderate 
neuroticism (score 16-30) and high neuroticism 
(score > 30) (Table I). 

1. Body size. There was a consistent trend for 
neuroticism to be negatively correlated with this, 
the difference reaching significance when high 
and low neuroticism sub-groups were compared 
(p « o-02). 2. Linearity. There was a trend for 
neuroticism to be positively correlated with this. 
Some of the differences in body breadth dimen- 
sions reached significant levels (TCD and BID) 
but iinearity as indicated by the REI did not 
do so. 3. Androgyny. T'he differences were not 
significant. 


(2) PSYCHIATRIC DISORDERS 
Schizophrenics vs controls (Table II) 

1. Body size. Schizophrenics were significantly 
smaller (P < o:oor). 2. Linearity. Schizo- 
phrenics were consistently more linear, with a 
significantly higher REI (P < о:01) and a 
tendency to have smaller body breadth dimen- 
sions. 3. Androgyny. The difference was not 


significant. 


Affectives vs controls (Table IT) 
1. Body size. Affectives tended to be larger 
(Р < 0-10). 2. Linearity. Affectives had higher 
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REI but not significantly so. They had signifi- 
cantly larger body breadth dimensions (BAD: 
P < 0:05; BID: P < 0:05). On balance there 
was probably insufficient evidence that affectives 
were more pyknic. 3. Androgyny. Affectives 
were significantly more androgynous (P < 0:02). 


Neurotics vs controls (Table II) 

1. Body size. Neurotics were significantly 
smaller (P < 0:05). 2. Linearity. As measured 
by the REI neurotics were significantly more 
linear (P < 0-001). Significant differences were 
also obtained in the body breadth dimensions 
but the direction of the trends was inconsistent. 
On balance neurotics appeared more linear. 
3. Androgyny. The difference was not significant. 


Schizophrentes 05 affectives (‘Table П) 

1. Body size. This was significantly larger in 
affectives (P < o-oor). 2. Linearity. Affectives 
tended to be less linear, as indicated by the 
REI but were not significantly so. They were 
significantly larger in all body breadth dimen- 
sions (BAD: P < 0-001; TOD: P < 0-01; BID: 
P < o-oor). They were therefore consistently 
more pyknic than schizophrenics. 3. Androgyny. 
The difference was not significant. 


Schizophrenics vs neurotics (Table IT) 

1. Body size. The difference was not signifi- 
cant. 2. Linearity. The two did not differ 
significantly in the REI. Neurotics had signi- 
ficantly larger BAD (Р < 0:05) and BID 
(P < 0:05). On balance schizophrenics 


appeared more linear. 3. Androgyny. The 
difference was not significant. 


Affectives vs neurotics (Table IT) 

1. Body size. Affectives were larger (P < 
0-02), 2. Linearity. Affectives consistently 
tended to be less linear but the differences were 
not significant in the REI or body breadth 
dimensions, with the exception of the TCD 
(P < 0-02). 3. Androgyny. The difference was 


not significant. 


Paranoid vs non-paranoid schizophrenics 

Diagnosis of the paranoid type of schizo- 
phrenia was based on interpretation of the 
Glossary of Mental Disorders (4). Non-paranoid 
schizophrenics embraced all other types of 
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Tanz I 
Relation between neuroticism and physique 
\ Low Moderate High 
neuroticism neuroticism neuroticism Significant 
Variate N = 75 N17] № = 71 Trend differences 
pau TE DE (t-test) 
Mean S.D. Mean S.D. Mean S.D. 
Stature (cm.) 164°6 5'2 164:3 5'2 1623 5:8 Low > Moderate > High Low > Hish! 
ribi д, (kg) 57:8 8:4 56:6 8:1 54°9 7:3 Low > Moderate > High N.S. 
i-acromi 
diameter (cm) 35:5 1:7 35:5 1:4 35'0 2'r Low Moderate > High N.S. 
Transverse chest 
diameter (cm.) 27:3 1:6 26:9 1:6 26:5 1:5 Low > Moderate > High Low > High! 
Bi-iliacdiameter 25:6 1:6 25:0 1:3 24:9 1:4 Low > Moderate > High Low > High! 
(cm.) Low > Moderate! 
Body size index 2674°6 832:9 2520-6 755:6 2259°7 813:6 Low > Moderate > High Low > High? 
Rees-Eysenck 
Index 100° 6:9 тог9 6:5 102:4 5:4 High > Moderate > Low N.S. 
Androgyny score 81-0 4:6 81:6 4:0 79°9 5:6 Moderate > Low > High N.S. 
1P < 0:05; * P < 0:02. 
TABLE П 
Comparison between control, schizophrenic, neurotic and affective groups 
Control  Schiz. Affect. Neurot. 
N = 180 М-ди N=38 N=77 Significant 
Variate Trend differences 
Mean & Mean & Mean & Mean & (‘t?-test) 
S.D. S.D. S.D. S.D. 
Stature (cm.) 164-0 162:6 166:1 164:2 Affect. > Neurot. > Control > Schiz. Affect. > Schiz.s 
+5°4 +6:0 +72 +6'0 Affect. > Control: 
Neurot. > Schiz.! 
Control > Schiz.+ 
Body weight (kg.) 56:5 53:6 58:4 55:6 Affect. > Control > Neurot. > Schiz. Affect. > Schiz.s 
+8-0 775 +9°7 +6-9 Control > Schiz.s 
Neurot. > Schiz.: 
Bi-acromial 35:4 35:4 36:5 35:9 Affect. > Neurot. > Control > Schiz. Affect. > Schiz.s 
diameter (cm.) +18 +1°9 41-6 +2°0 Affect. > Controls 


Transverse chest 27:0 26:4 27:1 


Neurot. > Schiz.: 
Neurot. > Control: 


26:9 Affect. > Control > Schiz. > Neurot. Affect. > Neurot.+ 


diameter (cm.) 41:6 +1°6 41:8 +1°8 Affect. > Schiz.s 
Control > Neurot.+ 
Control > Schiz.: 
Ві-Шас diameter — 25:9 24:8 26:5 26:0 Affect. > Neurot. > Control > Schiz, Affect. > Schiz.s 
(cm.) +16 42:0 +2:2 +14 Affect. > Controls 
Neurot. > Schiz.s 
Neurot. > Controls 
Control > Schiz.: 
Body size index 2531:2  2225:1 2757-8 2337'1 Affect. > Control > Neurot. > Schiz. Affect. > Schiz.s 
d807:4 +791'0 41003-4 +7642 Affect. > Neurot.: 
Control > Schiz.s 
Control > Neurot.: 
Rees-Eysenck 101*5 103 102:3 104° 4 Neurot. > Schiz. > Affect. > Control Neurot. > Controls 
index x5 46-1 +7°6 +7: Schiz. > Controls 
Androgyny score 81:0 ~ 81-4 82-9 81. id Affect. > Neurot. > Schiz. > Control Affect. > Control: 
М +47 %54 +472 +6-o0 


1р <0-:05;7P < 0:029; 35 P < 0:01; * P < 0:005; 5 P < 0:001. 
Schiz. = schizophrenic; Affect. = affective and Neurot. = neurotic groups. 
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schizophrenia. There were 127 paranoid (mean 
age 34-2 years, S.D. 9:8) and 284 non-paranoid 
(mean аре 34. 1 years, S.D. 10:8) schizophrenics. 
The proportion of social classes I-III subjects in 
each diagnostic group was as follows: paranoid 
schizophrenics, 9:3 per cent; non-paranoid, 
20:1 per cent. The two sub-groups did not 
differ in mean age and socio-economic status 
(t-test). 

1. Body size. The difference was not signifi- 
cant. 2. Linearity. Differences were not signi- 
ficant in the REI or body breadth dimensions, 
except for the BID which was larger in paranoid 
schizophrenics (P < 0-001). There was there- 
fore insufficient evidence that paranoid schizo- 
phrenics were more pyknic. 3. Androgyny. The 
difference was not significant.* 


Early vs late onset schizophrenics 

Fifty subjects of early and 50 of late onset as 
defined were randomly selected so that these 
sub-groups matched for mean age and socio- 
economic status (‘t’-test). The mean age of 
onset in the former was 21 years (S.D. 3:5) and 
in the latter 29:6 (S.D. 3:7) (t-test, Р < 
0-001). 

т. Body size. Early onset schizophrenics had 
significantly smaller body size (P < 0-05). 
2. Linearity. Early onset schizophrenics were 
consistently more linear but the differences did 
not reach significance level. 3. Androgyny. The 
difference was not significant.* 


Short-stay vs long-stay schizophrentes 

Fifty subjects were randomly selected for each 
of these sub-groups so that they matched for 
mean age and socio-economic status (‘t’-test). 

1. Body size. The difference was not signifi- 
cant. 2. Linearity. Differences were not signi- 
ficant in the REI or body breadth dimensions, 
except for the BAD which was larger in short- 
stay schizophrenics (P < о'оот). The differences 
reached significance level in only the BID (P < 
0-001). On balance therefore the two did not 
differ in linearity. 3. Androgyny. The difference 
was not significant.* 


* Statistical details are available to correspondents on 
request. 
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Discussion 


The following of our findings are in agreement 
with those generally obtained from Caucasian 
populations. 1. Neuroticism. A negative correla- 
tion with body size (12, 15) and a positive 
correlation with linearity (15). 2. Schizophrenia. 
A negative correlation with body size (1) and a 
positive correlation with linearity (1). Schizo- 
phrenics with an earlier age of onset were also 
found to have smaller body size and more 
linearity (13). Schizophrenics were smaller and 
more linear than affectives. (It is noted that the 
relation of schizophrenia to one or more types of 
body build is still controversial ‘except for a 
general agreement that it is unusual in persons 
of typical pyknic build’ (7)). 3. Affective dis- 
order. A tendency for a positive correlation with 
body size (13). 4. Neurosis. A positive correla- 
tion with linearity (12) and a negative correla- 
tion with body size (12). Neurotics also tended 
to be more linear than affectives. 

Our findings failed to support the following 
obtained elsewhere. 1. A negative correlation 
between affective disorder and linearity (19). 
2. Differences in body build in terms of the 
measurements and indices used between para- 
noid and other type schizophrenics. There is 
lack of agreement on this however as earlier 
findings indicated that paranoid schizophrenics 
had larger body size (3, 8) and were less linear 
(3, 8), while a recent study (6) did not confirm 
this. 3. A relationship between androgyny and 
neuroticism (14, 15) and androgyny and type of 
mental disorder (14). Recent studies however 
(6, 10) have failed to confirm a relationship 
between schizophrenia and androgyny. 

'The measurement or index which significantly 
differentiated the groups and sub-groups most 
frequently was the BID (8 out of 12 comparisons) 
and that which did so the least frequently the 
Androgyny Score (1 out of 12 comparisons). 


SUMMARY 


A number of anthropometric measurements 
were made in Southern Chinese subjects. 
These were 411 schizophrenics, 42 affectives, 
81 neurotics and 180 normal controls. All 
groups and sub-groups compared were matched 
for mean age and socio-economic status. The 
findings are in agreement with most of the 
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intercorrelations generally found between body 
build, personality and type of mental illness in 
Caucasians. 
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Physical Illness in Psychiatric Hospital Patients in Jamaica 


By AGGREY W. BURKE 


The present study describes certain charac- 
teristics of an in-patient population of newly- 
admitted patients at the only psychiatric 
hospital (approximately 3,000 beds) serving the 
two million inhabitants of Jamaica. 

The study was carried out during the seven- 
month period January to July 1971. All the 202 
cases investigated and treated by the author on 
one open mixed admission unit of 70 beds (45 
male and 25 female) were included. Two cases 
were re-admitted during the period and have 
each been counted once only. The total number 
of patients in the study was therefore 200. 

The sample was unselected, and represents 
13:6 per cent of the 976 (63:3 per cent) males 


and 565 (36:7 per cent) females admitted to the 


hospital over that period. Table I shows the 
distribution by sex and diagnosis. 











Taare I 
Diagnosis and sex distribution 
Diagnosis Males Females Total 
Schizophrenia .. go ` 33 123 
Affective disorder I8 22 35 
Acute organic руш 13 4 17 
Dementia s IO 6 16 
Other .. es PE 3 6 9 
Total 129 71 200 


Eighty-six patients (43 per cent) were found 
to have significant physical pathology. Tables 
II and III shows the distribution of the major 
disorders. 

Epilepsy was confirmed in all but one of the 
above patients, and of these seven had temporal 
lobe epilepsy. Two other. patients (cases 7 and 
8) also had epilepsy, making a total incidence of 
7 per cent (14 cases). 


Taste II 


Distribution of physical condition with sex 


Female Total 
4 12 
IO 18 
3 4 
20 52 
37 86 


Physical 
diag nosis 


Hypertension 

Alzheimer's 
disease 

Hypertension 

Infected leg 
ulcers 

Atrial fibrillation 


Urinary infection 
Schilder's disease 


Cerebral palsy 
Encephalitis 


Pulmonary 
tuberculosis 

Deep vein 
thrombosis 

Rheumatic heart 


disease 
Inguinal hernia 
Duodenal ulcer 


Contact 
dermatitis 

Gonorrhoea 

Head injury 


Physical condition Male 
Epilepsy 8 
Miscellaneous (Table ш) 8 
Anaemia I 
Syphilis . 32 

Total 49 
Tase ПІ 
Physical diagnosis and psychiatric diagnosis in 18 patients 
Case Psychiatric 
No. Sex Age diagnosis 
1. Е. 62 Depression 
2. F. 58 Dementia 
3. F. 58 Depression 
4. F. 56 Agitated 
depression 

5. F. 45 Depressive 

reaction 

6. F. 31 Depression 

7. M. 29 Acute organic 

psychosis 

8. M. 23 Acute organic 

psychosis 
9. M. 19 Acute organic 
psychosis 
10. F. 19 Hypomania 
п. Е. 69 Schizophrenia 
12. M. 32 Schizophrenia 
13. M. 26 Schizophrenia 
14. M. 72 Acute alcoholic 
psychosis 
15. F. 33 Schizophrenia 
16. Е. з: Hypomania 
17. M. 28 Acute alcoholic 
psychosis 
18. M. 24 Schizophrenia 


Gonorrhoea 
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Of the 52 patients with syphilis several had 
other pathologies (e.g. diabetes, duodenal ulcer, 
leg ulcer, dermatitis, anaemia). Among these 
patients there was definite evidence of central 
nervous system involvement in 17 (Burke, 1972). 

A high referral rate was found (see also Davies, 
1964). Thus, 17 patients were referred to 
specialists in other hospitals and g others had 
to be transferred to a sick ward. 

Physical disorder was significantly associated 
with admission to the hospital for the first time. 
In addition associations found with sex (female), 
age (above 35) and diagnosis (organic) were in 
agreement with findings of Maguire and 
Granville-Grossman (1968) 

The findings in this study confirm the close 
association between psychiatric illness and 
physical disorder found in various facilities 
(Culpan et al., 1960; Eastwood et al., 1970). It 


shows the need for closer co-operation between 
the specialists. 


AGKNOWLEDGEMENTS 


I am grateful to the nursing staff of the Bellevue Hospital 
for their interest and assistance. 


REFERENCES 

Вовке, А. W. (1972). ‘Syphilis in Jamaica—a review of 
52 psychiatric cases. For publication. 

CurPAN, R. H., Davies, B. M., and Орремним, А. N. 
(1960). ‘Incidence of psychiatric illness among 
hospital out-patients.’ British Medical Journal, i, 
855-7. 

Davies, D. W. (1954). “General medical problems in a 
psychiatric hospital.’ Lancet, i, 545-8. 

Easrwoop, M. R., Мічрнлм, R. H. S., and TENNENT, 
T. G. (1970). "The physical status of psychiatric 
emergencies.’ British Journal of Psychiatry, 116, 545-50. 

Macume, G. P., and GgANvILLE-GROSSMAN, K. L. (1968). 
‘Physical illness in psychiatric patients.’ British 
Journal of Psychiatry, 115, 1365-9. 


Aggrey W. Burke, B.Sc., M.B., Ch.B., D.P.M., then Medical Officer, The Bellvue Hospital, Jamaica; now 
Assistant Psychiatrist, Hill End Hospital, St. Albans, Herts. Е 


(Received 26 October 1971) 


Brit. J. Psychiat. (1972), 121, 323-6 


The Psychiatric Ward in a Children’s Hospital 


A Review of the first Two Years 


By P. E. COPUS and W. LUMSDEN WALKER 


The history of in-patient units for the psychi- 
atric treatment of children in the United King- 
dom is largely confined to recent years. Their 
number is now slowly expanding, and there are 
approximately 60 in-patient psychiatric units for 
children and adolescents (R.M.P.A. 1970; 
Department of Health and Social Security, 
1970). 

The provision of day treatment centres is 
even more recent, and can be regarded as still 
in its infancy. There are probably only two such 
centres in the United Kingdom, though another 
17 units cater for both in-patients and day- 
patients. 

This paper describes the service in a paediatric 
teaching hospital providing combined in- 
patient and day-patient care in adapted 
premises. The object of admission may be either 
diagnostic assessment or short term (3 months) 
treatment. Day-patients may be accepted for 
longer-term treatment (of 6—9 months) but this 
is uncommon. 

The ward, with places for 12 children, is part 
of the Child Mental Health Services of the 
United Bristol Hospitals. The other major 
elment is the out-patient department in the 
same building. The ward is directly above the 
hospital telephone switchboard and the offices 
of the hospital secretary, and nursing admini- 
stration, and near the operating theatres and 
surgical wards. The problems resulting from this 
situation can be readily envisaged. However, 
with sympathy from colleagues, and especially 
support from senior nursing administration, 
we have found the situation possible, and it is 
felt that such problems of siting should not be 
seen as insuperable obstacles to the establish- 
ment of a children's psychiatric ward. On the 
credit side we have an outdoor adventure 
playground at the far end of the main corridor, 


and use the hospital's swimming pool weekly. 
The patients share the facilities of the hospital 
school which caters for all the hospital in- 
patients, but several of the teachers have shown 
a special interest in the needs of emotionally 
disturbed children, and undertaken remedial 
teaching pro es. 

For the individual child, nevertheless, a degree 
of compromise has to be accepted. The extent 
of this is decided by the group interaction of 
the children, the availability of staff, and the 
architecture of the unit. Ward group interaction 
is supplemented by occupational therapy (Barker 
and Muir, 1969), remedial teaching where appro- 
priate, and group or individual psychotherapy. 
Individual play therapy may make use of the out- 
patient play facilities. The Ward gives ample 
opportunity for spontaneity in group discussion, 
or for an individual interview as a ‘life-space 
interview', a term coined to describe the inter- 
vention by the therapist in a child's day-to-day 
problems, seizing the emotionally opportune 
moment to achieve insights (Chazin, 1969). 


STAFFING 


The establishment provides for one sister, two 
staff nurses and two state-enrolled nurses. In 
addition, between two and four nurses in 
training are attached to the Ward in rotation. 
Whenever possible a Nursery Nurse fills one of 
the S.E.N. posts. The patient/staff ratio works 
out on average to just under 1 : 1. 

Four consultants have direct access to the 
in-patient and day-patient places. They also 
have extensive out-patient commitments and 
medical undergraduate teaching responsibilities, 
for which the ward situation has proved in- 
valuable. 

A Senior Registrar is reponsible for the day-to- 
day running of the Ward. He also co-ordinates 
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admissions and organizes the weekly case 
discussions, These are essential for effective 
programming, and are attended in addition to 
the staff mentioned, by the psychiatric social 
workers concerned with the families of children 
on the ward, and also by occupational therapists. 
Weekly seminars for the nurses and daily 
conferences between ward sister and registrar 
have been found to be essential. 


ANALYSIS OF ADMISSIONS 

















Table I above shows the number of admissions 
made over the two years broken down into sexes. 
The figures under Total admissions include re- 
admissions. The duration of stay of in-patients 
.was shortened by the facility to 'graduate' 
children to day-patient care. 

Table II shows the origin of the new referrals 
each year. ‘Others’ includes School Medical 
Officers and Social Service Department Medical 
Advisers. The proportion contributed by paedia- 
tricians declined in the second year, but was 























Тавів I compensated for by a rise in the number referred 
Details of admissions by Child Guidance Clinics. 
The diagnostic classification used in Table III 
1968-69 1969-70 Overall that suggested for trial use by the World 
Health Organization working par Rutter 
M F M F ganiz ne party 
et al., 1969). Only the major headings of each 
Total admissions diagnostic grouping are shown in the tables. 
In patients 36 27 18 23 104 Our records also showed: 
Day patients 19 19 40 16 — 94 1. Paediatric referrals contained a pre- 
таве жа я a yrs. De ун. ponderance of neurotic disorders and adjust- 
Di рай 9.8 Ba B 3 ни a 9-4 о a sex ratio was nearly uniform 
Durationofstay days days days d da о. DOYS 2 ае NEN 
арм n mM m ae ed 9510 2. General Practitioner referrals showed 
neurotic disorders and developmental disorders 
Tase II 
Source of referrals 
Child guidance 
Paediatricians G.P's clinics Others 
1968-69 29 40% 23 319% 15 219% 6 8% 
1969-70 16 26% 22 3576 19 3076 6 976 
Total .. 45 33% 45 33% 94 25% 12 9% 
Tase ITI 
Diagnosis of new referrals 
1968-69 1969-70 
New referrals _————— MM Overall 
In patients Day patients In patients Day patients 
0.0 Normal variation о о І 4 5 4% 
1.0 Adaptation reaction .. 6 6 2 II 25 19% 
2.0 Developmental disorders 6 3 2 8 19 14% 
3.0 Conduct disorders .. II 3 5 10 29 21% 
4.0 Neurotic disorders 16 IO 6 6 38 28% 
5.0 Psychosis 2 ie 3 о I 2 6 4% 
6.0 Personality disorders . . 2 о І I 4 3% 
7.0 Psychosomatic disorders 1 4 о о 5 4% 
8.0 Other syndromes I I 2 I 5 4% 
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well represented, G.P.s referring over half of 
the total cases in the latter category (10 out of 
19). Boys were referred more often than girls 
(27 : 18). 

3. Child Guidance Clinics referrals contri- 
buted over half of the conduct disorders and 3 
of the 4 personality disorders. Twenty-nine boys 
but only 5 girls were referred, which far exceeds 
the usual C.G.C. ratio of 5 : 3 (Howells, 1967). 
Frequently the ward served as a temporary 
solution to social-family emergencies. This has 
been found to be an effective form of ‘crisis 
intervention’. In the second year there was a 
move from in-patient to day-patient manage- 
ment of such problems. 


Discussion 


Our understanding of what happens when a 
child is removed from its home is still only 
sketchy, and published descriptions are few 
. (Veiga, 1964; Rogers, 1967). Changes in the 
child are well recognized, and may be utilized to 
therapeutic ends. What has received less atten- 
tion in the past is the nature of the changes 
occurring in the family unit left at home. 
Feelings of guilt and inadequacy may be 
aroused in the parents by a third party mana- 
ging their child better than they were able, and 
the resulting hostility will be projected on to 
those intervening. 

Radical alterations in family dynamics can 
be caused by the removal of a member who 
may have been functioning as the invalid, or the 
rejected scapegoat, or the medium for expression 
of other unconscious parental conflicts. Indeed, 
the child’s role in the family may not become 
apparent until separation has occurred. Admis- 
sion of the child to hospital can be a valuable 
diagnostic or therapeutic tool, but one which is 
very blunt and which must be used with circum- 
spection. Similarly, the environment to which 
the child must return when his stay comes to an 
end may by dynamically altered. Care must be 
taken that this environment is not worse than 
when he left it. This necessitates intensive case- 
work with the family while the child is being 
treated in hospital. Family members must be 
encouraged to visit frequently, and to become 
involved in what is happening to their child on 
the ward. Observation of parent/child inter- 
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action is both diagnostically valuable and of 
great therapeutic potential. 

In making our choice between in-, or day- 
patient care in individual cases, the following 
guide-lines are used: 

I. The degree of stress in the home and the 
extent to which this is modifiable by our 
intervention. 

2. The danger of total rejection of the child by 
the parents. 

3. Consideration of the possible outcome of 
changes in family dynamics following full-time 
removal of the child. 

4. The extent of the assessment required: 24 
hours observation per day is likely to be more 
informative than 7 hours. 

5. Logistical considerations—availability of 
beds, availability of transport, geographical 
distance of home from hospital, etc. 

: If the advisability of in-patient admission is in 
doubt, day-, or out-patient assessment may be 
arranged first. Wherever possible, the child is 
maintained at home at least part of the time, a 
manoeuvre used increasingly often but demand- 
ing a heavy social work commitment. Our 
existing social work establishment (3 whole time 
equivalent) is felt to be inadequate for this 
purpose, and may account for a relatively high 
re-admission rate. There is often continuing 
modification of family dynamics after discharge, 
since treatment may continue on an out-patient 
basis, with re-admission at times an essential 
part of maintaining therapy. 

The problems of obtaining nursing staff 
adequate in number and training will be well 
known to anyone running an in-patient unit. 
Training schemes for children’s psychiatric 
nurses are already under way (Ackcras et al., 
1968; Portsmouth Polytechnic, 1970), but are 
unlikely to provide sufficient numbers. Con- 
siderable stresses are placed on nurses working 
in a unit such as this. The rapid turnover of 
patients (mean duration 25:09 days) is a 
consequence of the use of the ward for ‘extended 
diagnostic observation’ since not all admissions 
are primarily for therapy. Therefore nurse/ 
patient relationships are being formed and 
broken frequently, which can be unrewarding 
and indeed, for the less experienced, distressing. 
This is especially so when a decision is made to 
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discharge, and continue therapy on an out- 
patient basis (a common event). The nurse is 
aware of the psychiatrist and social worker 
having continuing therapeutic contact. We were 
slow to recognize this, and the problem remains 
in part unresolved. The consequence of the 
effect of continuing nurse/patient involvement 
upon family dynamics is important. In addition, 
the concentration of a number of very disturbed 
children in a small space produces situations 
calling for great skill and patience. Regular and 
rapidly available support from senior medical 
staff is essential in such a situation. Care in 
admission of cases is essential, and one or two 
individuals (Senior Registrar and Ward. Sister 
in our case) must be allowed the final decision 
on suitability, especially when cases may be 
admitted by different consultants. 

With such problems, time is needed for 
informal and instructional group discussion 
with the nurses. They must be helped to feel free 
to voice their anxieties concerning their role. 
This is often not easy, as previous general 
training tends to discourage such attitudes. 
Also the doctor must be sensitively aware that 
the nurses’ own problems may be lighted by 
insights gained on the ward. 
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The Assessment of Cerebral Dominance with Unilateral ECT 


By R. T. C. PRATT and ELIZABETH K. WARRINGTON 


The growing adoption (1) of unilateral non- 
dominant ECT in place of the classical bilateral 
technique requires the accurate identification of the 
dominant hemisphere; the following simple method 
appears to be an improvement on those previously 
described (2) (3). 

Performance is compared after two successive 
treatments (on different days), one to each side of the 
head (fronto-mastoid placement—AC Transpsycon— 
dose 18 joules). At the time after the shock when the 
patient correctly answers the question, ‘What is your 
name?’ (indicating an early unmistakeable sign of 
ability to respond), he is asked the following four 
questions (each repeated once if necessary) : 

1. What is the thin grey dust which remains after 

something is burnt, like a cigarette? 
Answer: Ash. 

2. What is the hard outer case which protects 
animals like tortoises and snails? 
Answer: Shell. 

3. What do broadcasters speak into so that they 
can easily be heard? 
Answer: Microphone. 

4. What is the glass or polished surface into which 
one can look and see a reflection of oneself? 
Answer: Mirror. 

The number of correct answers obtained by each of 
55 patients all right-handed for writing, throwing and 
using a tool (44 fully right-handed according to the 
criteria of both Oldfield (4) and Annett (5), 9 having 
Oldfield scores of --80 or above, and 2 with scores of 
4- 68 and 4-40) is shown in Fig. 1. A score above the 


Correct answers 
after Right-sided 
treatment 
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Correct answers after 
Left-sided treatment 
Fic, 1.—Number of patients with correct answers (o to 4) 
after R-sided (vertical axis) and L-sided (horizontal axis) 
ECT (n = 55). 
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diagonal line of identity, i.e. more failures to answer 
correctly after left- than right-sided treatment, indi- 
cating language laterality on the left, was obtained by 
45 patients. A converse result by one patient (Oldfield 
score +90, Annett Group 1, with an ambidextrous 
half-brother) was confirmed on a second pair of 
treatments. 

The reasons for failure to achieve asymmetry on the 
first pair of treatments in g patients fell into three 
groups: 

1, Dementia. Three patients (aged 68, 78 and 85) 
with intellectual impairment failed to give any 
correct answer after treatment to either side. Asym- 
metry of response (with performance worse after 
treatment to the left side) followed the use of easier 
questions (e.g. What do you cut bread with?) on a 
subsequent pair of treatments. 

2. Initial dose in joules too low. Two patients answered 
all four questions correctly after treatment to each 
side; a larger dose on the subsequent pair of treatments 
gave asymmetry of response. 

3. Initial dose in joules too high. Four patients were 
confused and restless after treatment to each side, and 
did not give their name correctly until 10-20 minutes 
after the shock (mean time after right-sided treatment 
being 54 minutes and after left-sided treatment 84 
minutes). Lowering the dose on a subsequent pair of 
treatments gave asymmetry of response. 

These scores for the latter 6 patients are substituted 
for their initial scores in Fig. 2 (omitting the 3 elderly 
patients with dementia.) Asymmetry of response was 
therefore achieved in a series of 55 patients, in 46 on 
the first pair of treatments, in the remainder on a 
second pair of treatments either by adjusting the 
dose (range 7—50 joules) or by asking easier questions 





ота 3 4 
2.—As Fig. 1 with substituted scores (n = 52). 
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in the elderly patients with intellectual impairment. 

A frequency of crossed laterality was found in 1,8%, 
of series of right-handers after unilateral stroke (6). 
The occurrence of right hemisphere dominance in 
one patient in this series also indicates that assessment 
of language laterality is essential before a course of 
unilateral ECT can confidently be undertaken, even 
in right-handers. Naming from verbal description 
after unilateral ECT appears to be a reliable tech- 
nique for the assessment of language laterality. 
Results in a small series of left-handers will be 
presented elsewhere (7). 
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Synopses of Papers Awaiting Publication 


The Tattooed Male Patient. By N. L. Grrrizson 
and G. D. P. WALLEN. 


Of 513 consecutive male admissions to a general 
hospital 16 per cent were found to be tattooed. A 
detailed study was possible in 502 cases. The tattooed 
men were equally distributed between the specialties 
of general surgery, general medicine, orthopaedics 
and burns/plastic surgery. Compared with non- 
tattooed men, the tattooed men were three times more 
likely to give a history of criminal convictions, more 
than twice as likely to have tattooed family members 
and five times less likely to be members of a Christian 
Free Church. The instigation and execution of 
tattooing is a group activity first carried out at a 
mean age of 17:9 years, the forcarm being the most 
common site. . 

Within the tattooed group, the 54 per cent who 
had been tattooed on more than one occasion were 
more likely to have purposefully sought to be tattooed, 
though no less likely to regret it ultimately, and more 
likely to be tattooed on sites visible in normal 
clothing. 

'This physically il group of tattooed men was 
compared with a previously reported group of 
psychiatrically ill tattooed men from the same area. 
The latter showed a higher incidence of criminality 
and a more positive attitude to exhibiting their 
tattoos. The two groups were otherwise similar, and 
it was concluded that being tattooed is related to 
personality factors rather than to overt mental illness. 


Neville Leon Gittleson, M.A., D.M., M.R.C.Psych., 
Consultant Psychiatrist, 

Middlewood Hospital, 

Sheffield 6. 


"The Running Treatment’: A Preliminary 
Communication on a New Use for an Old 
Therapy (Physical Activity) in the Agora- 
phobic Syndrome. By A. Orwin. 

A new method of treating agoraphobia is described. 
The method was developed from Respiratory Relief 
treatment which had proved effective for specific 
phobias. 

The exact place in which anxiety developed in an 
environmental situation was first determined. Patients 
were made to reach that point breathless from 
running, and then made to walk onwards from there. 
When anxiety once more supervened they withdrew 


and were made to reach this new point again breath- 
less from running, and so on. A variant was to allow 
patients to run right through a previously delineated 
anxiety zone and to repeat this, gradually reducing 
the pace. 

Eight patients were successfully treated, with little 
need for a psychiatrist’s involvement in the treatment 
process, which was administered mainly by nursing 
staff. 


It appears that at a psychological level there was 
an inhibition of the anxiety response because of the 
ongoing autonomic activity caused by the vigorous 
exercise. From the point of view of emotion, an 
instinctive response, i.e. rapid movement, was utilized 
to dissipate panic feelings. Moreover, in a situation 
which was normally anxiety provoking, there was an 
internal excitation with a clearly perceptible external 
cause, which allowed it to be labelled at a cognitive 
level as a healthy and logical response. 

'The technique was simple and easily understood, 
and was used by nursing and social welfare staff, and 
even by relatives where appropriate. A longer series 
with controls is necessary to confirm the present 
results. 


Arnold Orwin, M.R.C.Psych., 
Consultant in Charge, 

Regional Behaviour Research. Unit, 
Hollymoor Clinic, Hollymoor Hospital, 
Northfield, Birmingham B31 5EX. 


Patterns of Delinquency in Drug Addiction. 
By Austam M. GORDON. 


A forensic study of 60 male patients from a London 
hospital drug clinic showed that 92 per cent held a 
court conviction. Forty-eight per cent had been 
convicted before drug use. After drug use, the 
incidence of larceny offenders was unaltered but the 
incidence of violent offenders increased. Drug users 
with no pre-drug convictions had experienced less 
early deprivation than drug users with pre-drug 
convictions but their patterns of post-drug offences 
only differed in there being a higher incidence of 
larceny in pre-drug offenders. All patients were 
multiple drug users. Seventy рег cent had used 
heroin. Heroin users differed from non-narcotic users 
in a higher incidence of larceny and an increasing 
incidence of violent offenders after drug use. Crimi- 
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nality and drug dependency emerged as a combined 

expression of deviancy in the clinic population. 

Alistair M. Gordon, M.B., СА.В., M.R.C.P., M.Phil., 
D.P.M., 

Senior Registrar in Psychological Medicine, 

Hammersmith Hospital, 

Du Cane Road, London, Wr2 OHS. 


Prognosis of Psychiatric Disorders in Young 
Norwegian Men. By Arne SUND. 

The study is a social-psychiatric and personal 
follow-up examination of 219 Norwegian young men 
suffering from psychiatric disorders. As his starting- 
point the author chose the reactions which mani- 
fested themselves during compulsory military service 
in peacetime (neuroses 52:7 per cent, psychopathy 
24:1 per cent, psychoses 16-3 per cent, other diag- 
nosis 6:9 per cent). The length of the observation 
period from the original examination to the personal 
follow-up investigation was on average 10:7 years. 
The author himself was able to undertake a personal 
follow-up examination of 98:5 per cent of those of 
the patients who were still alive and living in Norway. 
Supplementary information was collected from 
health records, the central criminal punishment 
register, the county registers of fines, the central 
psychoses register, family doctors, social institutions 
and hospitals. A control group of ror men (non- 
patients) who grew up in the same geographical area 
and belong to the same age group was examined by 
the same method. Statistical calculations are carried 
out by comparing the different diagnostic categories 
with one another, and in addition the neurotic 
patients are compared with the rest of the patients 
and with the controls. 

Arne Sund, M.D., 
Psychiatric Depariment, 
University of Oslo, 
Vinderen, Oslo 3, Norway. 


An Examination of Individual Susceptibility to 
the Influence of Aggressive Film Models. 
By Ввоміку Н. KwivETON and Gzorrrey M. 
STEPHENSON. 

An experiment is described which examines the 
suggestion that susceptibility to filmed models is an 
enduring individual characteristic. Children on two 
occasions at least four months apart were shown 
films portraying different aggressive acts, by different 
characters in different settings. There was a highly 
significant positive correlation between the imitative 
response to the two films. It was also shown that 
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increases in aggression occurred consistently over 
and above the initial tendency to behave in that way. 


Bromley H. Kniveton, B.A., Ph.D., 
Psychology Department, University of Nottingham, 
University Park, Nottingham, NG7 2RD. 


Brain Damage in Diabetes Mellitus. By R. N. 
Bate. 


The study was undertaken to determine the inci- 
dence of brain damage as judged by psychological 
testing in a group of patients with long-term insulin- 
dependent diabetes mellitus. A random group of 100 
insulin dependent diabetic patients below the age of 
65 who had required this treatment for fifteen years 
or more were investigated by means of the Walton- 
Black Modified New Word Learning Test, and were 
compared with a matched control group. Seventeen 
of the patients scored in the brain damaged range of 
the test but none of the control group, and these were 
given further psychological testing. 

A significant relationship was found between low 
scores on the test ‘and the apparent severity of past 
hypoglycaemic episodes. No relationship was found 
between brain damage and the age of the patient or 
duration of the illness. Vascular disease was not 
thought to be an important fact in the aetiology of 
the abnormal learning scores. 

The results support the view that mild dementia 
secondary to hypoglycaemia may be more common in 
diabetes than is usually supposed. 


Р. N. Bale, M.B., M.R.C.P.E., M.R.C.Psych., 
Consultant Psychiatrist, St. James! Hospital, 
Portsmouth, PO4 8LD, Hanis. 


A Day Hospital’s Function in a Mental Health 
Service. By J. К. W. MonnIOx. 


'The aims and functions of the day hospital at the 
Ross Clinic are described and assessed. In this unit 
emphasis is laid on social diagnosis and social pre- 
scription; use is made of group methods and family 
therapy; and nursing and ancillary staff assume full 
treatment roles within the multidisciplinary team. 
Features of the patients admitted, their treatment 
and its outcome, are discussed. The results suggest 
that a day hospital which is well staffed, community 
orientated, and has ready access to in-patient facilities, 
can make a significant contribution to comprehensive 
mental health care in an urban area. 


7. К. W. Morrice, M.D., M.R.C.Psych., 
Consultant Psychiatrist, 

The Ross Clinic, 

Cornhill Road, 

Aberdeen, ABg 22F. 
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Book Reviews 


CARING FOR THE ELDERLY 


Survival of the Unfittest. By Bernard Isaacs, 
MAUREEN LIVINGSTONE AND YVONNE NEVILLE. 
Routledge and Kegal Paul 1972. Pp. 170. 
Price £2.50. 


'This book is of interest to psychiatrists for several 
different reasons. It documents the vast and unpre- 
cedented problems of caring for sick old people; it 
offers a perceptive analysis of the physical difficulties 
and psychological hazards (both for the patient and 
the family) involved in the care of the aged patient 
at home; and there are some shrewd observations on 
community care, 

The authors’ clinical and social data were derived 
from two sources: a review of 612 patients referred 
to a geriatric unit (with control groups of patients in 
medical wards and G.P. lists) and a survey of 240 
patients who had died in a two-month period. They 
draw a distinction between sick old people in general 
and a hard core who are the special concern of the 
geriatric service. "These latter patients are distin- 
guished by being older, more often living alone, 
socially disadvantaged, and with symptoms which 
make them dependent on others. The authors offer 
a definition: ‘Geriatrics is not the medicine of the 
hard core, but it might be defined as the method 
practised by doctors who are conversant with the 
problems of the hard core,’ Like psychiatry, one 
might add, geriatrics is a field of medicine in which 
the doctor is obliged to address himself to the total 
problem of the patient’s situation. 

The authors stress the practical problems of 
looking after these patients. Their story is best told 
by their case histories; of, for instance, the consultant 
geriatrician ‘impeded by rows of wet sheets and 
napkins criss-crossing the room and flapping their 
damp folds into the doctor’s face’ (the patient’s 
daughter washed the bed linen of her incontinent 
mother between 11.0 p.m. and 4.0 a.m. every day). 
Other case histories record the constant anxiety of 
relatives unable to keep a twenty-four hour watch on 
an old person prone to falling. Personality deviation 
and senile dementia provide, however, the most 
poignant distress in the stories of these families. Of 
. special interest are 22 patients who at first sight had 
been rejected by their relatives, but detailed enquiries 
revealed long histories of personality disorder, alco- 
holism and family breakdown: ‘it was the parents 
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who rejected the children long before the children 
rejected the parents’. 

The home help service was the most important part 
of community care. Although intended for domestic 
duties only, more than half the home helps assisted 
the patient in excretory functions, even washing the 
patient’s dirty linen in their own washing machines. 
This was the big success of community care, perhaps 
(the authors comment) because it gave these women 
an opportunity of giving personal service without 
demanding that they carry responsibility. They put 
forward the interesting suggestion that the home help 
might become the centre of a network of voluntary 
and statutory help, because she is the person who 
knows what the patient needs. This is an important 
idea. The statutory services involved in community 
care are understaffed in many areas and even then 
not always fully used. The authors show that this is 
the case in their geriatric service, and no doubt the 
same is true for mental health. Raising bands of 
voluntary workers is no easy task, but there are 
informal networks of neighbours who could perhaps 
be drawn in if the home help lived in the same 
neighbourhood as her clients. It may be that an 
important task in community care will lie in the 
better understanding of these groups, of how to 
mobilize and support them in caring for the sick and 
disabled of their area. 

Those responsible for organizing geriatric services 
will need to study the statistical material which your 
reviewer has glossed over in his interest in gaining an 
insight into the world of the geriatrician. Read this 
lively and well written book before you next consult 
with your geriatric colleagues. 

W. Lawron TONGE. 


PSYCHOPHARMACOLOGY 


Advances in Neuro-Psychopharmacology. Edited 
by О. Vinar, Z. Votava, and Р. B. BRADLEY, 
North-Holland Publishing Company, Amster- 
dam. Pp. v—553. Price DA. 95.00. 


This book contains the proceedings of the symposia 
which were part of the VIIth Congress of the Colle- 
gium Internationale Neuro-Psychopharmacologicum 
held in Prague in August 1970. A wide range of 
topics of current interest are covered, from the clinical 
and pharmacological effects of lithium therapy to the 
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effect of drugs on interpersonal processes. A short but 
comprehensive paper by Dr. Lehmann of Montreal 
deals with present conflicts and crises in psycho- 
pharmacology, now that the subject has come of age. 

Serendipity, pragmatism and millenial enthusiasm 
are giving way to a multidisciplinary scientific 
approach; but there are limiting factors to the more 
successful chemical control of mental processes, and 
these include not only the deficits in basic scientific 
knowledge but also ethical questions concerning 
human experimentation and the advisability of 
proceeding with the search for basic knowledge and 
new potent agents in the present climate of world 
affairs. It is a reasonable certainty that knowledge is 
likely to be abused by a public hungry for relief from 
anxiety and for pleasurable sensation, or by govern- 
ments wishing to control the mental processes and 
behaviour of dissidents and outsiders. This dilemma 
of the abuse of knowledge affects all science in the 
twentieth century in an urgent way: but the answer 
is surely not less but more science and reason in our 
affairs, and a socially responsible attitude on the part 
of scientific workers in all fields. 

The publication of symposia is usually an expensive 
business, and this one is no exception. It is, however, 
a useful volume for an informed person wishing to 
get a view of the growing points of the subject. 

D. M. LEIRERMAN. 


Lithium: Clinical and Biological Aspects. Edited 
-by F. А. FREYHAN. Reprinted from Intemational 
Pharmacopsychiatry, 1970, 5, 77-264. Basel: 
S. Karger. 1971. Pp. 187. No price stated. 


The past few years have seen a great upsurge of 
interest in the use of lithium in the treatment of 
affective disorders. Several factors have played an 
important part in this: increased accuracy in diag- 
nosiug affective disorders, new insights into the bio- 
chemical and physiological bases of such disorders, 
and advances in the monitoring and control of serum 
levels of lithium ion. 

Current clinical evidence shows that lithium is as 
effective as—and indeed may be superior to—other 
drugs normally used to treat recurrent affective 
disorder. It appears to exert a correcting and regu- 
lating effect on those pathophysiological mechanisms 
which underlie or which are associated with abnormal 
mood variations. . 

This collection of papers brings together some of the 
most recent and important data on the clinical use 
and mode of action of lithium, and provides an 
informative guide both for the clinician and the 
research worker. 

Т. К. Мозок. 


BOOK REVIEWS 


ADOLESCENCE 


Modern Perspectives in Adolescent Psychiatry. 
Edited by J. G. Howells, Edinburgh: Oliver and 
Boyd. 1971. Pp. 614. Price £9.00. 


This is the fourth volume in Howell’s ‘Modern 
Perspectives’ series. It has been preceded by works 
on General Psychiatry and two on Child Psychiatry. 
The editor emphasizes that each should not be 
regarded as a textbook, but as part of a series that will 
eventually constitute a complete international system 
in the theory and practice of psychiatry. 

In this volume devoted to Adolescent Psychiatry 
the contents are divided into a scientific section with 
7 papers covering the physiology, psychology and 
sociology of adolescence, and a clinical section with 
14 papers covering the epidemiology, classification, 
description and treatment of psychiatric illness in 
adolescents. 

It seems to the reviewer that this book highlights a 
paradox behind the undoubted success of the series. 
The previous volumes (and in particular the two on 
Child Psychiatry) represent a valuable addition to 
any psychiatric library. With their cumulative index, 
they provide a ready source of information and 
references on a wide range of important topics in 
child psychiatry. It would seem, however, that this 
has occurred by a happy chance rather than by 
deliberate policy, as the editor’s avowed aim is not 
to present a series of comprehensive reviews of the 
literature, but rather a forum for ‘creative opinion’ 
with contributors explaining their own special 
subjects and choosing what they regard as relevant 
from the literature. 

On these criteria this new volume can also be held 
to have succeeded. As before, Howells continues to 
draw contributions from authors whose ideas and 
work are not readily accessible to British psychiatrists : 
included are two papers from the U.S.S.R. and one 
each from West Germany and the Netherlands. 
'There is a range of styles of presentation, from a 
careful account of the epidemiology of adolescent 
psychiatry, through a number of interesting personal 
accounts of therapy, to the editor's own speculative 
and idiosyncratic suggestions for a new system of 
classification in psychiatry. 

The volume does not succeed, however, in present- 
ing an overall survey of adolescent psychiatry. Some 
of the papers present a restricted and narrow view of 
their subject which will lessen the value of the book 
for a traince (c.g. ‘Psychoses in Adolescence’), and in 
others one feels the author has had difficulty in 
making adolescence his main theme (e.g. those on 
‘Intelligence’ and Depression). The cumulative 
index takes 100 pages of this 600 page volume. For 
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this to be justified the reader must be offered a 
comprehensive set of references, but in many papers, 
the bibliography is too obviously personal and limited; 
in the chapter on ‘Anorexia Nervosa’, 15 references 
are given, half of these being pre-1945 and in that 
on ‘Family Therapy’, only one reference appears. 

To enable this series to live up to its earlier promise, 
the editor must ask his contributors to present a 
fuller background against which their own ideas can 
be presented and critically examined. Though there 
are individual items which are of interest, it is 
difficult to see any real purpose or value in this book. 
A fifth volume in the series is due shortly; perhaps it 
will be at that time that hospital libraries will have 
to decide whether to buy the present volume to add 
its ‘bit’ to the comprehensive system, or whether to 
opt out entirely from collecting the series. 

STEPHEN WOLKIND. 


BROADMOOR 


Bound for Broadmoor. By Perer THompson. 
Hodder & Stoughton Ltd. 1972. Pp. 153. 
Price £1.75. 


‘I decided to tell my “story’—not because it is 
unique, or sensational, or scandalous (though some 
will inevitably see it that way), but because it is more 
typical than most people would admit of a whole 
group of sufferers.’ Peter Thompson is not a doctor, 
nor & scientist, and no D.P.M. or M.R.C.Psych. 
candidate will be expected to have read his journalistic 
autobiography before being allowed to practise 
psychiatry. More’s the pity, for in an hour or so of 
relatively easy reading any one of us can be very 
forcefully confronted by some of the key issues in 
modern psychiatry. 

Thompson is the remarkable public relations man 
who took up the prisoners’ cause in 1959 and was the 
inspiration behind the Pakenham-Thompson Com- 
mittee which injected new thought into the prison 
after-care world, and which was partly responsible 
for the establishment of the National Association 
for the Care and Resettlement of Offenders. In 1964 
he founded Character Underwriters, an insurance 
bonding organization for ex-prisoners. In 1965 he 
was admitted to Broadmoor with a severe mental 
illness having threatened some girls with a knife. 

His book is a lucid account of his story and how 
society responded to him. It is tinged with a slight 
hint of bitterness for he clearly feels that somehow 
we should have prevented his catastrophe. ‘At my 
trial at the Old Bailey the Judge implied that there 
were others who should share the responsibility for 
what had happened. I have left the reader of this 
book to reach his own conclusions as to whom the 
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Judge might have in mind.’ At the time of his offence 
he was living a dual life, apparently sane and success- 
ful by day, insane and fearful at night, and he was 
seeing a psychiatrist regularly. ‘I told him that I was 
carrying guns and knives and having fearful fantasies 
of violence. But he did not think I was ill enough to 
warrant admission to a mental hospital.’ Is he right 
to be slightly resentful? Should a psychiatrist admit 
defeat at the stage of threatened violence, or is 
society better served by an after the event policy of 
prolonged hospitalization by court compulsion? 
Some would probably have no doubts that he should 
have been admitted before the event. But at what 
stage and to which hospital? 

Although, not surprisingly, Thompson puts the 
emphasis in his book on the question of shared 
responsibility for his actions he also, without realizing 
it, gives the clue to the whole dilemma. He goes on to 
describe the inadequacies and sometimes the down- 
right inhumanities of our penal and corrective institu- 
tions. He is magnanimous and perceptive enough not 
to get bogged down in criticisms of individuals, but to 
describe in detail the lunacies (is that the right word ?) 
of the system. In fact, he goes out of his way to 
exonerate the senior staff who are struggling with a 
difficult job but points out that ‘isolated warm-hearted 
individuals cannot transform a cold and inhuman 
system into anything better.’ The horror of being 
incarcerated without trial in Brixton prison, the 
loneliness and terror of the padded cell after a 
suicide attempt, the ritual of the weekly readmission 
to Brixton after each remand, are all set down for us. 
Broadmoor doesn’t fare any better; ‘At nights, 
twenty patients share one commode to a dormitory. 
On the two or three occasions a year when Berkshire 
Belly strikes . . . the situation can be degrading.’ ‘The 
hospital was intended to accommodate 450 patients, 
but during my stay there were about 730.’ 

None of this will come as a surprise to us and yet 
there should be shame in the fact that it doesn’t 
shock us. We have become immune to the degradation 
of it all. Psychiatry depends upon its systems, much 
more than it depends upon a particular tablet, or a 
particular form of psychotherapeutic discussion. It 
depends upon the framework within which to 
prescribe or administer these. It requires easy access 
to a variety of facilities; secure units, outpatient 
clinics, long term beds, hostel accommodation and so 
on. The likeliest reason for Peter Thompson’s non- 
admission before his assault is a lack of suitable 
facilities. 

The harshest indictment to the psychiatric process 
comes at the end of the book. After 4 years in Broad- 
moor Thompson appeals to the Mental Health Review 
Tribunal and wins. Within 24 hours he finds himself 
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outside the gate with £10 given by a charity for 
discharged prisoners, and boxes and boxes of personal 
effects. He received no after-care or follow-up 
arrangements and presumed this was because he ‘had 
the audacity to achieve discharge through a Tribunal.’ 

The author’s proposals for reform are (i) to change 
the name of Broadmoor, (ii) set up a national system 
for the rehabilitation and after-care of patients from 
the Special Hospitals, (iii) establish ‘half-way homes’ 
for patients discharged from Special Hospitals, (iv) 
change Broadmoor into a teaching hospital for 
psychiatrists and nurses, (v) separate administration 
and medical care within the hospital, (vi) give periodic 
tests of suitability to all nurses in Special Hospitals, 
(vii) establish a patients! committee at every Special 
Hospital and prison. Clearly this is a biased account 
and it makes no pretensions to be otherwise and, 
clearly, not all these suggestions are immediately 
practical but they could provide a background for 
thought. Is it possible that Peter Thompson is correct 
in saying that ‘we are destroying men by neglect’? 
If so, it is a rather odd use of psychiatric and nursing 
skill. Our new College is having its teething troubles; 
perhaps it could strengthen its dentition and set new 
patterns of Royal College activity by examining some 
of the issues raised in this book. 

Joun Gunn. 


TEXTBOOKS 


An Introduction to Clinical Psychiatry. By 
Brian Davies. International Scholarly Book 
Services, Inc., for Melbourne University Press. 
1971. Pp. 204. Price £1.70. 

During the past ten years there has been a great 
increase in the number of text books on psychiatry 
for medical students, and this area of education is 
now well covered. An Introduction to Clinical Psychiatry 
was published in 1966, but this is the first Melbourne 
University Press edition in paperback. Professor 
Davies was trained at the Maudsley Hospital, and, 
as one would expect, the subject-matter is presented 
in a clear concise style. The section of child psychi- 
atry is written by Dr. Winston Rickards. This book 
will be widely read in Australia, but the British 
medical student is unlikely to abandon the text 
favoured by his medical school. 

Desmond Kxrrv. 


An Introduction to Physical Methods of Treat- 
ment in Psychiatry. By WiLLIAM SARGANT and 
Error SLATER, assisted by Desmonp KELLY. 
Edinburgh and London: Churchill Livingstone. 
5th edition. 1972. Pp. xvi + 318. Price £3.00. 


The new edition of this well-known book is a 


landmark in British psychiatry. Its preface tells us 
why. ‘In a few months now, at this time of writing, 
the last of us (W.S.) to retain clinical connections will 
be leaving his Teaching Hospital and National 
Health Service beds. . .. This is, then, the last edition 
of this book which we shall write.’ It goes without 
saying that all psychiatric trainees and every psychi- 
atrist who uses physical methods of treatment should 
read it. Not only are all the physical treatments in 
general use described clearly, but largely obsolete 
techniques, such as insulin coma, are discussed so 
that the temporal development of the authors’ 
practice, such an important facet of the post-war 
psychiatric scene, can be understood in its historical 
context. New readers will readily understand the 
authors’ reputations as clinicans and therapeutic 
enthusiasts, for this book is a crystal-clear exposition 
of their approach to psychiatric problems. 
J. P. Watson, 


BEHAVIOUR THERAPY 
Behavior Therapy with Children. Edited by 
ANTHONY M. Graziano. Chicago: Aldine- 
Atherton. 1971. Pp. 458. Price $15.00. 


This is a collection of 39 papers published between 
1964 and 1969 in some 20 journals, here arranged in 
six sections dealing with the laboratory-to-clinic 
transition, the retarded, the psychotic (although 
‘these labels actually are irrelevant to the major 
therapeutic tasks’), the anti-social, the difficult pupil, 
and the new therapists (involving ‘recognition that 
behavior is affected primarily by contingencies con- 
trolled by “‘direct care?’ persons such as parents and 
ward ... staff, rather than by a psychotherapist in 
an hour’s weekly mecting’). Mostly they concern basic 
habit training, talking, hyperactivity, self-injury and 
the like. Some treat ‘multiple-problem and higher 
social behaviours’, with programming of both re- 
spondent and operant procedures, and both positive 
reinforcement and aversive control. 

In his neat, historical-summary-introduction, 
Graziano remarks on the limited availability, 
apparent irrelevance and unproven effectiveness of 
traditional, adult-oriented psychotherapy for child- 
hood problems. Unfortunately, ‘the pursuit of 
professional-political power has replaced both 
humanitarianism and science in the mental health 
field’, hampering innovation, including the develop- 
ment of behaviour therapy. 

A predictably mixed bag, in predictably pedestrian 
psychologese, but useful—particularly to readers with 
limited library facilities. 

J. Ewn Macnonarn, 
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RESEARCH 
Research Methods in Psychopathology. By 
Treoporz Muron and Н. I. Diesenmaocs. 
Chichester: John Wiley & Sons. Pp. 191. 
Price £2.85 (cloth), £1.75 (paper). 

This volume is one of the ‘Approaches to Behaviour 
Pathology’ series, edited by Brendan Maher. Eight 
short texts have appeared so far, and the general 
standard is high. All are brief and the level is fairly 
elementary: they are directed to the American 
undergraduate or early graduate student. This 
particular volume provides a straightforward non- 
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mathematical account of modern research tech- 
niques in clinical psychology. Research design, 
data collection and methods of measurement are 
briefly and simply reviewed. The clinical psychologist 
or psychiatrist in training would be able to select and 
plan a project more intelligently for having read the 
book, but would not have acquired sufficient know- 
ledge to carry it through without further and more 
detailed reading. There are many similar books—this 
has the advantages and disadvantages of being more 
elementary than most. 
I. M. INGRAM. 
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Books Received 


Psychological Medicine: An Introduction to Psychi- 
atry. By D. Curran, M. PARTRIDGE and P. STOREY. 
(Seventh edition.) Churchill Livingstone, Price £2.50. 

Genetic Factors in ‘Schizophrenia’, Edited by 
Армоір R, KAPLAN. Charles С. Thomas. Price $43.00. 

Dr. Kinsey and the Institute for Sex Research. By 
WARDELL B. Pomeroy. Nelson. Price £4.20. 

The Falling Sickness: A History of Epilepsy from the 
Greeks to the Beginnings of Modern Neurol- 
ogy. By Owser Tegur. (Second edition.) Johns 
Hopkins Press, Price £7.15. 

Evoked Brain Potentials in Psychiatry. By CHARLES 
Suaaass. Plenum. Price $18.00. 

The Psychiatric Forum. Edited by Gene Uspin. 
Butterworth, for Brunner| Mazel. Price £3.50. 

Changing Frontiers in the Science of Psychotherapy. 
By ALLEN E. Beromw and Hans Н. Strupp. Aldine- 
Atherton. Price $15.00. 

The Psychiatric Programming of People. By H. L. 
Newson. Pergamon Press. Price £3.00. 

Transcultural Psychiatry. By Ani Krev. Free Press. 
Price $7:95. 

The Mental Health Service after Unification. Report 
of the Tripartite Committee of the Royal College of 
Psychiatrists, the Society of Medical Officers of 
Health and the British Medical Association. B.M.A. 
Journal Department. Price 50 p. 

Moral Treatment in Community Mental Health. 
By J. Sansourne BockovzN. Springer. Price $7.95. 

Mental Health Training and Public Health Man- 
power. By Sreruen E. GorpsroN and ELENA 
PapILLA. National Institute of Mental Health, Price 
$2.75. 

Suicidal Behaviour. By J. WAturLAcE Мабллоан and 
ALTAIR Е. Purr, Pergamon Press. Price £2.50. 
Clinical Behavior Therapy. Edited by Arnoro A. 

Lazarus. Butterworth, for Brunner| Mazel. Price £9.50. 

Behavioral Science: A Selective View. By FRE- 
DERIOK R. Hine, Eric Prewrer, СкокоОЕ L. MADDOX, 
Perer L. Hem and Ковевт О. FmrEDEL. Churchill 
Livingstons, for Little, Brown and Company. Price £4.25. 

The Social Worker in Family Situations. By WILLIAM 
JORDAN. Routledge & Kegan Paul. Price £1.60 (cloth); 
80 p (paperback). 

Family Interaction: A Dialogue between Family 
Researchers and Family Therapists. Edited by 
James L. Framo. Springer. Price $9.50. 

Progress in Group and Family Therapy. Edited by 
Currorp J. Sager and HELEN Smarr KAPLAN. 
Butterworth for Brunner] Mazel. Price £12.50. 


Adolescent Separation Anxiety: A Method for the 
Study of Adolescent Separation Problems. By 
Henry С. Hanspura. Charles С. Thomas. Price $15.75. 

LSD: Personality and Experience. By Harrier LINTON 
Barr, Ковевт J. Lanas, Ковевт R. Нот, Leo 
GOLDBERGER and GzongE 8. Kiew. John Wiley. 
Price £4.50. 

A History of Drugs. By Lype Mezz-MaNoorp. Hofmann- 
La Roche. No price stated. 

Attitudes Toward the Handicapped: A Comparison 
between Europe and the United States. By Lzopotp 
LappMann. Charles С. Thomas. Price $9.25. 

The Dominant Man: The Mystique of Personality and 
Prestige. By Humpury Knipe and Соко Macrav. 
Souvenir Press. Price £2.00. 

Retirement. Edited by Frances M. Carp. Behavioral 
Publications. Price $16.95. 

The Therapy of Poetry. By Молу Harrower. 
Charles C. Thomas. Price $4.75. 

Man as the Measure—Community Psychology Series, 
No. 1. Edited by DANIEL Apzison. Behavioural Publica- 
tions, for American Psychological Association. Price $3.95 

‚ (paper), $7.95 (cloth). 

Opiates and their Alternates for Pain and Cough 
Relief: Report of a WHO Scientific Group. World 
Health Organization. Price 90 p. 

Psychiatric Hospitals Viewed by their Patients. By 
Wourrep RAPHAEL and VarEnm Peers. King 
Edward's Hospital Fund for London. Price £1.00. 

The Adopted Person's Need for Information about 
his Background: Papers given at a Symposium 
during a Conference in Blackpool, goth November- 
and December, 1971. Association of British Adoption 
Agencies. Price 45 p (+5 p postage and packing). 

Probation and Allied Services: Criminology in Action, 
Vol. r. By F. V. Jarvis et al. International Journal of 
Offender Therapy and Comparative Criminology. Price £1.40. 

Die Schizophrenen Geistesstérungen im Lichte 
Langjahriger Kranken und Familiengesch- 
ichten. By M. BLEULER. Georg Thieme. Price DM 128. 

Schering Symposium über Sexualdeviationen und 
ihre Medikamentöse Behandlung, Berlin, 17-18 
May, 1971. Edited by G. Rasré, Pergamon Press. 
Price £5.95. 

Hypochondrie: Leibbezogenheim, Risikoverhalten, 
Entwicklungsdynamik. By Н. FELDMAN. Springer. 
Price DM 48. 

Ethnopsychanalyse Complementariste. By GEORGES 
DzvzazEux. Nouvelle Bibliotheque Scientifique. Price 35F. 

Les Sciences de la Folie. Edited by Roczr BASTIDE. 
Mouton & Cie. Price 18F. 


Many of these books will be reviewed at a later date. 


338 


Brit. J. Psychiat. (1972), тат, 337-40 


Correspondence E 
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The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 
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‘BOUND FOR BROADMOOR’ 
Dear Sm, 

My attention has been drawn to the following 
paragraph in the review of Peter Thompson’s book, 
Bound for Broadmoor (this issue, pp. 333-4): 

‘The harshest indictment to the psychiatric process 
comes at the end of the book. After four years in Broad- 
moor Thompson appeals to the Mental Health Review 
Tribunal and wins. Within 24 hours he finds himself 
outside the gate with £10 given by a charity for discharged 
prisoners, and boxes and boxes of personal effects. He 
received no after-care and no follow-up arrangements 
were made and he presumed this was because he “had the 
audacity to achieve discharge through a Tribunal”. 

Your readers, of course, realize that I am not 
able to discuss any patient who has been under my 
care; but they may like to know the usual procedure. 
The necessarily short-notice discharge by Mental 
Health Review Tribunals has attracted public 
concern (Estimates Committee, 1968).* We in the 
Special Hospitals are legally precluded from admit- 
ting informal patients, or retaming any on an 
informal basis, even for the time-consuming comple- 
tion of after-care arrangements:Section 97 of the 
Mental Health Act 1959 lays down that Special 
Hospitals аге“... for persons subject to detention’. That 
being said, when the Tribunal decides to discharge a 
patient it gives us as much warning as is legally 
possible. With—and only with—the consent and 
co-operation of the patient, we use this short period 
in a crash programme to try to set up after-care. 
We get in touch with friends and relatives, we arrange, 
if necessary and possible, hostel accommodation, and 
interviews with a DRO and community support 
agencies, whether local authority or probation 
service, We try to ensure provision of social security 
benefits as quickly as possible. The patient is kitted 
out and given working clothes and tools as appro- 
priate, and to tide him over till wages or Supple- 
mentary Benefits are forthcoming a sum of money 
from a small charitable fund at my disposal is pro- 
vided. Travel warrants, transport to railway station, 
etc., are also arranged when necessary. Medical after- 
care, GP and psychiatric, is, of course, central in the 
arrangements. 


* Second Report from The Estimates Committee, 
H.M.S.O. 1967-68, para. 53 at page xxi. 


In short, we try to do all that is possible in the 
time allowed. 
P. С. MaGRATBE, 
Physician Superintendent. 
Broadmoor Hospital, 
Crowthorne, 
Berks., RGr1 7EG. 


MIGRAINE, ANOREXIA NERVOSA AND 
SCHIZOPHRENIA 
Dear Sm, 

In reference to Dr. Paula Gosling’s letter ( Journal, 
119, 228-9, August 1971), whilst still appreciating 
many of the points she raises and confessing the use 
of oral contraceptives with symptomatic relief 
administered by myself to female patients with various 
psychiatric states, I would like to make a few more 
comments. 

It is quite generally accepted by neurologists that 
migraine can be influenced by the ‘pill’ in various 
ways. Those cases whose pattern changes from a 
generalized attack of migraine to a focal type may 
be in danger of occasionally later developing a 
vascular occlusive lesion. 

Vascular occlusion as opposed to thrombo- 
embolism is rare in pregnancy, but it has occurred in 
quite a large number of women on the ‘pill’. This 
number has lessened since the Scowen scare. (There 
are numerous variables here such as age, weight and 
hormone levels in the puerperium.) Coronary 
thrombosis in men is, after all, at a very different 
site and has other variables. 

A more detailed reference to the various neuro- 
logical complications is written up by Dr. E. R. 
Bickerstaff, Consultant Neurologist to the Midland 
Centre for Neurology and Neurosurgery, Smethwick, 
in G.P., 24 March 1972, 9. He is also preparing an 
intensive monograph on the subject. 

Biochemical changes in women taking the pill are 
present, but relating these changes to vascular 
events is difficult. The neurological disorders are 
inadequately understood, but they remain a problem 
which cannot be denied in the present state of 
knowledge. 

T. L. Avery, 
The Central Hospital, 


near Warwick. ^ 
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PITTS’ AND McCLURE’S - 

LACTATE-ANXIETY STUDY REVISITED 
DEAR Sir, 

Grosz and Farmer (Jounal, April 1972, 120, 
415-8) have reported the results of an interesting 
study showing that anxiety symptoms can be preci- 
pitated by the production of metabolic alkalosis. 
Unfortunately, they present their results as a refuta- 
tion of the previous conclusions of Pitts and McClure 
(New Eng. F. Med. 1967, 27, 1329-36,) that an 
anxiety state can be induced by clevating blood 
lactate concentration. It is true that the data of 
Grosz and Farmer, if confirmed, would lead to a new 
interpretation of the previous conclusions regarding 
blood lactate. However, these newer findings should 
be viewed simply as an extension and refinement of 
the hypothesis of Pitts and McClure. The tendency 
in psychiatric research to view an incomplete or 
partially correct theory as an error discourages investi- 
gators from making useful theoretical formulations. 
Implicit in the scientific process is the assumption 
that all knowledge is incomplete and that all theories 
will later be modified. Had Pitts and McClure not 
demonstrated that lactate could induce an anxiety 
attack, Grosz and Farmer would probably not have 
explicated the apparent mechanism. In fact, the 
newer work confirms the earlier findings in regard to 
lactate but provides a better explanation without in 
any way diminishing the contribution of Pitts and 
McClure. 

ARNOLD J. FRIEDHOFF. 
Department of Psychiatry, 
New York University Medical Genter School of Medicine, 
550 First Avenue, 
New York, 
N.Y. 10016, U.S.A, 


DEPRESSION FOLLOWING 
FENFLURAMINE WITHDRAWAL 
Dear Sir, 

Fenfluramine is widely used in the management of 
obesity. It has a significant anorectic effect (Munro 
et al., 1966), although its routine use has been 
described as disappointing (Anderson, 1972). De- 
pressive symptoms have been shown to occur in 
normal subjects following withdrawal of the drug 
(Oswald et al., 1971). Golding (1970) has also de- 
scribed such symptoms in patients and mentioned a 
patient who developed a severe agitated depression on 
stopping the drug. I have previously reported a case 
of recurrent depression following fenfluramine with- 
drawal in a patient who had recent recovered from a 
puerperal depressive illness (Harding, 1971). I now 
report three more cases of depression following 
cessation of fenfluramine therapy. 


CORRESPONDENCE 


Case 1 

A 29-year-old housewife with no previous psychiatric 
illness had been treated with fenfluramine at a dose of 
80 mg. daily for 12 weeks. She stopped the drug abruptly 
because she had failed to lose weight. Two weeks later she 
was referred to a psychiatric clinic. She gave a history of 
‘strange feelings in the head’, irritability, sleeplessness and 
fearfulness which had started 48 hours after stopping 
fenfluramine. Three days later she found herself unable to 
cope with housework or to carry on her usual social 
activities. She experienced a marked loss of libido, fits 
of crying and pervasive feelings of sadness. When first 
seen she was agitated and tearful. She described a dull 
pain in her abdomen and said ‘I’m sure I have a cancer 
in my liver’, She displayed feelings of unworthiness and 
clinically was severely depressed. Her appetite was normal. 
Physical examination revealed no abnormality except 
obesity. 

She was admitted to hospital, and treatment with 
amitriptyline 150 mg. daily was commenced. After five 
days her clinical condition was unchanged. She was 
observed to be sleeping less than two hours each night. At 
a ward meeting she was continuously tearful and self- 
reproachful. She was then given fenfluramine 60 mg. 
daily in addition to the amitriptyline. Two days later she 
began to sleep better, to take part in occupational therapy 
and ward activities. Ten days after admission she was no 
longer depressed and was well enough to return home. 
Fenfluramine was tailed off over two weeks and amitrip- 
tyline continued for two months after discharge. She 
remained well (but overweight) five months later. 


Case 2 

A 54-year-old divorced woman, with no previous 
psychiatric illness, who owned and managed a small 
restaurant, had been treating herself with fenfluramine 
tablets obtained from a ‘friend’. Dosage had been variable, 
but she had taken an average of 60 mg. daily for a period of 
nine weeks. The drug was stopped abruptly because the 
patient’s friend had no further supplies. Three weeks later 
the patient was admitted to hospital, having taken an 
overdose of бо aspirin tablets. She made an uneventful 
recovery from the overdose. When seen by a psychiatrist 
she gave a two week history of ‘crying for no reason’, 
early wakening and ‘bad feelings in her head’. She 
believed that her business was on the verge of bankruptcy, 
due to her mismanagement. (Information from her 
relatives showed that this was untruc.) She felt she wanted 
to be dead and said ‘You should have let me die, I’m no 
good to anyone’. She was deeply depressed, self reproachful 
and remorseful. She was transferred to a psychiatric 
hospital, where she was treated with a course of 6 electro- 
convulsive shocks. Her depressive symptoms responded well 
and she was discharged home four weeks later. She failed 
to attend for follow-up appointments, but a home visit 
after two months showed her to be well and running her 
business efficiently. 


Case 3 
A 26-year-old housewife with a 14-month-old child 
was treated for her mild obesity with fenfluramine at a 
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dose of 80 mg. daily for a period of seven weeks. (She had 
been seen two years previously by a psychiatrist when a 
diagnosis of anxiety state with associated depression had 
been made, This had responded well to a ten-session course 
of psychotherapy and treatment with diazepam 15 mg. 
daily.) The patient was given clear instructions by her 
doctor that she was not to stop taking fenfluramine 
suddenly, but when she realized that she might be 
pregnant, because her period was overdue, she immedi- 
ately stopped taking the drug because she was afraid it 
might harm the unborn baby. Ten days later she was 
referred to a psychiatrist. She gave a history of being 
‘strung up’ and nervous for about a weck. Although she 
had wanted to be pregnant she was convinced that the 
baby was deformed and therefore wanted her pregnancy 
terminated, She was tearful and appeared mildly de- 
pressed. She had no suicidal feelings at that time. Her 
sleep pattern was normal. No drug treatment was given, 
but she was seen every other day for supportive psycho- 
therapy. A week later a pregnancy test was positive. At 
that time she appeared more depressed and had sleep 
disturbance (initial insomnia and early wakening) and 
some suicidal thoughts (‘I want an abortion and I don’t 
care if I die’), She found it difficult to cope with her child 
and neglected her housework. Treatment with fenflura- 
mine was recommenced at a dose of 80 mg. daily. Three 
days later her clinical condition had improved strikingly. 
She no longer wanted a termination, she was sleeping well 
and did not appear depressed. After two weeks at this 
dosage, fenfluramine was tailed off over a period of three 
weeks. The patient reported some symptoms of anxicty 
during this time but did not become depressed. She 
subsequently had a twelve-week spontaneous abortion to 
which she responded by a period of grief lasting three to 
four weeks. She remained well four months later. 


These cases lend further support to the suggestion 
that depressive illness may be precipitated by abrupt 
withdrawal of fenfluramine. Two cases responded 
well to restarting fenfluramine, which was then tailed 
off gradually. 

Fenfluramine should therefore not be used in 
patients with a history of depressive illness (and 
depression is common in middle-aged obese women 
(Anderson, 1972)). It is important that all patients 
taking fenfluramine should be given clear instruc- 
tions not to stop taking the drug abruptly. Never- 
theless some patients will ignore or forget such advice. 
The possibility of recent fenfluramine withdrawal 
should therefore be considered in all patients pre- 
senting with a depressive illness. 

T. Harpina, 


Department of Psychiatry, 

University Hospital of the West Indies, 
Kingston 7, 

Jamaica, 


West Indies. 
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‘THE DEATH OF A PROFESSION’ 
Drar Sm, 

Mrs, Jansen’s paper on “The death of a Profession’ 
coincided with the publication of a study by Dr. 
Hakki and myself on the use of hospital beds in 
neighbouring East London Boroughs (Robin and 
Hakli, 1972), in which we show some of her fears to 
be demonstrably true, and in particular that a 
community based social work service was less 
successful than a hospital related service in preventing 
hospital chronicity, while at the same time making 
little impact on the use of short stay beds. 

We may perhaps be forgiven if, like many others, 
reading the comment on the Worcester Development 
Project (Department of Health and Social Security, 
1971) and Hospital Services for the Mentally Ш, 
(H.MLS.O., 1971), we understood that the provision 
of 65 day places per 100,000 population was in 
addition to the 50 beds provided for in-patients. In 
fact since Dr. Hakki’s departure to the United States 
I now learn from the Department of Health and 
Social Security that ‘the day places will be available 
for those in-patients who are well enough to leave 
the ward and spend the whole, or part of the day in 
the day hospital along with patients who will attend 
from the community’ (personal communication, 
March, 1972). In practice there will therefore be 
15 day patient places per 100,000 population, as in 
a modern psychiatric unit one would expect the in- 
patients to use the day facilities to the full. If, however, 
one accepts that a quarter of in-patients do not, 
however, leave the wards, then there will be 28-day 
patient places. This would mean that in East Ham 
one day patient place would be required to relieve 
occupancy of one bed, while in West Ham one day 
patient place would be required to relieve occupancy 
of three beds—perhaps a little optimistic. 

I also understand that the Department have 
suggested a standard of зо beds per 100,000 popula- 
tion or 250 beds per 100,000 population over the age 
of 65 for psychogeriatric patients, These figures almost 
exactly coincide with those derived from our calcula- 
tions. 

Runwell Hospital, 
near Wickford, 
Essex. 


ASHLEY Rosin. 
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: ‘THE MODERN 
SADO-MASOCHISTIC SYNDROME’ 
Dear Sm, . 

We have spent several years in trying to help 
people with their marital problems. Recently we 
have been struck by the similarity of a particular 
reaction which we have called "The Modern Sado- 
Masochistic Syndrome’. If one is aware of what the 
husband is ‘doing’ to his wife and vice versa, it helps. 


CORRESPONDENCE 


Below we outline this ‘syndrome’; we wonder if it 
might. help some of your readers to follow the 
apparent vagaries in their problems of husbands and 
wives: 

The husband has to overcome the ‘masculinity’ of 
his wife. That is, to destroy the image of his own 
father within her. If he is successful he can then 
‘make love’ to his ‘mother’. Once the love is over he 
must restore her to being the symbol of his father 
once again—but only if she is desirous of achieving 
this role, or he gives her the go-ahead to be the male. 

The wife has to destroy the ‘mother’ within her 
husband; she does this by denigrating him. He then 
becomes the aggressive overpowering ‘father’ and 
she allows him to make love to her, bitterly disap- 
pointed, however, that he still is not her ‘mother’, so 
she restores him to his role as quickly as possible, 
particularly if he should desire to be the feminine 
member. - 

Gorpon AMBROSE. 
GEORGE NEWBOLD. 
115A Harley Street, 


London, W.1. 
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If youd like more evidence 
of the special value of 
Neulactil | 
indisturbed behaviour, 
we'll be pleased to supply it. 


In recent years the special benefits of 
*Neulactil'* in controlling impulsive, 
aggressive and antisocial behaviour 
have become increasingly widely re- 
cognized. Extensive use in senile 
dementia; mental subnormality and 
long-standing psychotic disorders, 
including chronic schizophrenia, has ` 
amply confirmed its value in lessening 
excitement and hostility, promoting 
co-operativeness and composure and 
improving contact and sociability. 
We have therefore now prepared a 
completely updated edition of the 
product handbook incorporating con- 
cise summaries of the latest clinical 
studies and documenting more fully 
the special advantages of "Neulactil 
therapy. A copy of this new guide, 
together with any additional infor- 
mation you may require, will be 
gladly sent on request. 





*trade mark 





May & Baker Ltd 
Dagenham Essex RMIO7XS 


«Ш May &Baker 
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MA9358 


ii BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1972 








responds to 


Serenace 


"Haloperidol was effective in treating a 
spectrum of psychotic symptoms, but 


seemed especially effective in control- 
CI CI а! C ing excitement, hallucinations, ideas of 
reference and delusions.” 


HALOPERIDOCOL J. New Drugs, 


ОГ schizophrenia Werne 


Further information available on request Serenace isa 
G. D. Searle & Co. ktd., High Wycombe, Bucks. registered trademark 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
is fit to leave"! 

In ECT rapid recovery is пой ће dnly 
advantage of Brietal Sodium’. ECG studies. 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone."Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post- operative 
muscle pains was pot significantly greater.? 
Duration of angésthesia is adequate. 
The solutiódis'aqueous, non-irritant and 
relatively stable. 
ы 1960 Anaesth,15: 411 

. 1968 Arch Gen Psychiat,18: 605 

3.1964 Brit J Anaesth, 36: 307 


'Brietal Sodium 


methohexitone sodium 


Eli Lilly and Company Limited, Basingstoke 
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е YOU NEED THE 10 mg TABLET 
Sometimes you need the 25 mg tablet 
ssi a you need the 50 mg tablet 


Sometimes you need the syrup 
Sometimes you need the injection 


‘Amitriptyline is probably 
the most widely used 
[tricyclic antidepressant drug}, 
particularly when there is sleep disturbance, 
since the major dosage 
can be given at bedtime 
and will help to combat insomnia.’ 
The present status of psychotropic drugs. 
Practitioner, 1970, 205, 307 (Sep) 


There's a great deal to ‘Tryptizol’ 


in anxiety-depressive states 


"fryptizol' (registered trademark) contains amitriptyline hydrochloride/MSD 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or A4 paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for air mail. 

2, The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separale shect, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere, Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in "C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres, 


б. A summary should be provided at the end of every article. 


т. Acknowledgements: Always indicate clearly where the work has been done and what postis} 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 

8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 1} times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 
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(beclamide) 


for 


BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 


Further information and samples from 


Rona Laboratories Ltd 
CADWELL LANE : HITCHIN - HERTS 
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PSYCHIATRISTS 


Director, In-Patient Services 
$26, 700-$30,600 (522.000.332.100 effective Oct. 1972) 


Staff Psychiatrist 


$24,900-$28,500 (s26.200-830,000 effective Oct. 1972) 


Contract employment negotiable at attractive rates. 


Thistletown Regional Centre for Children and Adolescents, MINISTRY OF 
HEALTH, is located in northwest Toronto and is an affiliated teaching setting 
for the University of Toronto and approved for psychiatric traming by the 
Royal College. 


Services provided by the Centre include: out-patient, day and residential 
treatment for children and adolescents and their families, community consultation 
and education and research. Age range extends from pre-school through 
adolescent years and treatment is provided for a wide range of emotional 
disorders. The Centre offers many roles for the psychiatrist and an expanding 
out-patient department will provide increased opportunities for community 
services. 


Applicants must have a licence to practice medicine in Ontario and certification 
in psychiatry (R.C.P.S. of Canada), or comparable specialist standing. 


Please apply to: Clinical Director, 11 Farr Avenue, Rexdale, Ontario, 
Canada. 


Further information regarding other medical positions may be obtained by 
writing to the above address. 


ONTARIO 


PROVINCE OF OPPORTUNITY 























BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1072 


HEMINEVRIN 

is an anoxiolytic which 
reverses the vicious 
circle of increasing 
confusion, lifting 

the quality of life 

in the elderly. 


Confusion resulting from vascular 
degeneration is due to incomplete 
metabolism by cerebral cells, 
caused by the reduced availability 
or reduced utilisation of oxygen. 


Sedation alone is not enough, it 
often exacerbates the condition, 
precipitating or increasing 
confusion. 


Take your patient 
out of the dark 
with 


EN LU 


HEMINEVRIN 

is indicated in all 
confusional states 
associated with 
arteriosclerosis 
stroke 

cerebral ischaemia. 


By contrast it has been shown that 
Heminevrin improves confusional 
states in the elderly by increasing 
oxygen uptake at cellular level." *? * 


HEMINEVRIN is available as 
capsules, tablets and HEMINEVRIN 
SYRUP. Packs. Capsules, 1 x 100 
£2.67. Tablets. 1 x 100 £2.67. 
Syrup. 1 x 100 mi £0.60. and 

1 x 500 mi £2.50. 


PL Nos: 0017/0063: 0017/5009: 0017/5008 


1, Personal communication L/pool Univ. 2. Chareton.J.¥.Acta psychiat.scand. 1966, 42, Supp. 192, 23-25 3. Charonnat et al Thérapie 13: 1-16 (1958). 
4. Bergman et al. Comb.rend.Séanc.Soc.Biol. 1967, 161, 83-89 
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SKATING ON THE SERPENTINE- 4.6 gop gp each 
MOTHER AND CHILD-—6 | 50p 5p cach 
CAROLLERS-— 4 6 50p 5p cach 
PEACE { 6 эор 5p each 
CHRISTMAS DRUMS- 4 pop үр cach 
MERRY CHRISTMAS } 15p 3.5p cach 
HOLY NIGHT —6 { 15p 3.5p cach 
ASSORTED PACK 28р 

FIE-ON-TAGS eight 14p (post free 
ONE EACH 1972 CARDS бр (роз! free 


Packing and postage extra (except where stated verprinting available 


For full details please send for full colour Brochure (S.A.E.) to: 
MENTAL HEALTH, зо Cheyne Row, London, S.W.3. 101-352 8009 


DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. 566 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables; ECTRON LETCHWORTH 
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ANARRANL 


THE 
ISSN ONT 
ANTIDEPRESSANT - 


"Anafranil...is very active and welltolerated 
..and is likely to occupy a place of choice in 
the range of antidepressants” 


"A most effective antidepressant 2 


"| regard Anafranil as an excellent supplement to 
the range of antidepressant drugs available 3 


Anafranil”, 3-chloro-5-(3-dimethylaminopropyli- 10 
1 1-dihydro 5H dibenz [b.f] azepine (clomipramine) 
hydrochloride, is available as capsules of 25mg, 
syrup containing 25mg/5mi.and.arnpoules containing 
25mg/2ml. 


RER Congr Psyc 


Geigy Pharmaceuticals, Macclesfield, Cheshire 5K102LY 


GHGY 
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BERMUDA HOSPITALS BOARD 
REQUIRES FOR 


ST. BRENDAN’S HOSPITAL 


PSYCHIATRIC RESIDENT 


Applications are invited from suitable qualified Medical Practitioners for the 
position of Psychiatric Resident at the above hospital. 


` Previous psychiatric experience desirable but not essential. 


Employment will be for a one-year term (renewable by agreement) at a 
salary of BD.$9,600.00 per annum. 


` Please apply giving the names of two referees to the Hospitals Administrator, 
King Edward VII Memorial Hospital, Paget, Bermuda. 


Senior Child Psychiatrist 


$26,700-$30,600 


Thistletown Regional Centre for Children and Adolescents, MINISTRY OF 
HEALTH, located in northwestern Metro Toronto, requires a psychiatrist to 
assume leadership in out-patient and community services. 


The Centre provides in-patient, out-patient and day treatment to emotionally 
disturbed children and adolescents. The out-patient department has modern 
facilities and an additional wing is under construction to provide space for 
increased staff. 


Salary range, excluding benefits, will be $28,000-$32,100 effective 1 October 
1972. (Alternate professional contract engagement also available.) 


Please apply to: Clinical Director, 11 Farr Avenue, Rexdale, Ontario, 


uu ONTARIO 


PROVINCE OF OPPORTUNITY 
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He is a phobic patient, living alone with 


his fear and anxiety. Nardil, a prover 
MAO inhibitor, will help bring him back 
to the mainland of society 
The evidence of Nardil’s effectiveness 
in phobic states is increasing with usas 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition, 
“Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able t 
go to the town, which he had not been 
able to do for over twelve months”. 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 


" And patients with atypical depression, 
particularly those in whom phobic 


anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
= | (| of an MAO inhibitor, such as phenelzine, 


with chlordiazepoxide or diazepam"? 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 

1 Brit. J. Psychiat., 117, 237, 1970. 


2 Practit., 205, 307, 1970. 


NARDIL 


F'ull information available on request 
William R. Warner & Co. Ltd., 
Eastleigh, Hants. | 
Telephone Eastleigh 3131 Nl 
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Blood Nucleoside and Nucleotide Studies in Mental Disease 


By OTTO HANSEN 


The generally accepted (Waelsch and Weil- 
Malherbe, 1964) reduction in the rate of glucose 
utilization in cases of severe depression could 
not be confirmed with specifically determined 
blood glucose in patients given diets high in 
carbohydrate for three or four days before 
testing (Herzberg, Coppen and Marks, 1968; 
Hansen, 1969). Nevertheles, in numerical 
agreement with previous findings with older 
methods for blood sugar determination (Henne- 
man, Altschule and Gonz, 1954; Balter and 
Efron, 1965), depression as a symptom in 
psychosis correlated highly with elevation of 
non-glucose carbohydrate concentrations as 
determined by the colorimetric anthrone me- 
thod. It was found that elevated whole blood 
uridine diphosphate glucose (UDPG), enzy- 
matically determined, correlated with de- 
pression in psychosis (Hansen, 1969). 

During the development of a thin-layer chro- 
matographic (TLC) technique for separation of 
blood nucleosides and nucleotides, among a 
randomized sample of 52 psychiatric in-patients 
7 cases were found with very high erythrocyte 
concentrations of a compound with a pure 
adenosine spectrum and nucleoside behaviour. 
These patients were young, and six of them had 
been pronounced schizophrenics or were sus- 
pected of being so by clinical psychiatrists. Other 
experiments indicated that also erythrocyte ATP 
concentrations were elevated. Erythrocyte ATP 
appeared to be lowered in another group of 
patients, possibly associated with low physical 
activity. Paul, Ditzion and Janowsky (1970) 
claimed psychotic depression was associated 
with lower than normal 24-hour urinary 
adenosine, 3',5’-cyclic monophosphate (cyclic 
AMP) excretion. Experiments published some- 
what later (Abdulla and Hamadah, 1970) 
showed that the average 24-hour urinary cyclic 
AMP excretion rose with improvement in a 
group of depressive patients and fell in patients 
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improving from mania. But when these authors 
drew the far-reaching conclusion that depressive 
iliness is due to a severe fall in cyclic AMP 
concentration in the cells of all tissues, including 
those of the central nervous system, Berg and 
Glinsmann (1970) warned that lowered urinary 
cyclic AMP excretion might simply be due to 
lowered physical activity, thus mirroring de- 
creased available ATP. 

Arnold and Hofmann’s (1967) experiments, 
although their ‘rationale is by no means clear’ 
(Weil-Malherbe, 1967), showed that while 
schizophrenic patients generally responded to a 
chemical stressor, intravenous succinate, with a 
decrease in erythrocyte ADP, the ability to 
respond with higher ADP and adenosine 
production was associated with a better prog- 
nosis. Most often succinate would result in an 
increase in ADP in manic-depressive psychosis 
(Hofmann and Arnold, 1967). 

Development of a simple TLC technique for 
separation and determination of adenosine, 
ATP, ADP, cyclic AMP, UDPG, uridine 
diphosphate glucuronic acid (UDPGA), and 
NAD, has made further studies of these matters 
easier. 


METHODS 


With development of stable high energy 
lamps, highly sensitive photomultiplier tubes, 
sophisticated microphotometers and, last but 
not least, techniques providing for really uniform 
layers, quantitation in situ of compounds 
separated by TLC can yield accuracy, repro- 
ducibility, and linearity as good as obtainable 
with other spectrophotometric micro-methods 
(Hamman and Martin, 1967; Shellard, 1968; 
Јапсһеп, 1968; Jork, 1968). 

Many workers separated nucleosides and 
nucleotides on paper (Lederer and Lederer, 
1957), and cellulose thin-layers appeared pro- 
mising for work with minute amounts. Janchen 
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(1968) separated nucleotides on polyethylene- 
imine modified cellulose using quenching of its 
native fluorescence under the 2,537 À mercury 
low pressure lamp. We obtained similar results 
with the Eastman No. 6064 20 X 20 cm. 
poly(ethylene terephtalate) 160 p thick non- 
fibrous cellulose without binder, but found 
sensitivity many times increased with the No. 
6065 plates, identical but for addition of CaSiO, 
(Pb, Mn) as a fluorescent indicator. Some 
nucleosides and nucleotides were visible to the 
eye in the nanogram range. 

'The routine for whole blood was to transfer 
0:1 ml. fingertip blood directly from diSPoR 
micropipettes to 1:0 ml. 0:9 per cent NaCl 
followed by boiling for three minutes. After 
homogenization, addition of o: 100 ml. glycine 
buffer (Sørensen pH 8-8 at 18°), and centri- 
fuging at 3,100 g,, for 15 minutes, 0:9 ml. 
supernatant was freeze-dried at a core tem- 
perature of —20°. Controlled cooling of the 
vacuum chamber prohibited the temperature of 
the dried part from rising above —7?. When the 
material was dry (24 hours), the temperature 
was lowered to —35°, and the samples were in 
their separately sealed containers transferred to 
storage at —80°. For analysis o- 100 ml. 70 per 
cent ethanol was added to the freeze-dried 
material rubbed with a glass rod, centrifuged 
at 3,000 g, for 4 minutes. 0-040 ml. extract was 
placed on the TLC plate by a 5 ul. Eppendorf 
Marburg pipette, the round spot being allowed 
to dry between application of each of the eight 
5 pl. portions. Eastman No. 6071 Chromagram 
apparatus was used with 115 ml. of solvent 
without any equilibration period prior to the 
start. Unidirectional developments at ro( 4-1)? 
were made in ethanol-water (75 : 25) contain- 
ing 0:80 g. CH,COONa · 3 H,O/25 ml. water 
(System I), after which adenosine was deter- 
mined by measurement of its fluorescence 
quenching, and in ethanol-water (50 : 50) 
containing 0:55 g. CH,COONa · 3 H,O/50 ml. 
water (System II). After the second develop- 
ment ATP, ADP, UDPG, UDPGA, NAD, and 
cyclic AMP were determined by measurement of 
their fluorescence quenching. 

Erythrocytes from o:2 ml. blood, heparinized 
at drawing, were separated at 22,700 g,, (30 
seconds) and washed three times with double 
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volumes of o-g per cent NaCl. After buffering 
(0-100 ml. Sorensen glycine H, pH 8-8 at 18°), 
incubation for 40 minutes at 37°, boiling, and 
centrifuging, the supernatants were freeze- 
dried and extracted as in the case of whole 
blood. In these experiments 0-075 ml. extract 
was applied in the form of 20 mm. long lines to 
avoid trailing. 

The TLC spectrophotofluorometer was con- 
structed from a Photovolt No. 5008 light source 
unit 52-C with a No. 5137 TLC Stage, a Beckman 
DU monochromator, and an Aminco No. 10-266 
blank-subtract photomultiplier microphoto- 
meter. With excitation at 2,537 A by light 
filtered from a fan-cooled 85-watt General 
Electric H85A3/UV Mercury Lab-Arc, the 
emission light passed through the chromato- 
graphic plate and, via a FibroxR A181/50902 
(3 mm. X 450 mm.) incoherent fibre optic 
which would not transmit ultraviolet radiation, 
into the monochromator set at 4,320 A. The 
photomultiplier tube (a potted Aminco No. 
C58-62140) range was 2,000 À-7,000 А. 
Adenosine was measured across the spots per- 
pendicular to the direction of chromatography 
with a large 5 x 20 mm. slit with rounded 
corners, the remaining compounds with a 4 mm. 
circular aperture. 

Rr values were expressed as the mean of four 
independent experiments (4+ standard error of 
the mean in brackets) and x 100. For adenosine 
in System I it was 50(1:0). The values with 
System 11 were ATP: 19(1-0), ADP: 22(0:9), 
B-NAD: 34(4:0), UDPGA: 43(1:6), UDPG: 
62(1 +1), cyclic AMP: 66(0-3). Apart from cyclic 
forms, nucleotides will remain practically station- 
ary in System I, the Rẹ value x 100 of UDP-N- 
acetyl glucosamine, moving the longest distance, 
being only 6(0:3). Development time (front 
exactly to upper edge) was 239 (S.E.M. == 2:4) 
minutes with System I and 348 (S.E.M. = 4:7) 
minutes with System IT. 

With System I the only apparent risk of over- 
lapping by any physiological compound known 
to occur in blood was found with tyrosine, which 
with application in water was not well separated 
from adenosine. With blood preparations, how- 
ever, the run of adenosine was slowed down 
relative to tyrosine. However tyrosine showed no 
visible quenching, and even in several times 
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physiological concentrations had no measurable 
influence on adenosine determinations. No 
physiological compound compromised determina- 
tion after separation in System II (the Кү value 
x тоо of the 2',3'-сусіс form of adenosine 
monophosphate was 72 (1*1). Finally, we found 
Franglen's (1968) observation of agreement 
between peak-height and spot area in density 
measurements on paper to hold also for the TLC 
cellulose plates, a point nicely demonstrated by 
Fig. 4 of this paper. Measurement of maximum 
spot density or fluorescence quenching can be 
applied to much smaller amounts, and also 
overlapping can be tolerated as long as the centre 
lines of the spots are not compromised. All 
psychopharmacological preparations admini- 
stered to patients in the present work travelled 
with the front in System I. 

The identity of the determined compounds 
was confirmed by their travel with authentic 
materials added to blood, by spectra after 
elution, elution time from Sephadex G-108, and 
chemical or enzymatic derivative formation. 

Recovery after addition to blood was better in 
all ranges than the average coefficient of varia- 
tion of double values calculated from the actual 
findings with patients and controls of the investi- 
gation (N — 87), which in per cent was found to 
be as follows: Adenosine: 6 (S.D. = +5), 
ATP: 8 (S.D. = +7), ADP: 8 (S.D. = +8), 
cyclic AMP: 7 (S.D. — 4-8), UDPG: 6 (S.D. — 


i6) UDPGA: 8 (SD. = +7), B-NAD: 
9 (S.D. ees +8). 

Linearity was absolute inside the measured 
ranges. 


All procedures were highly standardized. After 
application of the extracts chromatography was 
begun at the same time each morning with 
measurements effected at the same time the next 
day, followed by the second development. A 
sample of a large standard made from the blood 
of five healthy persons and with adenosine, NAD, 
and UDPGA added in amounts sufficient to 
secure visual localization was run on each plate 
together with the double samples from two 
patients or from one patient and one healthy 
control. 

Such readers of this Journal as may now have 
got impatient may find reliefin the result obtained 
by Fairbairn (1968) when he questioned the 
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psychological belief of all laboratory workers in 
their pipettings. He showed ‘production of the 
initial spots’, i.e. pipetting of from 1 pl. to 10 pl., 
to carry errors ranging from +6 to 4-20 per cent 
or more for individual measurements in the 
hands of seven experienced workers using ‘their 
favourite syringe or pipette’... The Eppendorf 
Marburg pipette is a sturdy construction leaving 
no room for personal variations in its use. With 
9 disposable polypropylene tips from 6 different 
batches, those actually used in the present work, 
and то pipettings with each tip of ™C-glucose 
the 6 x 9o pipettings showed accuracy and 
reproducibility to be (4-S.D. in parentheses) 
98-8(1:32), 101:0(0:61), 99:6(r:12), roo:2 
(1°44), 98:2(1:56), and 100-0(1:57) per cent. 


PATIENTS AND CONTROLS 


All patients were in-patients of the same 
Norwegian State Hospital at which we conducted 
the previously published study (Hansen, 1969) of 
blood UDPG concentrations. The randomized 
material was drawn from a total patient number 
of nearly 500. Unavoidably some were patients 
previously investigated by us, but with one 
exception (see later) we had no conscious 
recollection of previous biochemical findings. 

Diagnoses in Table I are those in the written 
records provided by the clinicians totally inde- 
pendently of the present investigation, and 
assessed before the chemical studies began. The 
diagnostic criteria used in classification of de- 
pression will not discernibly deviate from those 
normally met with in classical descriptive British 
psychiatry (Slater and Roth, 1969). 

Four patients, including one clear-cut case, 
had been given the diagnosis of manic-depressive 
psychosis, but no distinct criterion, for example 
unipolar or bipolar (Perris, 1966) could in 
retrospect be established behind the choice 
between this formal diagnosis and that of 
endogenous depression. 

Among the 23 neurosis cases of Table I, 9 had 
received the formal diagnosis of neurotic de- 
pression, one that of anxiety neurosis. To two 
of the remaining neurotic patients the diagnosis 
of neurasthenia was applied, five were labelled 
hysterics, one was tentatively diagnosed as 
suffering from a cardiac neurosis, and in one 
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Тав I 


Clinical and biochemical data on the subjects 
N.B. Chemical values are expressed as mg. ( J-S.E.M.) per 100 ml. blood 




















Duration 

N Age  ofillness 
Diagnoses Adeno ATP ADP NAD UDPGA UDPG Cyclic 
ó 9 years (:LS.D.) sinc AMP 
Schizophrenia 14 10 44 16 2:94 25 T4 5*5 Ig 9°5 0:26 
(п) — (13) (0:589 (3:8) (1:6) (o9) (0:14) (0:6) (0-04) 
Psychotic depression 6 5 52 7 2:08 7 2:3 3:2 1'2 131 0:193 
(11) (3) (o27 (r2) (e9 (r6  (o:8) (r4 (осол) 
Neurosis D. .. 6 17 38 4 2:25 22 5:2 I*3 8:7 0:23 
(13) (5) (0-45) (2-2) (o5 (1:1)  (e98 (0:7) (93) 
Other ie .. 7 5 39 14 1°87 96 yı yı 1*5 T4 0-40 
05) (8) (оз) (4%) (11) (ro) (0-28) (0:7) (ото) 
Normal controls .. 10 7 28 0:85 20 xe) 6 1 T6 0:23 
(11) (әлә) (14) (0:5) (0:6) (a-07) (0:6) (осол) 
Depression as a 10 10 43 8 2:43 1 44 2:8 1:2 11-6 0:17 
symptom (13) (6 (0-48) (2:0) (0-8) (ro) (о:13) (о-з9) (0-02) 





case the diagnosis ‘neurosis psychosomatica’ was 
used. 

All patients with ‘depression as a symptom’ 
were in the lowest part of Table I added to the 
psychotic depressives’ group for comparison with 
the findings of the previous paper (Hansen, 1969). 
Inclusion rested solely on our evaluation of the 
written records and all cases in which the 
examining psychiatrists had noted a mood change 
were included. Eight of these patients were 
diagnosed as schizophrenics, and one was 
dominated by organic features (group of ‘others’). 

In the diagnosis of schizophrenia most Scandi- 
navian psychiatrists are probably guided by 
Kraepelinian concepts. But, especially in our 
hospital, the diagnosis was never taken lightly. 
If not followed by an explicit statement of com- 
plete cure, it would effectively prohibit the possi- 
bility of signing on in a ship, on which a con- 
siderable number of the local population depend 
for their living. 

Of the twelve patients belonging to the group 
of ‘others’ of Table I three were epileptics 
admitted because of behavioural problems. One 
patient was admitted for judicial observation, 
having been accused of incest, and one was an 
alcoholic referred by a special court for treatment. 
An imbecile and an oligophrenic patient were 
admitted because of behavioural problems. One 


patient was diagnosed and one tentatively diag- 
nosed as suffering from paranoid psychosis. One 
patient was a severe organic case in whom 
depression could be considered a new and separate 
feature. 'The last patient had been admitted for a 
‘transitory abnormal acute reaction by hysteric- 
ally disposed woman in a difficult social situation’. 
The control group were medical and psy- 
chology students, student nurses, and a few other 
staff members actually living in the hospital and 
eating the hospital diet. A bias towards a younger 
age in the control group could not be avoided. 
Blood was drawn from the overnight fasted 
subjects early in the morning before they re- 
ceived any medicine. We personally supervised 
collection and initial treatment. The freeze-dried 
blood preparations were transported to the 
university laboratory at —80°. Of the original 
material of 76 patients and 19 normals, six 
patients and two controls were lost to the 
investigation through technical mishaps. 


RESULTS AND Discussion 
UDPG, ATP and cyclic AMP 
Fig. 1 has been drawn to make the relation- 
ships found more easily grasped. Calculation of 
the distribution of t (Student) showed the signi- 
ficance of the UDPG elevation in patients 
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Fie. 1.—Fasting early morning whole blood adenosine 
and related values in 70 psychiatric in-patients (scc 
Table I). 
diagnosed as psychotic depressives (Table I) to 
be high (p < o-or), and the UDPG elevation in 
patients with depression as a symptom in 
psychosis reached significance at the same level. 
‘On the other hand, the probability that UDPG 
elevation played any role in neurosis was very 

little (p > 0-2). 
Correspondingly the lowering in ATP in 
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patients diagnosed as psychotic depressives was 
highly significant (p < 0-601). With depression 
as a symptom in psychosis p was <0:01. ATP 
was elevated in neurosis, but not significantly so. 

We are not aware of directly comparable 
UDPG measurements by other authors, and 
the values published for tissues other than blood 
vary widely according to species and technique. 
However the UDPG results are of the same order 
of magnitude as found with the enzymatic 
method of determination (Hansen, 1969), and 
the percentage of patients showing high values 
is the same now as then, when the different 
proportion of neurotics in the 1969 and 1971 
samples is allowed for. Our UDPG findings with 
rat liver exactly agreed with Leloir’s original 
values (Caputto, Leloir, Cardini and Paladini, 
1950). 

The ATP range in normal controls was in 
close agreement with that of Bishop, Rankine 
and Talbott (1959) using a system of non- 
gradient elution from Dowex 1-formate columns. 
The association between increased UDPG and 
decreased ATP stands out clearly. Indeed, 
outside the depressive psychotic group itself, 
there was not in the entire material one single 
case with blood ATP below the average. 

As we have discussed before (Hansen, 1969), 
discontinuation of drugs only the night before 
sampling is not satisfactory. On the ether hand, 
their metabolic products are sometimes found 
in tissues weeks afterwards, and it is not often 
morally possible to stop medication for pro- 
longed periods. Some compounds, as for 
example lithium, interfere directly with certain 
enzymatic methods of analysis. But in applica- 
tion of chromatographic techniques as here, the 
main risk is probably the possible modifications 
of processes in vivo. There was a total lack of 
correlation between drugs and the chemical 
findings in this study, and some patients not 
receiving medicine provided some control. Thus 
two patients with diagnoses of endogenous and 
manic-depressive psychosis with deep depression 
and no drugs yielded UDPG and ATP values 
of 17:6 and 5 mg./100 ml. blood. 

It is seen from the pathways of Fig. 2 that 
cyclic AMP being derived directly from ATP 
may be expected to mirror available ATP. Its 
lowering did follow that of ATP, significant at 
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Fic. 2.—The established UDPG pathways and that of 
formation of cyclic AMP from ATP. 
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the т per cent level, for patients diagnosed as 
psychotic depressives, with p just <o-r for 
patients with depression as a symptom in 
psychosis. This may clarify the decrease in cyclic 
AMP uri excretion reported by Abdulla 
and Hamadah (1970). Douša and Hechter 
(1970) ascribed some weight to the theory that 
cellular accumulation of cyclic AMP caused 
mania, suggesting that the therapeutic effects 
with which lithium is credited in this condition 
may be, at least in part, due to inhibition of 
adenyl cyclase and thereby of the formation 
from ATP of cyclic AMP in various tissues, 
particularly in the brain. But excretion of cyclic 
AMP has now been definitely shown to increase 
with exercise (Eccleston, Loose, Pullar and 
Sugden, 1970) and to be unrelated to the urine 
volume. 





panoles UDPG added. blood 


Fia. 3.—Decreasing ATP concentrations (vertical axis) in normal whole blood boiled for $ minutes in 10 volumes of 
0*9 per cent NaCl, cooled, buffered at pH 8-3 (Sørensen, glycine) and incubated for 40 minutes at 37°, The full dots (ө) 
indicate values obtained in experiments in which increasing amounts of UDPG as shown on the abscissa were added. 
The open circles (©) indicate addition to the blood of both increasing amounts of UDPG, and a fixed amount (106-6 
units/o- 100 ml. blood) of UDPG: NAD oxidoreductase (EC 1.1.1.22, Sigma Type ПІ from bovine liver, one unit 
oxidizing 4:0 X 1075 umoles UDPG/min. at pH 8-7 and 25°) NAD being provided by the blood, Measurement on 
TLG plate by maximum fluorescence quenching. Averages of two experiments. 
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The mounting interest in cyclic AMP has 
mainly centred on its so-called secondary 
messenger functions (Rall and Kakiuchi, 1966; 
Robison, Butcher and Sutherland, 1968), i.e. the 
stimulation of its formation by different hor- 
mones in different tissues, it in turn promoting 
certain metabolic processes. Such stimulation 
has been demonstrated in avian but not in 
human blood: the mamalian erythrocyte appears 
to be devoid of the otherwise widespread adenyl 
cyclase. Consequently we found no comparable 
cyclic AMP values in the literature, but the 
order of magnitude for our controls appears 
reasonable. 


Interaction of UDPG and ATP 


Intermediary reactions not yet included in 
nucleoside and nucleotide pathway diagrams 
are bound to occur. Fig. 3 reports the surprising 
observation that addition to boiled and incu- 
bated healthy human blood of UDPG in high 
concentrations led to almost total removal of 
ATP. Less UDGP led to less ATP reduction, 
whether less was added or UDPG was diminished 
by oxidation to UDPGA by UDPG: NAD 
oxidoreductase (EC 1.1.1.22) added to the 
incubation mixture. Fig. 4 shows also this ATP 
decrease to be mirrored by decreasing cyclic 
AMP. Chemical studies to be published else- 
where have now shown a very high degree 
of affinity of UDPG for a purified vegetable 
ATPase. In vitri UDPG interacts with the 
enzyme, excercising a regulating effect on 
hydrolysis of ATP. In models of the situation 
found with psychotic depressive patients, UDPG 
increased the initial rate of ATP hydrolysis 
four-fold. 

Davies and Williams (1971) discussed the 
possibility of formation of enzyme-activator 
complexes in ‘amplification, damping, sensitiza- 
tion and desensitization in hormone action’. 
Robison, Butcher and Sutherland (1968) as 
well as Hechter, Yoshinaga, Halkerston, Cohn 
and Dodd (1966) predicted discovery of 
secondary messengers other than cyclic AMP. 
If UDPG were such a secondary messenger, in 
undue concentrations resulting in a lack of 
available ATP; the symptoms seen in psychotic 
depression would not be difficult to understand. 
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Fic. 4.—Decreasing cyclic AMP in one of the experiments 
of Fig. 9 (first four samples). During overnight drying at 
25° in the dark the chromatogram reacted with 0*5 per 
cent p-phenylene-diamine added to System II. Absorption 
at 5,700 A due to cyclic AMP was measured on the plate 
by autumatic scanning at 25:40 mm./min. across the 
spots. Electric amplification x35. With peak areas 
measured to 1,210, 1,000, 919, and 593 mm.? the mm.*/ 
mra, ratios between these and the ‘peak-heights’ are 6-3, 
6:5, 6-4, and 6:2. 


Adenosine 

Whereas the erythrocytes of normal subjects 
and most patients do not contain demonstrable 
adenosine, whole blood values in our patients 
were sometimes raised and this increase must 
therefore have been in the plasma content. 
Adenosine was, however, also found inside the 
red cells in a few patients (see below). 

The adenosine (p < 0:05) and ATP (p < 
o'orI) elevation in the whole blood of the 
schizophrenic patients may be a small surprise. 
Already Goldkuhl and Ørstrøm (1948), Orstroms 
and Skaug (1950) and Kvamme (19512, b) by 
зр blood incubation experiments found abnor- 
malities in adenine nucleotide metabolism, 
and Frohman, Beckett, Tourney and Gottlieb 
(1959) demonstrated that insulin acted differ- 
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ently on *P incorporation in ATP fractions of 
normals and schizophrenics. 

Bartlett (1968) found that both fresh and 
stored human red cells were highly permeable 
to adenine, adenosine, and d-adnosine as well as 
to inosine and d-inosine. However, although it 
was felt that nucleotide catabolism must lead 
to their presence, he was unable ‘in a few limited 
experiments’ to detect any nucleoside in the 
systemic plasma of man, rabbit, or rat. Rubio, 
Berne and Katori (1969) in experiments with 
reactive hyperaemic periods in the dog, mea- 
sured adenosine in the coronary sinus blood 
and calculated the obligatory minimum amount 
in the capilary blood. In the sixth edition of the 
popular Scientific Tables Diem (1962) cited a 
mean plasma value of adenosine +- AMP (as 
adenosine) of 1:09 mg./1oo ml. but abstained 
in the seventh edition (Diem and Lentner, 
1970). There can be no doubt that in our experi- 
ments, К; value, fluorescence, absorption spec- 
trum, column elution time, and chemical deriva- 
tion agree in the identification of adenosine in 
red cells. 

Bartlett (1968) also found that incubation of 
human erythrocytes with adenosine led to a 
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large net synthesis of ATP. This may bear on 
our findings of an elevated whole blood adeno- 
sine in most psychiatric patients and, especially, 
upon the high erythrocyte concentrations in a 
few special cases (Fig. 5). 

Schizophrenia and its biochemical con- 
comitants have been the object of research for 
several years in the Lafayette Clinic (Frohman, 
Latham, Beckett and Gottlieb, 1967). The 
conclusion from a host of carefully controlled 
studies is that in about 60 per cent of all 
schizophrenic patients’ blood, a protein factor 
affecting both phosphate metabolism and 
cellular oxidation is present in much higher 
concentrations than in normals. The results of 
many laboratories using different techniques 
have led to concordant views regarding the 
existence of a plasma factor in schizophrenia 
(Bergen, 1967). The chief action of this factor 
might be on the cell membrane, perhaps to 
accelerate transport in vivo into the cell of 
adenosine. 

As previously mentioned, six of the seven 
patients with high erythrocyte adenosine con- 
centration (out of 52 random psychiatric in- 
patients) were considered schizophrenic and 





PLATE 1 


PLATE 2 


Fic. 5.—Line drawing made from colour photographs (taken at 2,537 A) of thin-layer chromatograms (Eastman No. 6065 
cellulose developed in System I). Adenosine spots (a) from erythrocytes of schizophrenics, Plate 1: Four different blood 
samples (2, 3, 4, and 5) drawn simultaneously from the fingertip of a female schizophrenic and a smaller sample (1) of 
same patient's blood with uridine added as a marker (resulting spot marked (u)). Plate 2: Double blood sample (3 
and 4) from a male schizophrenic, drawn with separate pipettes, chromatographed together with samples from two 
other patients (1 + 2 and 5) as controls. The adenosine concentration in samples 3 and 4 was estimated to be of the 


order of 15 ug.[100 g. (wet weight) erythrocytes. 


LON 
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were also young. In the case of the two patients 
whose chromatograms are shown in Fig. 5 
several confirmations of the chemical finding 
were obtained over some days. The E.E.G. 
records of both showed some dysrhythmia. 

The seventh patient of the erythrocyte high 
adenosine group was considered a transitory 
acute abnormal reaction in a hysterically 
disposed woman in a difficult social situation. 

This was the patient we remembered, now 
re-admitted. 

Studies of the chemical mechanisms in which 
UDPG is involved continue. 


SUMMARY 


The correlation between depression as a 
symptom in psychosis and significant elevation of 
fasting whole blood uridine diphosphate glucose 
(UDPG) previously found by an enzymatic 
method was confirmed by a chromatographic 
technique. UDPG was highest in patients 
diagnosed as psychotic depressives. High UDPG 
corresponded to significantly lowered whole 
blood adenosine triphosphate (ATP). Addition 
to healthy human blood of UDPG accelerated 
hydrolysis of ATP. 

Whole blood ATP was significantly elevated 
in patients diagnosed as schizophrenics, and so 
was adenosine in schizophrenia as well as in 
psychotic and neurotic depression. Very high 
erythrocyte adenosine concentrations were found 
in a few young patients with schizophrenia. 
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Creatine Phosphokinase Activity in Newly Admitted 
Psychiatric Patients 
By R. GOSLING, R. J. KERRY, J. E. ORME and G. OWEN 


INTRODUCTION 

Increased serum creatine phosphokinase 
(C.P.K.) levels have been shown in acutely 
psychotic patients on admission to hospital 
(Meltzer, 1968). Little is known about C.P.K. 
activity in non-psychotic (e.g. neurotic) patients 
admitted under similar conditions. Psychotic 
patients have not been compared with non- 
psychotic patients over a period of time follow- 
ing admission. Examination of a single serum 
sample for C.P.K. activity in non-psychotic 
patients at the time of admission has shown no 
abnormality (Meltzer et al., 1969). 

C.P.K. is an intracellular enzyme and in- 
creased activity in serum has been shown to 
occur in the following conditions: myocardial 
infarction. (Sorensen, 1963), cerebral vascular 
disease (Acheson et al, 1965), muscular dys- 
trophy (Hughes, 1962) and myxoedema (Craig 
and Smith, 1965). The enzyme C.P.K. exists in 
three molecular forms. Type I is found almost 
exclusively in the brain, Type IT in cardiac 
muscle and Type III in skeletal muscle (Burger 
et al., 1964) and it is possible to separate the 
enzyme into its isoenzymes by electrophoretic 
separation and subsequent histochemical stain- 
ing. Type III is the isoenzyme found in the 
serum of psychotic patients. It is not clear why 
the skeletal muscle isoenzyme should be raised 
in psychotic states. However, certain subclinical 
muscle myopathies have been implicated as the 
site of enzyme release (Meltzer and Moline, 
1970). Drugs taken by mouth do not cause an 
increase in serum C.P.K. (Meltzer et al., 1969) 
but it has been shown that intramuscular 
chlorpromazine causes an increase in C.P.K. 
activity in a proportion of patients (Meltzer et 
al., 1969). Physical activity, severe emotional 
stress not part of a psychotic process, weight loss, 
hypersecretion of steroids or epinephrine and 
muscle tension may cause increased enzyme 
activity in some patients. They do not cause 
the high C.P.K. activity seen in acutely 
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psychotic patients (Meltzer and Moline, 1970). 

The C.P.K. changes in acute psychotic 
patients are usually transient and episodic. 
These elevations are easily missed due to the 
time lapse between onset of the psychosis and 
admission to hospital 'The reported median 
number of days with raised serum C.P.K. in 
acutely psychotic patients is ten days (Meltzer 
et al., 1969). The enzyme C.P.K. persists in the 
serum after acute episodic release, e.g. myo- 
cardial infarction, for about two days. Raised 
levels in psychotic patients can last for ten or 
more days and suggest a process of continued 
enzyme release. 

A problem that arises when studying any 
hospital population is that findings may be due 
to factors associated with the routine of the 
ward, but this can be avoided by comparing 
groups of psychotic and non-psychotic patients 
admitted to the same ward and nursed under 
the same conditions. Surprisingly little is 
known about the rating behaviour and diag- 
nostic habits of psychiatrists (Copeland ¢ al., 
1971) and this causes difficulty in comparing 
groups of patients. The In-Patient Multi- 
dimensional Psychiatric Scale (Lorr and Klett, 
1967) is a satisfactory and practical compromise 
allowing valid and reliable comparisons to be 
made in clinical studies (Kerry and Orme, 1972). 

The present study examines: 

(a) the proportion of psychotic and non- 
psychotic patients showing raised serum C.P.K. 
activity; 

(b) the relationship between the I.M.P.S. 
profiles of psychotic activity and C.P.K. activity; 

and (c) the value of serum C.P.K. estimations 
in screening for the presence of psychotic illness. 


Метнорѕ 
Selection of patients 
The treatment received by each patient 
before admission was reviewed and any patient 
with a history of an intramuscular injection or 
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of an overdose of drugs likely to cause raised 
serum C.P.K. activity (Wright et al, 1971) 
were excluded from the study. Only patients 
having orally administered drugs were included 
and any patient having an intramuscular 
injection after admission was excluded. Some 
patients were not included because they objected 
to blood samples being taken. Then the first 18 
acutely psychotic female patients admitted were 
studied. All psychotic diagnoses were accepted. 
Selection occurred fortuitously to some extent 
since most admissions were determined by the 
firm being on take at the time. 

Two longer stay patients on the same ward 
were also included. The frst patient was a 64- 
year-old woman. She had recurrent depressive 
illnesses; two attacks of manic behaviour had 
followed treatment for depression. She had been 
first admitted to hospital in 1954, since when she 
had been admitted fifteen times. As is common 
with the affective disorders, her attacks had 
become progressively more frequent, and she 
had spent most of the past ten years, and all of 
the past three years, in hospital. Each illness 
lasted from two to three weeks, separated by 
intervals of three to four weeks when she was 
free from symptoms. 

The second patient was a woman 39 years 
old. She had her first attack of depression in a 
manic-depressive illness about five years ago. 
Her last admission had been two years before, 
and, apart from three short periods at home, she 
had been in hospital ever since. Her illness took 
a regular and recurrent form in which a three- 
week period of depression was followed by two 
weeks of hypomania. She had about seven days 
of stable mood between attacks. 

A control group was the first 12 clearly non- 
psychotic female patients admitted during the 
same time (Table I, patients 21-32). Both 
groups were on the ward concurrently and 
subject to the same environmental influences. 
The clinical diagnosis and the I.M.P.S. rating 
were done before any treatment was given which 
might affect the psychiatric examination. 


In-Patient Multidimensional Psychiatric Scale 

The I.M.P.S. measures, in an interview, 
psychotic syndromes established by repeated 
factor analysis (Lorr and Klett, 1967). Five 
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second-order factors have been identified and 
have been called disorganized hyperactivity, 
schizophrenic disorganization, paranoid process, 
anxious depression and hostile paranoia. These 
factors cover the dominant characteristics of the 
major groupings of psychosis: mania, depression, 
non-paranoid schizophrenia and paranoid 
schizophrenia. It is a reliable and valid tech- 
nique (Lorr and Klett, 1968, 1969a, 1969b), 
the results of which are related to the diagnosis 
and degree of illness. The I.M.P.S. was given as 
recommended, with two raters (R.J.K. and 
J.E.O.). 


Creatine phosphokinase measurements 


Blood was taken as soon as possible after 
admission and subsequent samples were taken 
daily at about 8 a.m. The procedure was the 
same for both psychotic and neurotic patients. 
The C.P.K. activity at 35 °C. was measured by 
linking the C.P.K. catalysed reaction through 
hexokinase to one involving glucose-6-phosphate 
dehydrogenase and the conversion of nicotina- 
mide adenine dinucleotide phosphate to its 
reduced form. Glutathione was included within 
the reaction mixture to ‘activate’ the C.P.K. 
The increase in optical density at 340 nane- 
metres due to the formation of reduced nicotina- 
mide adenine dinucleotide phosphate was 
plotted using an L.K.B. 8600 reaction rate 
analyser and was directly proportional to the 
C.P.K. activity. The reagents used were supplied 
by Boehringer Corporation in the form of a 
test kit for C.P.K. determination (Cat. No. 
15926. TCAF). Solutions were prepared as 
recommended and the reaction started by the 
automatic addition of 75 pl. of creatine phos- 
phate (Solution 3) by the dispenser of the 
L.K.B. 8600 analyser to the assay system. Only 
half the recommended test quantities were 
used as the L.K.B. 8600 requires a minimum 
value of only 1 mi. in each test cuvette. 

By measuring the gradient of the graph 
(optical density against time), the C.P.K. 
activity in milli units/millilitre (mU./ml.) was 
calculated. Normal values were established on 
72 healthy volunteers and found to be 10-60 
mU./ml. for females and 10-105 mU./ml. for 
males. Only women were subjects of the present 
study. 
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REsurTS 

The findings are shown in Table I. For each 
patient this gives the clinical diagnosis, the 
maximum serum C.P.K. activity and the scores 
obtained on the five second-order syndromes of 
the I.M.P.S. The results show that raised serum 
C.P.K. is seen only in patients with psychotic 
illnesses and is not present in any of the non- 
psychotic patients. It can be seen that with one 
exception (patient number 11) there is a 
clear distinction in C.P.K. values between the 
psychotic patients with raised serum C.P.K. 
and those with normal serum C.P.K. values. 

Table II shows the relationship between 
clinical diagnosis and the presence of normal or 
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raised serum C. P.K. activity. Tables ПІ and IV 
show the relationship between the five second- 
order factors of the I.M.P.S. and serum C.P.K. 
activity. It is seen that raised serum C.P.K. 
activity is more common in mania and para- 
noid schizophrenia than in depression and 
non-paranoid schizophrenia. Although this is 
only a trend when the clinical diagnosis is used, 
with the I.M.P.S. factors it is statistically 
significant (P < 0-01). Table I also shows that 
50 per cent of the psychotic patients (10 out of 
20) have raised serum C.P.K. activity. Only one 
neurotic patient was originally found to have a 
raised serum C.P.K. (210 mU./ml.) and was 
later excluded because she had myxoedema 


TABLE I 
Clinical diagnosis, C.P.K. values and 1. M.P.S. second order factor scores in female patients 





Peak I.M.P.S. second order factor scores 
serum 
C.P.K. Dis- Schizo- 
Age Clinical diagnosis activity organized Paranoid Hostile phrenic Anxious 
mU./ml. hyper- process paranoia  disorga- depression 
activity nization 

1. 44 Mania 145 67* 38 38 38 40 

2. 48 Mania 810 63% 40 38 38 50 

3- 54 Mania 430 65* 40 41 40 43 

4& 41 Маша 937 63* 35 53 40 41 

5. 59 Mania 350 74* 34 50 39 46 

6. 24 Schizophrenia КЕ 230 47 76% 47 43 49 

7. 64 Endogenous depression . . 639 58* 42 39 48 77* 

8. 44 Paranoid schizophrenia.. 366 39 78* 41 51 41 

9. 30 Paranoid schizophrenia. . III 39 33 71* 54 39 
то. 42 Paranoid канша, : 550 48 56* 50 45 50 
п. 47 Mania А 92 75% 38 38 38 45 
12. 46 Mania д 40 56 5t 38 41 50 
13. 65 Endogenous depression js 43 46 48 38 42 66* 
14. 57 Endogenous depression. . 64 40 50 38 48 66* 
15. 64 Endogenous depression . . 43 47 46 38 52 73% 
16. 62 Endogenous depression . . 38 42 50 38 43 57* 
I7. 55 Endogenous depression. . 45 50 46 43 45 8o* 
18. 45 Endogenous depression . . 55 38 48 41 56* 71* 
19. 23 Schizophrenia .. a 38 43 50 39 75* 34 
20. 36 Paranoid schizophrenia. . 36 42 44, 52 43 45 
21. 36 Anxiety state Р 36 45 49 38 40 56 
22. 43 Anxiety state 53 47 48 38 39 53 
23. 37 Anxiety state 28 46 48 38 45 45 
24. 51 Neurotic depression 47 41 54 43 47 70* 
25. 34 Neurotic depression 66 46 44 48 40 63* 
26 40 Neurotic depression 49 48 41 53 41 52 
27. 39 Neurotic depression 45 46 45 46 39 58* 
28. 75 Neurotic depression 70 47 48 38 40 63* 
29. 24 Neurotic depression 53 42 50 38 42 68* 
30. 50 Neurotic depression 32 49 44 43 39 51 
31. 38 Neurotic depression 66 45 48 39 39 64* 
32. 25 Neurotic depression 43 59* 39 46 40 68* 


* Score at or above the Both percentile 
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(protein-bound iodine 1:8 pg./100 ml. and 
serum cholesterol 392 mg./100 ml.). 


Tane П 
Diagnosis and С.Р.К. 
a А 
СЕ 
se LE R 3 
PEES 
a à” d Z 
@e 5 g € 
Raised C.P.R. .. 5 3 I 1 о 
Normal С.Р.К... 2 I 6 1 12 
(chi squared ofa — bv. c + d = 3:24 (d.£.L., Yates) 
P < 0-10) 
Taare III 


С.Р.К. and factor scores on disorganized hyperactitity, 
paranoid process and hostile paranoia for the 20 psychotics 
At least one 

score at 8o per- Al less than 

centile or over 80 percentile 
Raised C.P.K. .. 10 o 
Normal С.Р.К... I 9 
chi? == 12-84 (dfl. Yates) Р < 0-01. Only 1 or 12 
neurotics had a score at or above the 80 percentile for 
any of the 3 factors. With the psychotic group this 
would give a chi? = 20-51: (d.f.l. Yates) Р < о-о: 


Taste IV 
C.P.K. and factors scores on schizophrenic disorganization 
and anxious depression for the 20 psychotics 
One score at 80 Both less than 
percentile or over 80 percentile 
Raised C.P.K. .. I 9 
Normal С.Р.К... 7 3 


(chi? == 5:21 (d.f.l. Yates) Р < 0:05. Seven of the 12 

neurotics had a score at the 80 percentile or above on 

the anxious depression scale. Added to the psychotic 

group, this would raise the chi? to 5-93 (d.f.l. Yates) 
P < 0°05) 


Discussion 

Ten out of 20 psychotic patients studied here 
had a large increase in serum С.Р.К. This 
increase was associated with the psychotic 
illness itself rather than environmental or any 
other factors associated with admission to 
hospital. A control group of non-psychotic 
(neurotic) patients admitted at the same time 
and studied for C.P.K. activity for at least a 
week each did not show any increase in serum 
C.P.K. It could be argued that the increased 
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serum C.P.K. activity might have been the 
cause of the psychotic illness but this is unlikely 
as even greater increases are found in some 
patients with primary muscle disorders (e.g. 
Duchenne muscular dystrophy) who have little 
or no mental disturbance. The problem arises 
why this increase was seen in only half the 
psychotic patients studied ? 

One possibility is that the enzyme changes are 
transient, often lasting for only a few days, and 
usually occurring at the beginning of the illness 
which is usually the period of the greatest 
psychotic turmoil. Most patients are only 
admitted to hospital after they have been ill 
for at least some days by which time the serum 
C.P.K. may have been increased and have 
already returned to normal. Two of the patients 
in this series (numbers 3 and 5) had also been 
attending the out-patient department for more 
than a year. Both had had high C.P.K. activity 
prior to acute psychotic illnesses which caused 
their admission to hospital. For example, patient 
number 3 was seen at the out-patient depart- 
ment with a serum C.P.K. of 132 mU./ml. 
although she was clinically well at that time. 
She was admitted to hospital in mania 5 days 
later when her C.P.K. was 222 mU./ml. This 
shows that the changes may occur early in the 
illness and be easily missed. The presence of a 
raised serum C.P.K. in an out-patient (without 
there being a physical cause) maybe a warning 
that a psychotic breakdown is imminent. 

Another possibility is that there may be 
different groups of psychotic illnesses varying in 
G.P.K. activity. Previous studies have not 
included any complete attempt to relate changes 
in enzyme activity with the profiles from a 
psychotic rating scale such as the I.M.P.S. 
The findings here show that patients with mania 
and paranoid schizophrenia tend to have the 
largest increase in C.P.K. activity. It is interest- 
ing that the only patient in Table ПІ with a 
normal serum С.Р.К. and at least one score over 
the 8oth percentile on the I.M. P.S. hyperactivity 
and paranoid factors was patient number 2, 
where the C.P.K. activity was 92 mU./ml. (i.e. 
above the normal range for women but below 
that for men). She was considered not to be 
raised in C.P.K. activity as this figure might be 
a doubtful increase for statistical purposes. 
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Three patients in this series with raised 
C.P.K. activity have now been seen with 
subsequent attacks of psychotic illness. On these 
occasions, each individual has had the same 
clinical diagnosis and I.M.P.S. profile as 
previously. 

Our conclusions are that about 50 per cent 
of our newly-admitted psychotic patients have 
raised C.P.K. activity, and this is related to 
particular psychotic profiles on the I.M.P.S. 
Raised serum С.Р.К. suggests that psychotic 
illness may be present and that the illness is 
more likely to be mania or paranoid schizo- 
phrenia than either depression or non-paranoid 
schizophrenia. C.P.K. measurements are useful 
in psychiatric practic and if these are abnormally 
high the patient should have further psychiatric 
or physical investigation. This view is strength- 
ened because we found clinically stable out- 
patients with increased C.P.K. activity who 
were admitted to hospital a few days later for 
psychotic illnesses. The only non-psychotic we 
have seen with raised C.P.K. activity had 
myxoedema. We feel that C.P.K. estimations 
are useful both on the ward and in the out- 
patient clinic. 

SUMMARY 

Raised serum C.P.K. activity has been shown 
to occur in physical disorders and in acute 
psychosis. In the latter (and in certain physical 
disorders) it is the skeletal muscle isoenzyme 
which is raised. This study shows that about half 
of newly-admitted psychotic patients have 
raised C.P.K. activity. This is related to the 
I.M.P.S. psychotic profiles of mania and para- 
noid schizophrenia rather than to those of 
depression and non-paranoid schizophrenia. 
Raised C.P.K. activity indicates the presence of 
psychotic or physical illness. 
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The Role of Thiamine Deficiency in the Actiology of the 
Hallucinatory States Complicating Alcoholism 


By E. E. BLACKSTOCK, D. H. GATH, B. C. GRAY and G. HIGGINS 


Excessive alcohol consumption over a pro- 
longed period of time may result in a variety of 
neuropsychiatric complications (Victor and 
Adams, 1953). The most frequent of these is 
alcoholic tremulousness which may be com- 
plicated in 25 per cent of cases by perceptual 
disturbances ranging from transitory misinter- 
pretations of familiar objects to visual and 
auditory hallucinations (Victor and Adams, 
1953). Closely related to tbis condition are 
delirium tremens (Victor and Adams, 1953; 
Lundquist, 1961; Nielsen, 1965), and acute or 
chronic auditory hallucinosis (Benedetti, 1952; 
Victor and Hope, 1958). In clinical practice 
intermediate or atypical forms of these syn- 
dromes are seen (Sabot, Gross and Halpert, 
1968). 

The aetiology of these tremulous-halluci- 
natory states remains controversial. The view 
that sudden abstinence after a long period of 
alcohol consumption could result in delirium 
tremens was first proposed by Blake in 1825. 
Some recent clinical and experimental evidence 
has supported this withdrawal theory. In a 
detailed clinical study of 266 alcoholics, Victor 
and Adams (1953) delineated a clearly defined 
withdrawal syndrome. According to these 
authors, the mildest degree of this syndrome, 
alcoholic tremulousness, may occur after a 
few hours abstinence with a relatively short 
preceding period of heavy drinking, whilst the 
most severe form, delirium tremens, occurs 
about 72 hours after withdrawal but only with 
a prolonged preceding period of excessive 
drinking. The experimental production o: 
tremulousness, fits, hallucinosis and delirium 
(Isbell e? al, 1955; Mendelson and La Dou, 
1964) provides additional support for an 
alcoholic abstinence syndrome. 

Other authors (Bleuler, 1911; Lundquist, 


1961; Nielsen, 1965) have not accepted the 
withdrawal theory, citing cases of delirium 
tremens occurring in patients who were con- 
tinuing to drink. They emphasized the aetio- 
logical role of factors such as nutritional 
deficiencies, concurrent infections, injuries or 
other somatic disorders. 

The possible role of nutritional deficiencies in 
the aetiology of these tremulous-hallucinatory 
states was first put forward by Kraepelin (1904) 
and later by Goodhart (1957). It is well known 
that alcoholics may neglect their diet. There is 
considerable evidence that deficiencies of nutri- 
ments, particularly vitamins, may cause other 
neuropsychiatric complications in alcoholism, 
such as Wernicke’s encephalopathy and poly- 
neuropathy. It is relevant that in a large series 
of patients with Wernicke’s encephalopathy 
(Victor and Adams, 1953), nearly one quarter 
had concomitant delirium tremens. 

Kershaw (1967) and Morgan (1968) have 
focussed attention on the role of thiamine 
deficiency in alcoholic hallucinatory states. 
Using a microbiological technique, Kershaw 
demonstrated abnormally low blood thiamine 
levels in seven out of nine patients with delirium 
tremens. Morgan used the pyruvate tolerance test 
(Joiner, McArdle and Thompson, 1950), to 
estimate thiamine deficiency in 17 alcoholics, of 
whom 8 had hallucinatory states. He suggested 
that thiamine deficiency might lead to those 
hallucinatory states which occur in habituated 
individuals while they are continuing to drink, 
but that abstinence alone could precipitate 
delirium tremens. 

In recent years doubt has been thrown on the 
specificity of the pyruvate tolerance test as a 
measure of thiamine deficiency (Victor, Adams 
and Collins, 1971). The measurement of red cell 
transketolase activity has been reported useful 
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for detecting marginal thiamine deficiency 
(Dreyfus, 1962), and has been shown to correlate 
well with direct measurement of blood thiamine 
(Fennelly et al., 19642). 

‘The aim of the present study was to use this 
assay in examining the role of thiamine defi- 
ciency in the aetiology of the hallucinatory 
states complicating alcoholism. 


Case MATERIAL AND METHOD 


Two groups of patients werc selected from those 
admitted to general medical or psychiatric units in the 
Oxford area for conditions related to excessive alcohol 
consumption. Group A consisted of patients who had 
experienced visual or auditory hallucinations, with or 
without confusion, in the week before or after admission. 
These symptoms appeared to be related to the consump- 
tion of alcohol and not of other drugs. Group B consisted 
of non-hallucinated patients who showed one or more of 
the following indices of alcohol dependence; loss of control 
or inability to abstain from alcohol, early morning relief 
drinking, alcoholic amnesias, ог an abnormal pattern or 
frequency of drinking. In fact at least three of these features 
were present in all patients in both groups. Patients were 
included only if they reported drinking heavily for at least 
10 days before alcohol withdrawal. The latter had taken 
place either in the 2-3 days before admission, or on 
admission. 

Psychiatric and physical éxamination was carried out 
when the patient came into hospital, and a daily clinical 
reassessment was made for as long as tremulous or balluci- 
natory symptoms persisted. As soon as the patient was well 
enough, a detailed history was taken using a semi- 
structured interview schedule. Particular attention was 
paid to drinking and dietary habits during the months 
preceding admission. 

Thiamine nutrition. Two tests to assess possible thiamine 
deficiency were made on each patient; the estimation of 
the transketolase activity of haemolysed packed red cells, 
before and after the addition of thiamine—the difference 
in the two levels of activity being the ‘thiamine effect’ 
(Racker et al., 1953) and the pyruvate tolerance test after 
an oral loading dose of 50 g. glucose (Gloster and Harris, 
1962). Blood sugar and lactate were also estimated at the 
same times, The usual precautions were observed for the 
pyruvate tolerance tests, ie. complete bed rest, and the 
avoidance of hand clenching during venepuncture. The 
tests were carried out on each patient as soon as possible 
after admission and during the period of tremulous 
symptoms, The average delay in performing the tests was: 
Group A 50 hours, and Group B 53 hours, after admission. 

The ‘thiamine effect’ in the transketolase test was 
considered to be abnormal if more than 25 mi.u./ml. and 
the pyruvate tolerance test abnormal if the pyruvate level 
rose above 1*2 mg./100 ml. or failed to return to 1:0 mg. 
120 minutes after the loading dose. 

Liver function. 'Tests were carried out on each patient not 
only to assess liver function but also because low blood 
transketolase activity, unrelated to thiamine deficiency, is 
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found in some patients with hepatic cirrhosis (Fennelly 
et al., 1964b). 

Tests used to assess liver function included the brom- 
sulpbthalein retention test (Mateer et al, 1942), the 
estimation of the plasma bilirubin (Malloy and Evelyn, 
1937) plasma proteins (method of Weichselbaum, modified 
1946), plasma alanine-transaminase (Wroblewski and 
La Due, 1956), y-glutamyl-transpeptidase (Szasz, 1969) 
and plasma zinc turbidity flocculation test (Kunkel, 1947). 

Results were considered to be abnormal when the 
bromsulphthalein retention was more than g per cent at 
45 minutes after dye injection; plasma bilirubin more than 
1-2 mg./100 ml.; plasma proteins—total, less than 6-5 or 
nore than 8 g./100 mL, albumin, less than 3:5 g./100 ml.; 
plasma alanine-transaminase more than 35 units; plasma 
y-glutamyl-transpeptidase more than 33 mi.u./ml. and 
zinc turbidity test more than 7 units. 


RESULTS 


The series consisted of 30 patients, 27 males 
and 3 females. There were 15 patients with 
hallucinations and 15 without. The average age 
was 43 years. 

The main psychiatric and biochemical find- 
ings are summarized in Table I. The halluci- 
natory group comprised seven patients with 
both visual and auditory hallucinations, four 
patients with visual hallucinations alone, one 
patient with visual misperceptions, and three 
patients with auditory hallucinations alone. 
The average duration of limb tremor was 
relatively short, 2-7 days for Group A and 3:4 
days for Group B. This was probably because 
most Group A patients, and all Group B patients, 
were sedated with tranquillizers (such as 
diazepam, chlordiazepoxide or chlorpromazine). 
The exceptions were three patients in Group A 
(Nos. 3, 14 and 20). 

On physical examination two patients in 
Group A and three in Group B had hepatic 
enlargement; one patient in each group had 
signs of polyneuropathy. Full haematological 
examination showed that no patients were 
anaemic. 

Recent drinking history 

The average duration of the drinking episode 
preceding admission was 8-3 months for Group 
A and 25 months for Group B. Seventy-three per 
cent of patients in Group A were predominantly 
spirit drinkers as against 46 per cent in Group B. 
One patient (No. 24) in Group A and two 
patients in Group B (Nos. 4 and 11) had been 
drinking methylated spirits before admission. 
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ТаАВІЕ І 


Summary of clinical and biochemical findings 


GROUP A HALLUCINATED 
Duration of 
recent drinking Dietary 
episode _ neglect 
(regular drinking) 


Hallucinations 
(preceding and 
subsequent to admission) 


Patient no. 
2 Saw butterflies and horrible 
animals, Also heard critical voices 


6 months + 


3 Heard voices. Transitory tactile 
misperceptions 


4 months ++ 


8 Disorientation in time. Saw 3 months 
strange figures in room. Heard 

voices and music. Tactile 

misperceptions 


12 months 


9 Saw threatening figure of man ++ 


shouting at him 


10 Saw butterflies and people with 
knives. Heard voices, mutterings 
and music 


4 months 


++ 


та Heard music and whisperings 1 month +++ 


14 * Disorientation for time and Uncertain 


place. Saw rats climbing walls 


3 weeks 


17 Saw strange figures in room and і том Uncertain 


springs hanging from coat 
18 * Saw horrible faces, an octopus ++ 
and monkeys. Attacked by 
imaginary assailants. Heard spirits 
talking to him. Disorientated for 
time and place 


3-6 months 


20 Heard buzzing sounds 


23 Objects appeared distorted. Walls 
closed in on him 


24 Saw bizarre animals and human 
faces 


10 days + 


5 years — 
12 months 


26 Saw bizarre animals, e.g. sea- 
horses in room. Heard strange 
screaming noises 


27 * Saw small men climbing walls. Uncertain 
Disorientated for time and place 


28 Saw faces and horrible animals. 
Heard them scream and shout 
at him 


3 months 


Uncertain 


4 months ++ 


* Delirium tremens. 


Pyruvate 
tolerance 
test 


Normal 


Normal 


Normal 


Normal 


Abnormal 


Abnormal 
Normal 


Normal 


Abnormal’ 


Normal 
Abnormal 


Normal 


Abnormal 


Abnormal 


Normal 


Red cell 


transketolase 


estimation 


Normal 


Normal 


Normal 


Normal 


Normal 


Abnormal 


Normal 


Abnormal 


Just normal 


Normal 
Normal 


Normal 


Normal 


Minimal 
abnormality 


Normal 
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Liver 
function 
tests 


Normal 


Normal 


Abnormal 


Minimal 
abnormality 


Abnormal 


Abnormal 


Normal 


Normal 


Abnormal 


Abnormal 
Minimal 
abnormality 
Normal 


Abnormal 


Normal 


Normal 
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TABLE 1-—continued 








GROUP B. NON-HALLUGINATED 





















































Duration of 
recent drinking Dietary Pyruvate Red cell Liver 
episode neglect tolerance transketolase function 
(regular drinking) test estimation tests 
Patient no. 
I 5 years ++ Abnormal Normal Abnormal 
4 6 months ++ Abnormal Normal Normal 
5 2 years + Normal Normal Minimal 
abnormality 
6 3-6 months 4 Normal Normal Abnormal 
7 1-3 months + Normal Normal Minimal 
abnormality 
II 5 wecks + Normal Normal Normal 
13 18 months + Abnormal Normal Normal 
15 6 weeks + Normal] Normal Abnormal 
16 5 years + Abnormal Abnormal Normal 
19 3 years +++ Normal Normal Abnormal 
21 3 years T Normal Normal Minimal 
abnormality 
22 3 months ++ Abnormal Normal Abnormal 
25 4 years ` + Normal Normal Normal 
29 6 weeks + Normal Normal Abnormal 
30 3 years + Normal Normal Abnormal 





-+ During month preceding admission one cooked meal daily. Snacks only at most other mealtimes. 
+ + During month preceding admission no cooked meals on most days. 
-+-+ During month preceding admission no cooked meals on most days with loss of weight exceeding 


6 kilograms. 


Dietary findings 

An attempt was made to assess the patient’s 
dietary habits in the month preceding admission 
and to grade the severity of dietary neglect as 
indicated in Table I. There was a tendency for 
patients in Group A to show greater dietary 
neglect. However, only one patient who 
reported severe dietary neglect and weight loss 
greater than 6 kg. before admission had bio- 
chemical evidence of thiamine deficiency. It is 
of interest that patient No. 2 who experienced 
visual and auditory hallucinations while con- 


tinuing to drink, had taken ‘Multivite’ tablets 
daily in the months preceding admission. 


Biochemical findings 

А summary of the biochemical results is given 
in Table I. It will be seen from this table that a 
single patient in each group (Nos. 12 and 16) 
had abnormalities of both the pyruvate test and 
the red cell transketolase activity. One patient in 
Group A (No. 17) had abnormal red cell 
transketolase activity, but a pyruvate tolerance 
which was normal; another patient in Group A 
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(No. 27) had an abnormal pyruvate tolerance 
and a borderline red cell transketolase result. 
Eleven pyruvate tolerance tests, six in Group À 
and five in Group B, were abnormal. Five of 
these patients also had abnormalities in the 
blood sugar and lactate curves, suggesting that 
some abnormality, other than thiamine defi- 
ciency might be present.* 

Eighteen of the patients gave one or more 
abnormal results to the liver function tests, and 
four had borderline results. Eleven patients 
had abnormal bromsulphthalein retention tests, 
two abnormal alanine-transaminase levels, 
twelve had abnormal transpeptidase levels and 
half the patients had slightly low plasma 


* Detailed values of the pyruvate tolerance tests, red cell 
transketolase activity, blood sugar and lactate levels are 
available on application to the first named author. 


961 


globulin levels. These results appeared to be 
equally divided between the two groups. 

No patient had an abnormal plasma bilirubin 
level. 


Relationship of hallucinations to alcohol withdrawal 


The relationship of withdrawal to the onset of 
hallucinations was determined for all patients 
in Group A. The findings are summarized in 
Table II. In five patients, there was a clear 
relationship between the cessation of drinking 
and the onset of the hallucinatory state; two of 
these had delirium tremens. By contrast there 
were nine patients who experienced hallucina- 
tions while continuing to drink of whom seven 
had hallucinations at night onlyandfour reported 
that their hallucinations ceased on further 


"TABLE TI 
Relationship of hallucinations to alcohol withdrawal 





Relationship of 















































Patient no. Туре of hallucinatory Duration of hallucinatory alcohol withdrawal to 
experience experience psychiatric symptoms 
Е Visual and auditory Intermittent over 4 weeks Still drinking 
3 Auditory 24 hours After withdrawal 
8 Visual, auditory, tactile 4 days After withdrawal 
9 Visual Intermittent over 1 week Still drinking 
10 Visual and auditory Intermittent over 2 weeks Still drinking 
m Auditory Intermittent over 2 weeks Still drinking 
14 Visual 24 hours After withdrawal 
17 Visual Intermittent over 1 week Still drinking 
18 Visual and auditory 48 hours After withdrawal 
20 Auditory 24 hours After withdrawal 
23 Visual misperceptions Intermittent over 4 weeks Still drinking 
24 Visual Intermittent over 8 weeks ? After withdrawal 
26 Visual and auditory Intermittent over 4 weeks Still drinking 
27 Visual and auditory Intermittent over 1 week Stll drinking 
28 Visual and auditory Intermittent over 1 week Stll drinking 
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Discussion 

The salient findings in this study were that 
abnormalities of the red cell transketolase 
activity were found in two of 15 alcoholic 
patients who reported recent hallucinatory 
experiences, and in one of 15 alcoholic patients 
with no such hallucinatory experiences. Abnor- 
malities of the pyruvate tolerance test were 
found in six patients in Group A and five patients 
in Group B. Thus, no significant difference was 
found between the two groups in two investiga- 
tions said to indicate thiamine deficiency. This 
distribution of abnormality in the pyruvate 
tolerance test differs from that of Morgan (1968) 
who found a preponderance of abnormalities in 
his hallucinatory group. 

A suggestive finding in our study was the lack 
of correspondence between abnormalities in the 
red cell transketolase and in the pyruvate 
tolerance tests. This may be because the pyru- 
vate tolerance test is not specific for thiamine 
deficiency or has a different sensitivity. As early 
as 1950 Joiner, McArdle and Thompson 
reported that the test may be abnormal in 
thyrotoxicosis, congestive heart failure, preg- 
nancy, arsenical poisoning, and a group of 
peripheral neuropathies not caused by thiamine 
deficiency. Earl and his co-workers (1953) 
found abnormally high levels of blood pyruvate 
following glucose administration in patients 
with pernicious anaemia. Similar findings were 
reported by Henneman ei al. (1954) in patients 
with schizophrenia, manic-depressive psychosis 
and multiple sclerosis. In a recent review Victor, 
Adams and Collins (1971) have also cast 
considerable doubt on the specificity of this test. 

The red cell transketolase test including the 
*thiamine effect may prove to be a better test 
of thiamine deficiency, but it has not been so 
extensively studied as the pyruvate tolerance test 
and may also be subject to influences not related 
to thiamine deficiency. 

In a series of eight alcoholic patients with 
hallucinations, Morgan (1968) drew attention 
to three who experienced hallucinations while 
continuing to drink. He suggested that thiamine 
deficiency, as determined by the pyruvate 
tolerance test, may play a particular role in the 
aetiology of hallucinations in this sub-group. 
Amongst our 15 patients with hallucinations, 
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9 had hallucinations while continuing to drink; 
within this sub-group, abnormalities were found 
in the red cell transketolase test alone in one 
patient, in the pyruvate tolerance test alone in 
four patients, and in both tests in one patient. 
In the remaining six hallucinated patients, 
there was a minimally abnormal transketolase 
test and only one abnormal pyruvate tolerance 
test. This difference in the distribution of 
abnormalities of the pyruvate tolerance test 
within the hallucinatory group is not statistically 
significant and does not support Morgan's 
findings. 

In evaluating these findings it should be 
borne in mind that the exact nature of the 
various hallucinatory phenomena in alcoholics 
is difficult to determine. Perceptual misinterpre- 
tations of varying degrees of complexity may 
be intermingled with true hallucinations. It is 
particularly difficult to differentiate these per- 
ceptual disorders in patients who are continuing 
to drink. In the present study no attempt at 
differentiation was made. 

Overall our findings do not indicate that 
thiamine deficiency can be definitely implicated 
as a major factor in the aetiology of alcoholic 
hallucinatory states. On the other hand some 
support for the withdrawal tbeory is provided 
by five patients in whom either delirium tremens 
or a tremulous-hallucinatory state clearly 
followed sudden abstinence. Isbell et al. (1955) 
emphasized the importance of relative as 
opposed to absolute withdrawal. This concept 
could be invoked to account for the hallucina- 
tions which occurred in the sub-group who were 
continuing to drink, It is relevant here that 
seven of the nine patients in this sub-group— 
reported that the hallucinations occurred only 
at night and in four ceased on further drinking. 
Moreover, it is arguable that in some members of 
the non-hallucinated group the onset of halluci- 
nations was forestalled by the prophylactic use 
of tranquillizers. 

Recent observations on the physiology of 
sleep may be relevant here (Greenberg and 
Pearlman, 1967). In some patients with deli- 
rium tremens following alcohol withdrawal, 
these authors found that sleep was characterized 
almost entirely by REM activity. It was sugges- 
ted thatin these patients the hallucinations of the 
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waking state were closely related to this increased 
REM activity. A similar physiological disturb- 
ance may accompany relative withdrawal. 
Further light may be thrown on this subject by 
experiments concerned with the effects on REM 
sleep of the various tranquillizing drugs used in 
treating alcohol withdrawal states. 


SuMMARY 


Biochemical tests of thiamine deficiency were 
carried out in 15 alcoholic patients with recent 
hallucinatory experiences and 15 alcoholic 
patients without hallucinations. The red cell 
transketolase activity was abnormal in two 
hallucinated and one non-hallucinated patients. 
The pyruvate tolerance test was abnormal in 
six hallucinated and five non-hallucinated 
patients. Abnormal liver function tests were 
found in several patients in each group. The 
role of alcohol withdrawal in the aetiology of 
tremulous and hallucinatory states is discussed. 
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Prisoners of XYY Constitution: Biochemical Studies 


By A. W. GRIFFITHS, V. MARKS, D. FRY, G. MORLEY and GILLIAN LEWIS 


The XYY constitution has achieved some 
measure of clinical definition, having been found 
in association with tallness, asocial personality, 
dilution of intelligence (Griffiths, 1971) and a 
tendency to psychopathic disorder (Griffiths, 
Richards, Zaremba, Abramowicz and Stewart, 
1970). In addition, neurological, endocrino- 
logical, skeletal and other abnormalities have 
been reviewed (Griffiths, 1971), and the condi- 
tion, like mongolism, has come to be regarded 
as affecting many systems of the body to a 
greater or lesser extent. Biochemical investiga- 
tions, hitherto largely concerned with sex 
hormones, especially testosterone, have in general 
revealed no significant difference from matched 
controls. Some authors have, however, reported 
increased plasma testosterone levels both in 
46 XY and 47 XYY patients of maximum 
security hospitals as compared to patients in 
other psychiatric hospitals and to the general 
population (Ismail, Harkness, Kirkham, 
Loraine, Whatmore and Brittain, 1968; Rudd, 
Galal and Casey, 1968; Price and Van de 
Molen, 1970). The pre-eminent desirability of 
rigorously selected controls has been remarked 
on in these investigations. 

A cytogenetic survey has been proceeding 


among consenting prisoners of height 71 inches 
(cm. 180.3) or over, resident in a large London 
prison, mainly for recidivists. Leucocytes were 
cultured from 10 ml. venous blood by the tech- 
nique of Moorhead, Nowell, Mellman, Battips 
and Hungerford (1960), the preparations being 
air-dried and stained by Giemsa. Out of 446 
specimens successfully cultured 12 were karyo- 
type 47 XYY. Sociological, criminological and 
psychological features of most of these indivi- 
duals have been reported elsewhere (Griffiths, 
Richards, Zaremba, Abramowicz and Stewart, 
1970; Griffiths, 1971), and the present com- 
munication is concerned with biochemical 


. investigations undertaken on the g individuals 


of XYY constitution who were available for 
study. 

Each subject was matched with a control of 
normal karyotype whose age lay within twelve 
months, height within three inches, and who 
with one exception had been admitted to the 
prison nearest in time to the subject. (The 
exception arose because in one control vene- 
puncture was unsuccessful, so the next most 
closely admitted control was selected instead.) 
Data concerning age, height and weight are 
presented in Table I. 


Tase I 
Height, weight and age of nine XYY subjects and their controls 























9 XYY subjects 9 controls 
Height Weight Age Height Weight Age 
(metres) kg.) (years) (metres) (kg.) (years) 
Mean 1:88 76:8 27:7 1:86 80:3 27°3 
+ S.D. 0-063 4°40 5°41 0:062 12:4 5'34 
e + S.E.M... 0-021 1'47 1-80 0:020 4°15 1°78 








6 out of 9 subjects were taller than their controls 
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All procedures took place as far as possible 
under identical conditions. Subjects and con- 
trols were at rest in the prison hospital for 24 
hours preceding venesection, which took place 
at the same time of day and after 16 hours 
fasting. Laboratory measurements were per- 
formed ‘blind’. Serum insulin and growth 
hormone measured by radioimmunoassay, and 
blood glucose measured by glucose oxidase, 
were determined in fasting subjects and serially 
after the ingestion of 50 g. glucose. Plasma- 
protein-bound iodine, cholesterol, T3 resin up- 
take and testosterone measured by competi- 
tive protein binding, were estimated in the 
fasting sample only. Twenty-four hour urinary 
creatinine, 5HIAA and VMA were measured 
by conventional laboratory methods. Urinary 
cortisol was measured by the MRC’s recom- 
mended method for the determination of plasma 
corticosteroids. 


RESULTS 


These are shown in Table II and the graph. 
Data were examined by the Wilcoxon (2-tailed) 
signed ranks test. With regard to the curves, 
fasting, maximum, minimum and summated 
serial values were compared. Significant differ- 
ences between subjects and controls emerged 
only in respect of the following variables: 

Fasting plasma P BI concentration lower in 

XYY group (0:02 < P < 0:05). 

Maximum blood glucose concentration lower 

in XYY group (P = 0:05). 
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Fasting plasma HGH concentration higher 

in XYY group (0:02 < P < 0°05). 

Sum of serial values in each curve of plasma 

HGH concentration higher in XYY group 
(P — 0-05). 

The differences in growth hormone concen- 
tration were related to the slightly increased 
stature of subjects as compared with their 
controls (coefficient of correlation 0:48: 
P = <0:05). 


Discussion 


Our findings confirm the conclusion reached 
by most other workers (Goodman, Smith and 
Migeon, 1967; Rudd, Galal and Casey, 1968; 
Ismail, Harkness, Kirkham, Loraine, Whatmore 
and Brittain, 1968; Wiener, Sutherland, 
Bartholomew and Hudson, 1968; Nielson, Yde 
and Johansen, 1969; and Santen, De Kretser, 
Paulsen and Vorhees, 1970) that the XYY 
constitution is not associated with abnormal 
testosterone secretion. Indeed significant differ- 
ences emerged in respect of only 3 biochemical 
variables, and one of these, plasma growth 
hormone, was related to stature, the higher 
concentration in the XYY group being at least in 
part a reflection of their slightly greater average 
height. This, of course, by no means negates 
the possibility that the unusual tallness of XYY 
subjects is growth hormone mediated. Neverthe- 
less, our results are not incompatible with reports 
of plasma growth hormone levels within the 
normal range in the small number of individuals 


ТАМЕ П 
Comparison of biochemical parameters (Mean + S.E.M.) and range of results in 9 XYY subjects and their controls 











Fasting plasma 24 hour urine 
PBI T, uptake Cholesterol Testosterone Cortisol Creatinine 5HIAA VMA 
pg.[100 ml. mg./100 ml. yg./100 ml. pg- g mg. mg. 
Normal range .. 3°5~7°5 0:8-1:15 150—920 0:7-1:7 80-375 1'1—2:5 «10 <7 
Subjects XYY .. 5:58--0:26 о:98--0-01 185313 1:024-0:05 359+99 17}&0'@ 452405 go5to', 
(4:0-6-5) (o-ga—1-01) (145-260)  (0-65—1:4) (81-865) (0:8—2-6) (8-:1-8:3) (2:1—6:7 
Controls . 6:34--0`19 0:98:Eo:o01 2201-18 — r:1440:14 2439438 rotor 6-18+0°6 3:84-o-€ 
(51-70) (0:9:1—1:08) (140-295)  (0:46-1.7) (96-485) (14-416) (4'0-9:5) (eyr 
«0:05 N.S. N.S. N.S. N.S. N.S. N.S. N.S. 
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50 g glucose by mouth 





GLUCOSE mg/100 ml. 


60 
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120 


90 


MINUTES 


e---9 Subjects 
e——9 Controls 


of X YY constitution studied by previous workers 
(Nielson, Yde and Johansen, 1969; Lundberg 
and Wahlstrom, 1970). 

The correlation between height and mean 
plasma growth hormone levels after glucose is 
an interesting side finding of this investigation, 
and appears to indicate that suppression of 
HGH secretion by hyperglycaemia is less 
efficient in taller subjects and may indeed be 
causally related to body height. 

As might be expected in healthy young 
adults, the glucose tolerance curves were 


generally somewhat flat. In both groups there 
was a close similarity, only maximum levels 
being significantly different at the o-05 level. 

It would be premature at this stage to attempt 
to explain the decreased P.B.I. and maximum 
blood glucose levels which were demonstrated in 
the XYY group. The former finding could reflect 
either a decrease in thyroid function or, more 
likely, some difference in thyroid-binding 
globulin between XYY constituted individuals 
and normal subjects. 
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Suicide in Brighton 


By S. JACOBSON and D. M. JACOBSON 


INTRODUCTION 

The County Borough of Brighton is a seaside 
town with a population at the 1971 census of 
166,081. This population has fluctuated only 
slightly. In 1951, the total population was 
156,486; in 1961 it was 163,159; in 1966 it was 
159,510. Brighton’s population contains a large 
percentage of elderly people; in 1966 there were 
25°7 per cent of the population over the age of 
60, and 18:8 per cent were over 65 years old, 
compared with 18 per cent over 60, and 12 per 
cent over 65 for England and Wales. 

Within the borough there are few industries, 
a high proportion of hotels, lodging-houses and 
rooms for letting. A growing student population 
attends the University of Sussex, Colleges of 
Technology, Arts and Crafts and technical 
schools. 

Recent studies of suicide have included 
London (Sainsbury, 1955); certain industrial 
communities (Stengel and Cook, 1961; Jennings 
and Lunn, 1962); and comparisons of suicide 
in urban and rural communities (Capstick, 
1960; Carstairs and Brown, 1958); Edinburgh 
(McCulloch, Philip and Carstairs, 1967). 


MxTHOD 


With the kind permission of H.M. Coroner 
for Brighton, Mr. C. Webb, the records of all 
suicides for the years 1963-1969 were examined. 
All depositions of witnesses, statements made by 
general practitioners, consultant psychiatrists, 
officers of the law, and by relatives, friends, 
neighbours, work associates, all of whom had 
been in touch with the patient, and whose 
statements were included in the coroner's 
records, were scrutinized. Details of post- 
mortems and the causes of death were examined. 
In addition, records of the year 1968 in which 
deaths were listed as ‘accidental’ or ‘mis- 
adventure’ or where an ‘open verdict was 
returned were likewise examined, and so were 
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records for 1964 and 1969 in which death was 
attributed to ‘misadventure’ or an ‘open verdict’ 
was returned, in order to ascertain whether 
any of these deaths might have been brought 
about through suicide, although the evidence 
was insufficient for a verdict of suicide. 

Whenever the record indicated that a victim 
had been under hospital care at any time in the 
past, the hospital clinical file was examined. 

Coroners’ records were examined for any 
information that would throw light upon the 
epidemiological features of suicide, including 
physical or mental illness, domestic background, 
visits to general practitioners and consultants, 
the previous history and habits of the victim. 
These records were collected from the years 
1963 to 1969 inclusive for victims resident both 
inside and outside Brighton, a total of 210 
inquests. 

The Registrar General’s Statistical Reviews 
from 1952 until 1969 for England and Wales 
were also consulted: for information about 
suicide, population, age distribution, occupa- 
tion, marital state or any other relevant facts 
that would contribute to the study of suicide in 
Brighton. 

The epidemiological section of this investiga- 
tion is confined to data abstracted from the 
Brighton Coroner’s files. Coroners’ investiga- 
tions of Brighton residents who committed 
suicide outside Brighton were not examined. 


RESULTS 


Having collected the suicide data it was 
necessary to examine incidence of suicide in 
Brighton. This was determined through the 
suicide rate. 

In the years under consideration for each year 
the following quantities were determined: 

(a) The male suicide rate per 100,000 males. 

(b) The female suicide rate per 100,000 

females. 
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(c) The total suicide rate per 100,000 people. 
(d) The ratio of the male suicide rate to the 
female suicide rate per 100,000 of each sex. 
For Brighton the census population figures 
were not available for many of the years 
considered. In fact only three sets of figures were 
available, namely for the years 1951, 1961, 
and the sample census of 1966. Fortunately 
these figures are well spread over the 20 years 
considered, As the population in this time was 
not growing rapidly (less than 5 per cent over 
the entire period), it is reasonable to calculate 
the annual suicide rate, using the arithmetic 
mean of the population over the entire period. 
The error in using the arithmetic mean is not 
more than 4 per cent for male, 2 per cent for the 
female and 2 per cent for the total estimates of 
the suicide rate. 
In order to throw light on the Brighton trends 
it is worth while examining the national figures 
to see if there is any correspondence. 


ANALYSIS OF THE STATISTICAL INVESTIGATION 
(a) National Statistics (for England and Wales) 
From Table I the following were observed. 
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(i) Between 1950-1969, the suicide rate was 

highest in 1963 for males and females. 

(ii) In 1969 the suicide rate was the lowest for 
males and among the lowest for females. 

(iii) Since 1963 a sharper drop has occurred for 
males than for females. 

(iv) The female rate has been constantly rising 
with respect to the male rate. 


(b) Brighton statistics 

Table II demonstrates that there is much 
more fluctuation in the Brighton data than in 
the data for England and Wales. The standard 
deviation for Brighton is 6-1 compared with 
o-g in the national suicide rate. This is no 
doubt due to the fact that the national popula- 
tion being so much larger than the Brighton 
population, fluctuations iron out in the national 
data. For this reason, extreme caution was 
required in interpreting any trend from the 
Brighton figures. 

In order to examine the trends in the inci- 
dence of suicides in Brighton, a series of 3 year 
moving averages on the figures were made, 
which have the effect of reducing the fluctua- 


TABLE I 





England and Wales 











Suicides Population 

No. of Rateper No.of Rateper Total Rateper Male Male Female Total 

Year male 100,000 female 100,000 no.of 100,000 F е pop. pop. pop. 
suicides males suicides females suicides people ` rate’ X 1,000 X 1,000 X 1,000 

1950 .. 2,885 13:6 1,586 7:0 45461 10:2 1*9 21,169 22,661 43,830 
1951 . 2,831 19:4 1,638 7:2 4,469 10:2 1*9 21,049 22,751 43,800 
1952 .. 2,788 18-2 1,550. 6:8 45338 9:9 1:9 21,119 22,821 43,940 
1953 ++ 3,020 1421 1,734 76 4754 10:8 9 21,213 22,877 44,090 
1954, .. 3,178 14°9 1,865 8:1 5,048 11:4 1:8 21,288 22,906 44,274 
1955 .. $060 142 1940 84 5,000 11-2 1:7 21,559 29,054 44,623 
1956 .. 9,198 14:8 2,08 9:0 5,282 11:8 1*6 21,669 29,152 44,821 
1957 + 9,170 14:6 2,14 9:2 5,316 12:0 1:6 21,782 23,261 45,048 
1958 e 3175 1455 2,123 91 5298 11:7 1:5 21,88) 23,367 45,244 
1959 . 3,116 14°2 2,091 8:9 5,207 114 1*6 22,002 23,502 45,504 
1960 .. 3,059 13:8 2,054 8:7 5,113 II'I 1*6 22,176 23,686 45,862 
1961 .. 3,025 13:5 2,176 9-1 5,201 11:2 1*5 22,448 23,821 46,269 
1962 . 3264 14-3 2,325 97 5589 12:0 1'5 22,748 24,020 46,768 
1963 .. 8308 14:4 2,407 9°9 5715 120 1:5 202,933 24,195 47,129 
1964 e 3175 137 2,891 9:80 5,566 1:7 1'4 93,151 24,859 47,511 
1965 . 2,942 12:6 2,219 9'0 біб 10:8 154 23,346 24,537 47,884 
1966 .. 2,823 12:0 — 2,171 8-8 45994 10:4 1:4 23,504 24,684 48,188 
1967 2,736 116 1,975 Во 411 9:7 1'5 23,658 24,830 48,488 
1968 2,695 114 1,889 76 4,584 9:4 15 23,704 24,764 48,669 
1969 2,523 10:6 1,803 72 4326 8:9 1:5 23,752 25,074 48,826 
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tions in the data (see Table II). This series of 
figures is obtained by averaging the number of 
suicides for the year under consideration 
together with the numbers for the previous and 
subsequent year. 

Examination of the 3 year moving averages 
for Brighton in Table II clearly shows the 
similarity which exists between the Brighton 
trend and the national trend. The suicide rate 
reached a peak in 1963, followed by a decline, 
while the ratio of the female to the male suicide 
rate has gradually been rising. However, this 
ratio is higher in Brighton than nationally. The 
overall Brighton suicide rate is generally twice 
- the national rate for England and Wales. 


EPDEMIOLOGIOAL FEATURES 
In the statistical survey of suicides in the 
Brighton area the comprehensive figures pro- 
vided by the Registrar General's Office were 
used. However, for the purpose of analysis from 
the epidemiological point of view it was 
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necessary instead to consider the data con- 
tained in the coroners' files. These files provided 
the only means available for assessing the 
environmental and personal factors leading to 
suicide. Data were considered in the seven year 
period 1963-1969, as only these coroners' files 
were examined. Since the coroner's figures of 
Brighton residents relate only to suicides com- 
mitted in the Borough of Brighton itself, the 
number of suicides from this source falls short 
of the Registrar General's figures by 25 (13 per 
cent) between the years 1963/1969. To obtain 
details of varied coroners’ inquests on these 25 
suicides proved impossible. 

For this reason specific rates based on the 
coroners’ figures may be inaccurate by as much 
as 19 per cent. This is unfortunate, because 
precise rates would enable proper comparisons 
to be made with data from other areas. How- 
ever, specific rates based on the Brighton 
coroner's figures are quoted where necessary. 

Consideration has been given to the following 











ТАВІЕ IT 
Brighton 
Three years moving averages of 
Brighton suicide rates 
No. of No.of Total 
Year male female no.of Male Female Total Rate per Rate per Rate per Male/ 
suicides suicides suicides pop. pop. pop. 100,000 100,000 100,000 Female 

males females people rate 
1950 21 8 29 
1951 15 15 30 69,704 86,782 156,486 21:2 11:5 15:9 1*8 
1952 10 7 17 17:5 30-0 15:0 14 
1958 13 12 25 17'1 9*9 I3'I 1*7 
1954 14 7 21 22:6 15:2 18:6 1'5 
1955 22 21 43 26:3 13°3 19:2 2:0 
1956 21 7 28 29:0 15:6 21:7 1:9 
1957 20 18 33 25:8 12:2 18:4 2.1 
1958 15 12 27 25:8 16:4 20:7 1*6 
1969 21 18 39 28:1 17:9 22:5 1*6 
1960 25 17 42 25:8 18:3 21:7 1'4 
1961 10 13 23 74,140 89,019 163,159 26:3 19:4 22-6 1:4 
1962 22 2I 43 20:3 21:0 20:7 I'0 
1963 12 21 33 28:6 25:1 26-7 rey 
1964 28 24 52 25:3 23:8 24-9 I1 
1965 15 16 ЗІ 24.°9 21:0 22:8 1:2 
1966 II 15 26 73,060 86,450 159,510 16:1 13:7 14°8 1:2 
1967 9 5 14 14/3. 114 1277 1'8 
1968 II 10 21 10:6 10:4 III 1:0 
1969 3 15 18 Average: 

72,301 87,417 159,718 
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Tase III 
Distribution of suicides according to age and sex, between 1963 and 1969 
Male suicides Female suicides Total suicides m 
% of Rate per % of Rate per % of Rate per 
Agc No. male 100,000 No. female 100,000 No. total 100,000 
suicides per annum suicides per annum suicides per annum 
15-24 a 5 7 0°59 o o 0-00 5 2:9 0:81 
25-34 3 43 0:59 8 8 1°46 II 6:5 1:04 
35-44 ss 13 18:6 2°20 12 12 1:77 25 1477 1°99 
45-54 xs 5 7 0°70 14 14. 1.76 19 11:2 1:26 
55-64 - 16 22:8 2°35 26 26 3:11 42 24:7 2:59 
65-74 T 14 20:0 2-87 91 31 3°83 45 26:5 3:60 
75 and ov 14 20:0 5:81 9 9 1-60 23 13:5 2-86 
70 100 170 





Rates quoted are based on the coroners figures which are incomplete, and on the 1966 sample census. 


factors which provide a means of analysing 
suicide in Brighton. 
(a) Age and Sex 

Over the entire period, 1963-1969, 52:2 per 
cent (89) suicides in Brighton were of persons 
over the age of 60, and 40 per cent (68) were 
over the age of 65. In England and Wales, in 
1964 and 1968, 25:4 per cent and 26-6 per cent 
of suicides were over 65 years of age. Brighton 
demonstrates a suicide rate 1-6 times the 
national rate for the over 65 age group. This 
fact, coupled with the unusually large percent- 
age of elderly people in Brighton, accounts for 
the suicide rate in Brighton amounting to 
almost twice the national rate. 

Stengel (1964) writes that the majority of 
people who kill themselves are elderly. Certainly 
in our series this holds true. 

(b) Social class distribution 
Tasre IV 














Social class distribution 

96 of 
Social class Male Female Total Total 
Los Үк 7 24 31 18-23 
II .. så 10 20 30 29:41 
mI.. .. 22 19 41 24:2 
IV.. oh 6 II 17 10-0 
АЗС .. 828 21 44 25:88 
Unknown .. 2 5 7 4'12 

70 100 170 100 





The high number of suicides in Classes I and 
II correlates with the great numbers of retired 
people living in Brighton. There were 27 men 
(36:5 per cent of all male suicides) and 3: 
women (26-6 per cent cent of all female 
suicides) who were listed as retired. There were 
15 men (16 per cent of males) who were un- 
employed at the time of their suicides. Two 
student suicides were reported among an 
estimated student population of 12,000, in- 
cluding Sussex University and various colleges. 


(c) Marital status 

In Table V the marital status of all persons is 
given at the time of suicide. 

Including those cohabiting, 72 (44 per cent) 
of suicides had spouses, but there were 56 per 
cent without spouses. The high incidence of 
suicide among the widowed and divorced has 
been well documented. The unmarried state 
contributes to social isolation, as in the case of 
elderly widows living alone in rooms, lodgings, 
or their own desolate large houses. In Bristol 
(Seager and Flood, 1965) approximately 50 per 
cent of suicides were married at the time. The 
greater longevity of the Brighton population 
would tend to increase suicide among the 
widowed. 


(d) Residence of non-Brighton suicides (visitors) 
Of the 210 suicides for the years 1963-1969 
examined by the Brighton coroner, 170 lived in 
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Taste V 
Marital status of suicides, Coroners’ figures compared with marital status of population (1966 Census) 
Marital status of suicides 
% of Marital 
total status of 
suicides population 
Status Males Females Total (Coroners’ (percentage 
figures) 1966 Census) 
Single ВЕ v 14 23 37 21:8 40 
Married vs s 37 33 70 41:2 49 
Widowed .. hu 12 33 45 26:5 10 
Divorced or separated 7 16 9'4 1-3 
Cohabiting .. эз о 2 1'2 
70 100 170 100.00 





the Borough. The remainder lived outside the 
borough, 9 in Hove, 7 in London, 15 in the 
County of Sussex, and g in other counties. 


(e) Social and family contacts 

Of those listed as living in their own homes 
or in lodgings there were 23 men and 39 women 
who lived alone—a total of 62 (29-5 per cent) 
which presents a higher percentage than in the 
Bristol series (20:3 per cent) described by 
Seager and Flood (1965). Of these suicides 
living alone 30 were 65 and over, 6 men and 24 
women. Undoubtedly, living alone contributes 
very much to a situation of social isolation, which 
though present in this series as a contributory 
factor, was not so important as other factors, 
because social contacts with relatives and others 
were not at all infrequent. 

These contacts are singularly difficult to 
estimate. A person may be living alone in 
seclusion from relatives, friends and acquaint- 
ances, or on the other hand may be having 
frequent visits and contacts. However, we 
assumed that where the patient had members 
of the family alive, these might afford clues as 
to the amount of concern they felt about the 
patient by the frequency of their contacts. 

At least 60 per cent of persons in this series had 
quite close contact with members of their 
families within one week of their suicide, and in 
only 20 per cent of cases had there been no 
contact with members of the family for over 
four weeks. Only 8-8 per cent were severely 
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deprived of all social contacts, with no family 
visitors, very rare friends or acquaintances, and 
no visits by local authority welfare organizations. 


(f) Medical history 

(1) Previous medical and psychiatric care 

At the time of committing suicide, 93 persons 
(54:7 per cent) were under the care of their 
general practitioners, including 44 men (62 per 
cent of all men) and 49 women (49 per cent of all 
women) under care by their general practi- 
tioners. In addition, 27 persons (16 per cent) 
were under the care of psychiatrists, and 
approximately half of these were seeing their 
psychiatrists solely, visiting the out-patients 
clinics or private consulting rooms in preference 
to their general practitioners. There were 38 
persons (22:5 per cent) who had not been 
attending a doctor for any complaint over a 
long period of time. 

Of all suicide victims, 78 (46 per cent) had 
seen their general practitioners within two weeks 
of taking their lives. Thus roughly half of all 
patients had seen a doctor when ill, and for the 
most part they had been prescribed tablets, for 
insomnia especially. There were 38 patients 
(22:3 per cent) who, though under general 
practitioner care, had not seen their doctors for 
over four weeks. Only ten victims nominally 
under the care of general practitioners had not 
seen their doctor within four weeks of com- 
mitting suicide. 

Within the week preceding an appointment at 
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the out-patients department of a general 
hospital, 6 patients, 4 men and 2 women, failed 
to attend and committed suicide. 

On the whole, the care of patients, in so far 
as they were under medical supervision by 
general practitioners and consultant psychi- 
atrists, seemed to be regular, and frequent 
attendances were made, especially if physical 
symptoms were the chief complaint. But there 
can be little doubt that symptoms of distressing 
mental illness either eluded the doctors, or else 
no undue emergency could be detected. In- 
somnia and depression were treated routinely 
with sedatives and tranquillizers, and especially 
barbiturates. 


(ii) Physical illness 

In 50 cases (29:4 per cent), there was evidence 
of physical illness sufficient to cause great dis- 
comfort, or pain, or debility, or immobility, and 
confinement to bed over long periods. Of these 
cases 25 were men (35:7 per cent of all men) and 
25 were female (25 per cent of all women). Men 
were more likely to suffer from physical ilInesses 
and to become preoccupied with their effects 
sufficient to induce intense despair. Illnesses in 
both series were of various kinds; cardiovascular, 
respiratory, carcinoma, and rheumatoid disease 
made up the majority of cases of disablement, 
and their existence was especially high in those 
aged 50 or over. In 5 cases shingles was a cause 
of great distress in the very old. Most significant 
was the high incidence of cardiac disease in the 
overall incidence of suicide, as reported in each 
case by the pathologist. 

Coronary occlusion, old infarcts, coronary 
narrowing, myocardial degeneration were re- 
ported in 79 cases (46:5 per cent). No reference 
was made to infective or post-infective valvular 
disease of the heart in any of the post mortems. 
No case of pregnancy was discovered. 

In 5 men and 10 women pronounced mental 
illness and severe physical disabilities were 
present simultaneously, having been observed 
and treated over many years by the medical 
practitioners in charge of the patients. 


(iti) Mental illnesses 
Undoubtedly mental illness was the com- 
monest cause relating directly to suicide. In all, 
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86 cases (50:6 per cent) of histories preceding 
suicide indicated mental illness of sufficient 
severity as to give concern to those sufficiently 
involved with the welfare of the patient. Of these, 
27 were men (38-6 per cent of the men) and 59 
women (59 per cent of the women). These 
patients were described as being mentally ill by 
relatives, friends and/or doctors who treated 
them. What was even more obvious were those 
symptoms which were so striking as to be de- 
scribed spontaneously by witnesses, namely 
insomnia in 103 cases (60-6 per cent) and frank 
depression in 119 cases (70 per cent), It is very 
likely that more intensive studies of cases along 
the lines conducted by Barraclough et al., 
(1967), namely interviews with all people close 
to the patientimmediately previous to the suicide, 
would increase the number of patients exhibiting 
overt symptoms of frank mental illness. In our 
records, these two disabling symptoms of 
depressive disorders, namely insomnia and 
pronounced depressed mood, were only too 
manifest in those who knew the patients at all 
intimately. 

Insomnia especially is the symptom calling for 
the agents leading directly to suicide, namely the 
sleep-inducing barbiturate drugs. 


SUICIDE IN BRIGHTON 


(iv) Alcoholism 

There were 2 men and 3 women who suffered 
from chronic alcoholism, ie. 3 per cent. In 
Bristol the rate was 1*5 per cent (Seager and 
Floor, 1965) and in London it was estimated as 
6 per cent (Sainsbury, 1955). 


(v) Previous admissions to psychiatric units 

In 54 cases (31-8 per cent) there had been 
previous admissions to psychiatric units in 
general hospitals, or to mental hospitals. There 
were 19 men (27 per cent of all men) and 35 
women (35 per cent of all women) who had 
past histories of such admissions. Nineteen 
patients 50 per cent of the admissions to mental 
hospitals were admitted three or more times. 

There were 26 cases (15:3 per cent) in which 
threats had been expressed openly; 8 of these 
victims were men (11:4 per cent of all men) 
and 18 were women (18 per cent of all women). 

It would seem in this series that women are 


| 


more likely to threaten suicide, but men are 
more likely to make the attempt. 
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(g) Methods of suicide 

We followed the scheme of the Registrar 
General’s Statistical Review (1965). See 
Table VI. 

Of deaths due to drugs and poisons, various 
barbiturates accounted for 68 deaths (40-1 per 
cent) either alone or in combinations with 
alcohol (10 cases in all) or rarely with a tran- 
quillizer. The tranquillizers and antidepressants 
accounted for 4 deaths in all (2:4 per cent). 
Aspirin accounted for 8 deaths (4:7 per cent). 
Men used coal gas as frequently as women. 
Precipitation (falls) was relatively frequent, 
owing to the presence of cliffs in the area. 

On the whole there was little difference 
between the older and younger groups as to 
choice of method. The younger group resorted 
less to drugs than the older. Of those committing 
suicide by violent methods, there were 36 who 
resorted to hanging, shooting, drowning, preci- 
pitation, and cuts, i.e. 21 per cent of all cases. 
Of these 14 were over the age of 60, a lower 
proportion among the ageing population. 

Of the 40 persons resident outside Brighton 
who committed suicide, 25 used barbiturates, 
1 used Aspirin, 8 precipitation, 2 carbon 
monoxide, 2 drowning, 1 shooting, 1 cuts. 
Precipitations by visitors from outside Brighton 
accounted for one third of the total incidence of 
precipitation in this series. 
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(h) Temporal incidence 

Brighton shows two annual peaks—May- 
June-July and December. As regards day of the 
week, the incidence rises on Friday, Saturday 
and Sunday. The hours between 6 p.m. and 
midnight are the time of day usually chosen. 


Coroners’ VERDICTS 


It is well known that coroners’ verdicts are 
often in doubt on the question of suicide. 
Decisions are reached through painstaking 
consideration of the evidence, but certainty of 
suicide may remain in doubt because of failure 
to elicit absolute legal evidence, However, a 
careful reading of the record may incline the 
psychiatrist to view the case as ‘suicide’, rather 
than ‘misadventure’, ‘accident’ or ‘open verdict’. 
Coroners may also decide upon a verdict least 
likely to upset the relatives, provided it is in 
keeping with the facts offered to them. 

We examined the coroner’s records of all 176 
inquests for the year 1968. In this year the 
inquests concluded that there were 22 suicides. 
There were four cases which were open verdicts 
and seven cases of misadventure due to drugs, 
drownings, and gassings. We reviewed all these 
latter 11 cases, and nine seemed to be possible 
suicides if the psychiatric evidence were to be 
considered over-riding. 

In inquests during 1969, of four cases of open 
verdict and eight due to misadventure through 
drugs or drowning, at least то of these deaths 





Taste VI 
Methods of suicide 

Method Male 96 Female 96 Total % 
Coal gas .. © 93 33 24 24 47 27:65 
Car exhaust .. is 2 2*9 о о 2 1:17 
Drugs and poisons 27 38-6 57 57 84 49°41 
Hanging | 5 7u 6 6 II 6:47 
Shooting 1 1*8 о о І +58 
Drowining 2 2°9 3 3 5 2:94 
Precipitation 5 7i 9 9 14 8:24 
Cut throats, wrists 3 4°3 о o 3 1:77 
Fall on railway lines 2 2:9 1 I 3 1:76 

70 100 100 100 170 100 
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might have been due to suicide, in addition to 
the 21 declared suicides in 1969. 

In inquests during 1964, there were six cases 
of open verdict and five of misadventure due to 
drugs, drowning and gassing; at least 10 of these 
deaths might have been due to suicide. In this 
year there were 57 cases of verdicts of suicide. 

It would seem logical to conclude that the 
real incidence of suicide might be at least 20-30 
per cent higher than the verdicts established by 
the coroner. This conclusion is not at variance 
with those reached by other investigators into 
suicide (Sainsbury, 1955; Stengel, 1964; Seager 
and Flood, 1965). 


INFLUENCE OF THE SAMARITANS AND 
VOLUNTARY SERVICES 


There was no Samaritan organization 
operating in the Borough of Brighton in the 
years 1964-1968. The Samaritan service has 
been reconstituted for a larger area, which 
includes Brighton, only since 1969. On the other 
hand, local authority mental health services are 
increasing in numbers of personnel, efficiency of 
organization, and thoroughnessoffollow-up care. 
The fall in the incidence of suicide in Brighton 
over the years 1965-1969 might be related to 
these developments. 


Discussion 


Comparing the data for Brighton with the 
data for England and Wales, there is some 
evidence that the pattern of suicides in Brighton 
tends to reflect national trends. The rise in the 
female rate, fall in the male rate, and consequent 
relative decline in the male fraction is reflected 
locally and nationally. A continuing fall in the 
suicide rate is evident in England and Wales, 
and Brighton follows this trend. The total rate 
has been lowered over the years 1965-1969. 
Again this national trend 1s reflected in the 
Brighton figures. However, the figures since 
1950, both nationally and in Brighton reflect 
fluctuations in rate, and the trend of the past 
five years needs to be viewed cautiously. 
Gertainly as far as the Brighton figures are 
concerned the fall is not due to the influence of 
voluntary bodies such as the Samaritans. Other 
explanations for the fall are called for, such as 
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the increasing efficiency of local authority 
mental health services, and certainly more 
careful assessment, awareness and treatment of 
the problem by the medical profession. 

The high suicide rate reflects the high per- 
centage of ageing people living in the borough, 
which is the most important cause for the high 
suicide rate in the Borough of Brighton. 

The socio-economic status of the suicides 
suggested a significantly high rate in the Social 
Classes I and II, agreeing with the findings of 
Sainsbury for London (1955). Brighton is a 
popular seaside resort for the retired and semi- 
retired. Retirement brings boredom, isolation, 
and a declining elan for living. The rate of 
suicide in retirement areas must be high, when 
comparison is made with suicides classified as 
'retired' in Brighton (32 per cent) and Bristol 
(20:9 per cent). 

Suicide was related to a high incidence of 
serious organic disease. In 29:4 per cent of 
cases the symptoms of physical illness were 
sufficient to cause great distress provoking 
severe depressive reaction; and males especially 
reacted violently to prolonged physical agony, 
or unsettling discomfort. Cardiac disease was 
the commonest disabling disease. 

However, mental illness was the commonest 
cause relating to all suicides. In 50:6 per cent 
of all cases, evidence of mental illness was 
described in the records. When to this figure is 
added a history of severe insomnia (103 cases, 
60-6 per cent) and frank depression (145 cases, 
то per cent) the evidence grows that suicide is 
most frequently the result of severe mental ill- 
ness. Seager and Flood found that in at least 
three-quarters of their cases suicide was related 
to an episode of mental illness of either short or 
long duration. 

In our series, 54 of the victims (31:8 per cent) 
had had previous admissions to mental hospitals, 
and in 38 of the cases whose records were traced, 
over 50 per cent of them were admitted three 
or more times. This is evidence of the severe and 
prolonged course of illnesses which may lead to 
suicide. But in the larger percentage of cases 
there is evidence of profound disturbance not 
such as to lead to hospital admission, but 
distressing enough to impair sleep and mood. 
It is in this group that medical care is most 
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elusive. In our opinion any case of prolonged 
insomnia deserves a thorough social history and 
psychiatric examination to ascertain the degree 
of depression. 

Prolonged insomnia, persistent depression, 
and suicide threats are a trio of symptoms which 
should raise the alarm over a possible successful 
suicide. Added to this, a careful examination, 
especially in the case of the ageing who suffer 
from physical illness, should forewarn the doctor 
about the danger in those patients with physical 
symptoms of disease. 


SUMMARY 


(1) Coroner's inquests on 210 suicides com- 
mitted during the years 1963-1969 were 
examined. Further figures were made available 
for Brighton from the year 1950. A twenty year 
assessment of suicide trends in Brighton was 
available. 


(2) A comparison was made between the 
incidence of suicides in England and Wales 
and those among residents in Brighton. Both 
incidences revealed similar trends; especially a 
decline over the years 1965—1969. 

(3) Brighton's incidence is almost twice the 
national incidence, and this is attributed to the 
large numbers of elderly persons in a borough 
where 25:7 per cent of the population is over the 
age of 60, as compared with 18 per cent for 
England and Wales. 

(4) Previous histories indicated a high inci- 
dence of physical illness (29-4 per cent), of 
mental illness (50:6 per cent), and of complaints 
of depression (70 per cent) and insomnia (60 per 
cent). 

(5) Closer liaison and co-operation between 
general practitioners and local authority mental 
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welfare officers would seem to be essential to 
further reduce the incidence of suicide. 


(6) A more serious appraisal of symptoms of 
depression by general practitioners is stressed. 
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Deliberate Self-injury (Attempted Suicide) in Patients 
Admitted to Hospital in Mid-Sussex 


By S. JACOBSON and P. TRIBE 


The incidence of deliberate self-injury with- 
out fatal outcome (‘attempted suicide’), and 
with consequent referral to casualty depart- 
ments and wards of general hospitals, is a 
constant and growing concern for the medical 
and social professions. The situation may be 
described as a steady, never-ending epidemic, 
with no ready remedy capable of halting it. 
Indeed, for many hospitals all over the country 
the epidemic seems likely to overwhelm existing 
facilities for the treatment of psychiatric, and 
even non-psychiatric conditions. i 

Research undertaken to grasp this problem 
over more recent years include the investigations 
of Stengel and Cook (1958) in London, Kessel 
(1965) in Edinburgh and Evans (1967) in 
Oxford. 

A significant pamphlet issued by the World 
Health Organization (1968) summarizes infor- 
mation on an international level as follows: 

‘Attempted suicide’ or ‘deliberate self-injury’ 
is a condition in which reliable national statistics 
are difficult to obtain. The WHO pamphlet 
continues—‘Systematic surveys carried out in 
some centres in England, Switzerland and 
U.S.A. showed that the ratio of attempted 
suicides to committed suicide was 8 : 1 to 10 : І. 
Where coordinated suicide prevention services 
exist it may be feasible for them to keep a con- 
fidential register of persons attempting suicide.’ 

Such a confidential register of persons 
attempting deliberate self-injury is no doubt a 
highly desirable objective, but throughout the 
British Isles it is far from being realized. By and 
large ‘deliberate self-injury’ gathers momentum, 
and it demands an increase in care, time, money 
and facilities for its diagnosis and management 
and prevention. 

Brighton County Borough contains a popula- 
tion of 166,081 (1971 census), including a high 
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proportion of elderly persons (20 per cent over 
65 years). The Borough of Hove has 70,760 
inhabitants of whom 25 per cent are aged 65 
and over. Both Boroughs contain few industries, 
and there are many hotels, lodging houses and 
rooms for letting. Rural Mid-Sussex consists of 
a number of smaller towns and villages, with a 
population of 132,669 persons; light industries 
are developing in this area, and commuters to 
London also contribute to the growing popula- 
tion. 

In order to ascertain the extent of the problem 
in Mid-Sussex, including the Boroughs of 
Brighton and Hove, we investigated cases of 
attempted suicide of all kinds for the single years 
1963 and 1967, who were admitted to four 
general hospitals in the area. We chose these 
two years, to ascertain whether or not the 
incidence was rising over a four-year interval. 
Not every case is referred to a general hospital, 
and general practitioners see many, treating 
them either in the patients’ homes or in con- 
sulting rooms. We did endeavour to establish 
contact with general practitioners on cases 
seen by them, by means of a questionnaire, but 
we soon discovered that records were usually 
inadequate for conclusions to be drawn. Our 
investigation was therefore confined to hospital 
referrals. 


MATERIALS AND METHODS 

For the purpose of this investigation, deli- 
berate self-injury was defined as the deliberate 
self-infliction of injury or poisoning with the 
intention of causing death or risking death, or 
degrees of harm, or in order to give an impression 
of such intention. 

Cases such as those so defined in the years 
1963 and 1967 were admitted to four hospitals 
in the area: The Royal Sussex County Hospital 
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in Brighton; Hove General Hospital; The 
Cuckfield Hospital at Cuckfield, Mid-Sussex; 
and lastly the Psychiatric Emergency Unit of 
the Brighton General Hospital in Brighton, In 
the case of the first three hospitals, patients 
were admitted initially via their own casualty 
departments; from these, cases were referred, if 
thought necessary, to general medical wards to 
be seen by consultant psychiatrists visiting the 
hospitals. If further investigation, supervision or 
immediate psychiatric treatment was consi- 
dered advisable by the consultant psychiatrist, 
patients were treasferred to the Psychiatric 
Emergency Unit of the Brighton General 
Hospital. Some cases were admitted directly to 
the Psychiatric Emergency Unit if their state 
was deemed to be very acute, or if no beds were 
available at the other hospitals. 

In order to gather more detailed information 
about deliberate self-injury, we focused attention 
on all cases admitted to the Psychiatric Emer- 
gency Unit. These cases were kept under 
observation for up to 7 days, and we were able 
to investigate them in some detail. In all these 
cases are excluded accidental self-injury or 
accidental poisoning; on the other hand, no 
matter how slight the injury or how mild the 
poisoning, if there was a deliberate intent to 
harm the person they were included. 

Referrals to casualty departments of general 
hospitals tended to show some increase in 1967 
as compared with 1963. In 1963 more cases 
were transferred directly to the Psychiatric 
Emergency Unit after being seen in casualty 
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departments, but by 1967 the transfers to the 
Psychiatric Emergency Unit more often took 
place after the patients had been examined by 
Consultant Psychiatrists. 

After deducting patients who come from out- 
side the catchment area we calculated the rate 
of referrals from within the Mid-Sussex catch- 
ment area as being of the order of 112 per 
100,000 for either year. This rate is g times the 
number of known successful suicides in the area. 

In 1963, 63 males and 89 females, a total of 
152 patients, were referred to the Psychiatric 
Emergency Unit; in 1967, 48 men and 54 
women, a total of 102 patients, were referred to 
the Unit. Out of a total of 862 patients for these 
two years 254 or 30 per cent, were referred for 
assessment to the Psychiatric Unit, of whom 111 
were men (43'5 per cent) and 143 were women 
(56-5 per cent). 

Tn the years 1963 and 1967, although there 
was some rise in the number of initial hospital 
referrals of both sexes, the relative percentages of 
each sex remained relatively constant, as can be 
seen in Table I. Women were twice as numerous 
as men. 

Psychiatric emergencies admitted to Brighton 
General's Psychiatric Emergency Unit were 
analysed by Snaith and Jacobson (1965). 
Deliberate self-injuries accounted for 17 per 
cent of all admissions to this unit in the year 
1963. 

The remainder of this investigation concerns 
the 254 cases investigated in the Psychiatric 
Emergency Unit at Brighton General Hospital. 


ТАВІЕ I 
Initial referrals to hospitals in the catchment area 

















1963 1967 . 
Hospital 

Men Women Total Men Women Total 
Royal Sussex (тшу go 170 260 117 183 300 
Hove General 25 p 31 63 94 27 63 go 
Cuckfield Rural .. ie 7 18 25 10 27 37 

Brighton General Psychiatric 

Emergency unit 16 28 44 4 8 12 
144 279 423 158 281 439 
Per cent 34-5 65:5 100 33:6 66:4 100 




















‘ BY 8. JACOBSON AND P. TRIBE 381 
Taste П Tase IV 
Admissions to hospital wards Social class distribution of cases by sex 
Hospital 1963 1967 Men Women Totals 
Social 
Royal Sussex County .. 146 214, class No. % No % Noe % 
Hove... s v 55 62 
Cuckfield 2 " 25 37 I 2214 I3 12 6 26 10:2 
St. Francis PE Ыз ї I II 14 13 I5 II 29 II'4 
HI .. 17 I5 20 13 37 14:2 
227 314 IV .. 17 I5 10 8 27 10°7 
Transferred to Brighton Vo... 4] 49 47 34 94 37°4 
General Hospital Psy- Unknown 2 3 39 27 41 16-1 
chiatric Unit directly 
from Casualty 77 33 III 100 143 тоо 254  I00'0 


Transferred to Brighton 
General Psychiatric 
Emergency Unit after 
being seen by Con- 
sultant in Medical 








3I 57 
RESIDENCE 
TABLE ПІ 
Residence of cases of deliberate self-injury 
Percentage 
Place Number oftotal 
number 
Brighton 140 55 
Hove .. v Ра 50 23 
Mid-Sussex ‘Rural’... 20 8 
Outside catchment area 28 II 
No fixed above . . e 8 3 
254 I00 





The Borough of Brighton, containing the 
greatest concentration of population in the area, 
is responsible for the greatest percentage of 
referrals. But it is noteworthy that temporary 
visitors resorting to deliberate self-injury accoun- 
ted for an appreciable number of cases referred. 
One reason for their referral to the Emergency 
Unit was that their problems required intensive 
sorting out, including their actual place of 
residence. 

A distinctive feature of this investigation is 
the lower percentage of referrals to hospital 
from the Mid-Sussex semi-rural areas compared 
with those from the Boroughs of Brighton and 
Hove. 

It was possible to apply the Registrar 





General's classification of occupations to all but 
16 per cent of cases. Married women were 
allotted according to the occupations of their 
husbands. 

There were 9 men and 5 women listed as 
retired from their occupations, a total of 14. 

There were 24 men and 28 women listed as 
unemployed, a total of 52 persons, i.e. 20:5 per 
cent of all cases; this is a high percentage. It 
was not possible to establish for how long these 
persons had been unemployed, or whether they 
were in fact unemployable by reason of person- 
ality or illness problems. 





AGE 
Tase V 
Age distribution of all persons by sex 
Men Women Totals 
Age 

No. % No % No % 
10-19 14 13 10 7 24 9'4 
20—29 27 25 44 31 7ї 20-0 
30-39 19 17 96 19 47 189 
40-49 20 8 28 20 48 Ig:o 
50-59 12 II 18 13 30 Img 
6 16 15 8 6 24 9'5 
70-79 3 3 7 5 IO 40 
80-89 о 0 o o о 0*0 

II] 100 149 тоо 254  r100:0 





The youngest patients were two girls both 
aged 13 years. The female rate is higher than 
the male throughout this series, except for the 
age groups 10-19 and 60-69 in which males do 
predominate. The highest percentage in both 
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sexes occurs in early adulthood (20-29), a finding 
in agreement with that of Evans (1967) for an 
Oxford series. 





MARITAL STATUS 
Талвік VI 
Marital status, all persons by sex 
Men Women "Totals 
Marital 

status No. % No 96 No % 
Single .. 41 37 43 g0 84 333 
Married 47 43 71 50 118 46:5 
Divorced 6 9 15 6 


Cohabiting 1 I 1 





Totals .. 143 254 . 

In both men and women the married state 
ranks highest. Half of the women were married 
and slightly less than half of the men. The per- 
centage of men divorced or separated was higher 
than that of divorced or separated women 
(18:5 per cent for men, 13:3 per cent for 
women). It would appear from the figures for 
age and civil status that young married women 
constitute the largest group; the fact that in the 
figures for direct referrals to hospitals (Table I) 
women as a whole made up 66 per cent of the 
total also supports the view that young women, 
especially young married women, are the most 
prone to resort to deliberate self-injury. 


METHODS or DELIBERATE SELF-INJURY 











Taste VII 
Method of self-injury— both sexes 
Men Women Total 
Method 

No % No % No % 
Poison . 76 69 116 бо 192 75:6 
Cutting 20 8 8 6 28 II'O 
Drowning 5 5 9 6 1щ4 55 
Gassing 7 6 8 6 15 6-0 
Precipitation o о 2 І 2 o:8 
Hanging/ 
Strangulation 2 2 о 0 2 0:6 
Electricity т I о о І 0*4 
Totals .. I11 тоо 143 100 254 100:0 
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Tasis VIII 
Type of poison employed 
Poison No. 96 

Barbiturates ый» II2 50-4 
Other hypnotics vs 14 6*9 
Analgesics EN 40 20:8 
Tranquillizers . xs 12 6-3 
Antidepressants. . 2 I'o 

Combined methods in- 

cluding drugs and 
alcohol T ss 8 4'4 
Not specified .. he 4 2:2 
192 I00:0 


Without doubt, the barbiturates were the 
commonest drugs used; women as a whole 
resorted to poisons far more than men. Poison- 
ings constituted 76:2 per cent of all cases in 
these series, and 29-8 per cent of cases resorted 
to the list of remaining measures as listed in 
Table VII. 


RELIGION 


A relatively high percentage of Roman 
Catholics, namely 20 per cent of all our cases, 
is of interest. Middleton, Ashley and Clark 
(1961) found a significantly higher proportion of 
Roman Catholics in a hospital series of deliberate 
self-injury in Gateshead than in a sample of 
admissions for all causes. 


INTENTION 


Any attempt to assess the patient’s intentions 
in resorting to deliberate self-injury is extremely 
difficult. So many defences may be encountered; 
and psychological defences against the frank 
confession of what the patient had in mind at 
the time of the attempt are difficult to over- 
come. However, we asked the patients to 
describe their intention as honestly as possible, 
and the questions were asked more than once in 
every case. The questions centred on whether 
the patient really intended to die, or whether 
the act was a ‘cry for help’, an appeal for some 
kind of way out of a difficult situation of one 
sort or another. 

About 50 per cent of the patients stated that 
they had intended to destroy themselves; 32 per 
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cent admitted that their action was an attempt 
to get help for a difficult situation in their lives, 
arising from problems they were unable to 
resolve either by themselves or with the help of 
those directly living with them—relatives, 
friends or acquaintances to whom they did or 
might have had access. 

However, the establishment of intention is 
difficult, and, as Kessel (1965) points out, little 
credence can be placed on these statements, as 
they do not represent true recollections. 


Tæ or Day 


The first half of the night seems to be the most 
favoured time for resorting to the act, followed 
by the first half of the day; possibly because it is 
at these hours that people are most likely to be 
close at hand to intervene and to take action to 
prevent the fatal consequences of the act. 


Dav or WEEK 


The day most favoured for the attempt is 
Thursday for women and Monday for men— 
not the week-ends. Altogether, Thursday and 
Monday are the commonest days for attempting 
self-injury in this series. Perhaps the first day of 
the week and the second day before the week- 
end provide the greatest strains on morale for 
both sexes. 


MONTH or THE YEAR 


In this series March and September showed a 
slightly larger number of admissions. 


Dracnosis 

Of the depressions, 20 per cent were more 
severely ill with endogenous depression, i.e. 
depression without apparent evidence of precipi- 
tating causes. One fifth of cases bore no real 
evidence of illness, and were classified as 
conditions of ‘manipulative behaviour’, in 
which patients were drawing attention to 
problems which needed solution through access 
to hospitals, perhaps because no other avenues 
of attention were so readily available. Kessel 
(1965) found similar cases without psychiatric 
illness in 26 per cent of males and 20 per cent 
of females in his Edinburgh series. In our series, 
there were 17:5 per cent of men and 25 per 
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Тавік IX 
Diagnosis. All admissions by sex 
Men Women Totals 
Diagnosis ———— 
No. % No % No % 
56 л 49 132 5*0 


Depressions 61 
Schizo- 
phrenia т I 7 6 8 


3 
neurosis 5 5 8 6 13 5° 
rapeseed I I 1 I 2 о 





Drug 

addiction 10 9 8 6 18 7 
Personality 

disorder 15 14 12 9 27 10:6 
No psychi- 

atric 

condition 18 18 36 25 54 21:8 
Totals .. їз roo 143 тоо 254  I00:0 





cent of women who showed evidence of distress 
but no features in their history or clinical 
presentation which would lead to any psychi- 
atric diagnosis. As Kessel so rightly emphasizes, 
the object of investigation of these persons is to 
elucidate the personal and social crises which 
lead to their self-injurious actions. 


Previous MEDICAL SUPERVISION 


The past histories in this series of 254 cases 
revealed that 43 men (40 per cent) and 69 
women (41 per cent), a total of 112 patients 
(44 per cent), had received psychiatric care in 
the past through admission to hospital units or 
through attendance at out-patient departments, 
and 35 men (32 per cent) and 33 women (11:5 
per cent) had made previous attempts (20:4 per 
cent in all). There were also 40 patients (15:7 
per cent) who were receiving psychiatric care in 
the current period just before their action, and 
32 patients (12:5 per cent) who were currently 
receiving care other than psychiatric for various 
physical ailments. 


ASSOCIATED PROBLEMS 
In Table X more than one associated 
problem might have been present at the time of 
the patient's resort to deliberate self-injury. 
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TABLE X 

Associated problems precipitating action of deliberate 
self-injury 


Associated problem Men Women Total 
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RANKING ORDER or ASSOCIATED PROBLEMS 

When marital and love problems are added 
together, they contribute to 36 per cent of all 
associated problems. Relations between the 











Marital discord .. .. 29 39 62 sexes before and during marriage are the 
Unhappy love affair + 15 15 30 most significant factors precipitating deliberate 
Difficult family relationships 4 9 13 self-injury, as has been stressed by Kessel 
Financiallemployment .. 20 19 39 (1965) 
Recent bereavement = I 4 5 995). р" е 
Social isolation... 5 3 8 The term ‘social chaos’ refers to all cases 
Reaction to physical illness 18 тї 24 in which there are several serious social problems 
Pregnancy/puerperium .. 10 10 — occurring together, such as people living with 
и deviation .. 3 о ai overwhelming social problems, e.g. homeless- 
Housing Problems x ài 13 : d ness with drifting habitation; a broken marriage 
Study problems  .. I 2 3 and/or seriously severed emotional attachments; 
Awaiting legal proceedings 2 I 3 unemployment or inability to work, all of which 
Unknown .. 3 7 12 are manifest in the same person. 
TABLE XI 
Ranking order of associated problems for both sexes 
Associated problems Men 96 Women 96 Total 96 

Marital discord .. E es 23 2I 39 26 62 24 

Financial employment .. А 20 18 19 13 39 15 

Unhappy love affair кз те 15 14 15 10 30 12 

Physical illness Ж 13 ІР II 8 24 10 

Social chaos 13 12 7 6 20 4 





SOGIAL CIRCUMSTANCES 
For cases admitted to the Psychiatric Emer- 
gency Unit in 1967, we were able to investigate 
more closely certain family circumstances: in 
102 cases, 48 of men and 54 of women, we were 
able to ascertain the facts recorded in Table XII. 


Taste XIT 
Social circumstances (1967 admissions only) 





Men Women Total % 
Immediate members 


of family alive .. 40 51 91 92 
Recent contact with 

family (within 2 

weeks) 27 38 65 66 
Contact with family 

4 weeks ago .‚. I8 12 25 26 
Residinginownhome 23 29 52 55 
Residing in lodgings 19 19 38 38 
Residing in Local 

Authority placement о 3 3 3 
Residing with children о 3 3 3 
No fixed abode... 3 I 4 4 








It would be difficult to draw many conclu- 
sions from the list of Social Circumstances 
recorded in Table XII, but contacts with 
members of the families seemed frequent 
enough. Perhaps the numbers who lived in 
their own homes was high (55 per cent), but 
lodging dwellers were also numerous (38 per 
cent). 


EARLY FAwiLY Нівтову 


Out of this series of 254 patients there were 
180, 79 men and тот women, about whom we 
were able to extract information on their early 
formative years. These 180 patients constituted 
71 per cent of our series. We classified them 
into three groups: 

Group A (severely disturbed early life) con- 
sisted of persons who had experienced severe 
deprivations in their lives up to age 15. Depriva- 
tions were made up of loss of one or both parents 
through death, divorce or separation, illegiti- 
macy and being brought up in orphanages. 
They constituted 42-2 per cent of all cases. 
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Taste XIII 
Disturbances in early life—both sexes (180 cases) 








Group A 


Group B 





No. 96 No. 








Men .. 35 44 12 
Women .. 41 4I 19 
Totals .. 76 42 31 


Group В (moderately disturbed early Ше) 
consisted of persons who experienced continual 
family tensions due to severe personality disorder 
in parents, resulting in frequent family quarrels; 
alcoholism in the home was frequent. They 
constituted 17 per cent of all cases. 

Group C consisted of patients brought up in 
seemingly stable homes with happy and well 
adjusted parents. They constituted 40 per cent 
of all cases. 

Out of the cases assessed for serious disruptive 
experiences in early life 59:2 per cent revealed 
evidence of such disturbances (see Table 
XIII). 


DisrosaL 

In this series of 254 admissions to the Psychi- 
atric Emergency Unit of a general hospital, a 
number of patients had to be transferred for 
treatment in mental hospital units. In all, 37 
men (34 per cent) and 45 women (31 per cent), 
a total of 82 patients (32 per cent) were so 
transferred. 


DISCUSSION 


Kessel (1965) suggested that the term 
‘attempted suicide’ was inappropriate and 
should be discarded. He declared that ‘the 
majority of acts . . . were stupid and senseless 
and patients themselves acknowledged this’. 
Kessel continues—"The patterns of clinical 
practice will then be to ascertain whether 
self-poisoning (self-injury) has taken place, 
and if it has to arrange, irrespective of the 
physical state of the patient, that a psychiatric 
examination is performed before the patient is 
discharged'. 

Certainly the term ‘deliberate self-injury’ is 
more appropriate than ‘attempted suicide’. 


Group C 
96 No. % Total % 
15 32 40 79 тоо 
20 41 40 IOI тоо 
17 73, 40 180 тоо 


The patient resorts to an act of injuring himself 
or herself with the purpose of drawing attention 
to problems, trivial or serious, in his or her 
personal life. It may even be more correct to 
choose the term ‘demonstrative self-injury’ since 
the self-injury is, in fact, a demonstrative act 
aimed at promoting a crisis of some sort in 
order to secure help. 

We tried to establish whether there was an 
increasing incidence after a period of four years. 
We did find a slight increase between 1963 and 
1967, but by no means a dramatic one; never- 
theless the continuing incidence is high, being 
about 112 recognizable cases per 100,000 of the 
population, 9 times the incidence of successful 
suicide; the actual number must be higher 
because many are treated by general practi- 
tioners and never referred to hospitals. 

In this mixed rural and urban area, the over- 
all incidence is lower in the rural parts, as 
Table I clearly indicates, and women suffer in 
relation to men in a proportion of 2 to 1. 
Among the cases examined in more detail in a 
psychiatric observation ward, the incidence 
would seem to be highest in younger married 
women. Difficult love affairs and marital 
troubles figure prominently in 36 per cent of 
cases. Manipulative bebaviour without evident 
psychiatric illness was demonstrated in 20 per 
cent in the same series, and this bears out 
Kessel’s finding that a bad relationship with a 
key individual, a spouse especially, is a domi- 
nant factor in many cases. In 10:8 per cent 
there were personality disorders manifesting 
behaviour disturbance culminating in selí- 
injury, which adds further weight to the notion 
that the act is an attempt to demonstrate how 
much a problematic life situation bears upon a 
difficult personality. 
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An analysis of the early family history in this 
series presents evidence that many patients come 
from broken homes—parents divorcing and 
separating, illegitimacy, fostering, adopted 
homes, and orphanages loom large in the back- 
ground. The patients are handicapped in 
earlier years, and in later life succumb to 
Stresses, especially those which involve the 
shattering of dependency upon others, such as 
broken love affairs and difficulty in marriage. 

In the series admitted to the Psychiatric 
Emergency Unit, poisoning accounted for 76 
per cent of the cases, with barbiturates the most 
prominent drug—a finding which accords with 
that of other workers—Stengel and Cook (1958), 
Kessel (1965) and Evans (1967). The ‘pleasant- 
ness’ of the act was kept in mind by the ‘actor’ 
as much as the utilitarian purpose of grasping 
for help. 

It is best to regard deliberate or demonstrative 
self injury as constituting a continuous spectrum 
of disturbances varying frorn attempts to get 
help in circumstances such as unhappy love 
affairs and financial troubles, to more serious 
conditions, such as endogenous depression. 
And precisely because the spectrum is con- 
tinuous it makes it all the more necessary to 
ascertain the psychiatric import of the act. 


SuMMARY 
An investigation of deliberate self-injury 
(‘attempted suicide’) in Mid-Sussex indicates 
an incidence of 112 per 100,000 population in 
the area, with a ratio of women to men of 2 to I 
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(and a lower referral rate from rural than from 
urban areas). A closer scrutiny of 254 cases 
admitted to a Psychiatric Emergency Unit in 
Brighton revealed that most of the patients 
were younger married women, or persons 
suffering from depressions. Many patients were 
handicapped in earlier years by broken and 
disturbed homes. ‘Deliberate self-injury’ could 
be termed alternatively ‘demonstrative self- 
injury', but the spectrum of degrees of severity 
would indicate the necessity for psychiatric 
examination of all cases. Poisoning, especially 
barbiturates (‘deliberate self-poisoning’), is the 
most frequent agent resorted to in an attempt to 
draw dramatic attention to a personal difficulty. 
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Suicidal Behaviour: An Attempt to Modify the Environment 


By N. LUKIANOWICZ 


The aim of the present investigation is to 
consider the dynamics and the effects of suicidal 
attempts in 100 female patients admitted to 
Holywell Hospital in two consecutive years, 
1962 and 1963. (Holywell is a psychiatric 
hospital of 750 beds situated in the town of 
Antrim, 17 miles north-west of Belfast. It serves 
County Antrim, which has a population of 
about 330,000.) 

So far we have been unable to find any 
previous psychiatric studies on attempted 
suicide in Northern Ireland. Thus the present 
paper may partially fill the existing gap. Fur- 
ther, unlike most other articles on attempted 
suicide, which are concerned with attempted 
suicide in large cities (e.g. London, Los Angeles, 
etc.), our paper investigates attempted suicide 
in a mixed urban and rural population. 
Although the great majority (86 per cent) of our 
patients lived in towns, these towns were quite 
small (10,000 to 20,000 inhabitants), and the 
old traditions of neighbourliness and kinship 
(cf. Young and Willmott, 1957), were still very 
much alive there. 

We have deliberately confined our inquiry 
to those patients only who admitted that they 
‘really’ intended to kill themselves. We have 
discarded a large number of subjects (86) who 
denied having had suicidal intentions, or who 
claimed that they took an overdose of drugs ‘by 
mistake’, or caused injuries to themselves ‘by 
accident. We have also omitted all those 
subjects who maintained that they ‘were not 
sure’ whether they ‘really meant’ to take their 
life or not. 

By eliminating all doubtful cases we arrived 
at the present figure of 100 cases of attempted 
suicide, which represents about тї per cent of 
all female admissions to the hospital in 1962 
and 1963. About 9o per cent of these patients 
were admitted from general hospitals after 
emergency treatment following their attempted 
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suicide and after being assessed by one of our 
psychiatrists. Only 12 per cent of subjects were 
admitted directly from their home, and all 
these patients were re-admissions, already known 
to us. 


RESULTS 
(a) Soctal factors 

1. Civil state and occupation. Of the 100 patients 
52 women were married, 6 separated or divorced, 
and 5 widowed; 37 women were single. 

Of the 63 women who were married, divorced 
or separated, 51 declared their occupation to be 
that of ‘housewife’. The remaining 12 had 
continued with their premarital occupations 
(e.g. nursing; working in a factory, etc.). 

Of the 37 single women, two-thirds (23) were 
working immediately prior to their admission; 
6 were unemployed for 'some time'; 8 had 
never worked outside their own homes. 

2. Social class. Over one-half (55) of our 
patients belonged to Social Class V; almost 
one-third (27) to Social Class IV ; one-sixth (15) 
belonged to Class III; 3 women belonged to 
Social Class IT; none to Class I. 

This class distribution does not necessarily 
imply that the members of Social Class I never 
attempt suicide; it may rather suggest that they 
are not referred to a psychiatric hospital, but 
are treated in private nursing homes. 

Over four-fifths (82) of our patients came 
from the two lowest socio-economic classes. 
But one has to remember that these two classes 
constitute the bulk of the community; further- 
more, belonging to one of them might by itself 
lead to various stresses, such as living in over- 
crowded quarters, lack of privacy, lack of 
amenities, etc. 

3. Place of residence. More than one-half (56 
per cent) of our subjects lived in small, fairly 
industria towns; one-third (30 per cent) 
resided in one larger town with a population of 


388 
about 70,000; only 14 subjects lived in the 
country, i.e. in villages or farms. Thus 86 per 
cent of our subjects came from urban areas, 
and only 14 per cent from rural areas. 

4. Religion. Almost four-fifths (78 per cent) of 
our patients were Protestants of various deno- 
minations, and only about one-fifth (22 per 
cent) were Catholics. This proportion is lower 
than would be expected from the Census of 
Population of Northern Ireland (c.f. Registrar 
General, 1961), where Catholics account for 
about 35 per cent of the population. However in 
County Antrim Catholics represent only 24:6 
per cent of population. Thus the proportion of 
our Catholic patients seems to closely follow this 
trend in the general population of County 
Antrim. 

Although one might speculate that the 
Catholic Church, with its stronger grip on its 
followers and its uncompromising attitude 
towards suicide would deter many potential 
candidates from an attempt on their life, our 
figures do not seem to uphold such claim. 

5. Residential mobility. Comparing a group of дї 
patients who attempted suicide with a group of 
matched psychiatric patients who had not 
attempted suicide, Bruhn (1962) found a 
prevalence of the following factors in the suicidal 
group: (a) residential mobility, (b) brief stay 
at the current address, (c) household instability, 
and (d) marital dysharmony. 

All these factors were very much in evidence 
in our group as well: (a) residential mobility: 
72 per cent of our patients had changed their 
address within the two years preceding their 
suicide attempt; (b) 46 per cent of them had 
lived at the present address for less than 1 year; 
(c) about 20 per cent of our patients gave a 
history of a disturbed home life, with tem- 
porary separations from their husbands, followed 
by short-lasting reconciliations, fresh separations, 
€tc.; (d) over half of our married subjects 
complained of various forms of marital dys- 
harmony, such as husband's alcoholism, mean- 
ness, ‘unusual’ sexual demands, ‘short-temper’, 
etc. Е 


(b) Personal factors 
1. Age. There were three peaks in the following 
age groups of our patients: (а) 22-25 years (33 
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per cent of all subjects); (b) 34-37 years (27 

per cent), and (c) 45-47 years (19 per cent). 

These three periods of life are roughtly related 

to early adulthood with its new stresses and 

responsibilities, to the period of life when the 

young mothers begin to have various difficulties 

with their teenage children, and finally, to the 

involutional period. Together, these three peaks ' 
were responsible for four-fifths of all suicide 

attempts in our group of patients. There was 

also a mild fourth peak, (d), with 9 per cent of 

patients in the age group of 62-65, the period of 
life when two factors—failing health and loneli- 

ness (often due to widowhood)-—contribute to 

the number of suicidal attempts. 

2. Number of admissions and of suicidal attempts. 
For 68 patients it was their first admission to a 
psychiatric hospital following attempted suicide. 
For 11 subjects it was their second admission; 
for 7 women the third; for 8 their fourth and 
fifth admissions. One women was admitted 6 
times; 3 patients were admitted seven, eight and 
nine times respectively, two subjects had over 
ten admissions, although not in connection with 
an attempted suicide. 

The attempted suicide leading to the present 
admission was the first for 76 patients; for 13 
it was their second attempt; for 2 their third, 
and 9 subjects had made more than three 
suicidal attempts. 

3. Clinical syndromes. The majority of our 
patients (58 per cent) showed symptoms of 
depression of different types and intensity, 
although most of them also showed some 
personality defects. Eleven patients presented a 
clinical picture of a predominantly schizo- 
phrenic nature, 29 showed various serious 
personality disorders; final there were 2 
depressed patients with signs of a progressive 
organic dementia. 

The proportion of depressed patients in our 
group agrees with the findings of other workers. 

4. Personality. The personality of our subjects 
appeared to be a much more important factor 
in their suicide attempts and in the frequency of 
their admissions than was the type of their 
psychiatric disorder or the severity of their social 
stresses. Thus the patients with a large number 
of admissions were mostly young women with a 
dependent, immature or inadequate type of 
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personality, who sought admission to the hospital 
whenever they faced a stressful situation at 
home. 

Almost four-fifths of our patients showed some 
features of poorly integrated or defective 
personality. About-one-third showed personality 
disorders, mostly of the inadequate (9 women), 
immature (5), hysterical (8) and psychopathic 
(7) types 

5. Phot and drug addiction. We have 
excluded all cases of a genuinely accidental 
poisoning in alcoholics and drug addicts who 
occasionally took an overdose, but without any 
real suicidal intentions; we left in the present 
group only those alcoholics and drug addicts 
who made a deliberate attempt on their lives; 
there were only 12 alcoholics and 9 drug addicts 
in the group. 

6. Parental loss. Almost one-half (47 per cent) 
of our patients had lost either one or both 
parents in their childhood. In 31 cases this loss 
was caused by parental separation, divorce or 
desertion; in 16 the loss was due to the death 
either of one parent (in 11 cases) or of both 
parents (in 5 cases). 

Like other authors we formed the impression 
that parental loss in early childhood resulted 
either in (a) character (personality) disorder, or 
(b) a later depression with pronounced suicidal 
tendencies. Certainly the very high proportion 
(47 per cent) of parental loss in our suicidal 
patients must be regarded as an important 
factor in the disturbed emotional and psycho- 
social development of our subjects. 

7. Methods used in suicidal attempts. The most 
common method in our group of patients was 
poisoning with drugs (used by 56 subjects), such 
as barbiturates (34 women), a ‘cocktail’ of 
various drugs (9), barbiturates and alcohol (5), 
antidepressants (5) and aspirin (3 patients). 

More aggressive and violent physical methods 
were used by 28 of our subjects; 14 slashed their 
wrists; 4 cut their throats; 1 girl poured petrol on 
her bed and then set fire to it (sustaining burns); 
2 patients jumped out of the window; 2 threw 
themselves over banisters; 3 attempted to 
strangle ‘themselves; one patient tried to 
suffocate herself with a polythene bag tied over 
her head; one woman swallowed three sewing 
needles. Thus our patients showed no lack of 
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originality and ingenuity in their choice of 
suicidal methods. 

There were 11 women who attempted to 
poison themselves by commercial gas. 

Five subjects attempted to drown themselves; 
one jumped into a disused well in her orchard, 
4 others waded into the sea. All these patients 
performed their ‘dramatic’ suicidal gestures in 
full view of numerous spectators, thus making 
sure of being rescued at the right time. 


(c) The dynamics of suicidal behaviour 

1. Precipitating factors. Most of them appear to 
have been of an interpersonal nature. They may 
be divided into several non-homogenous groups: 
bereavement, 12 cases; quarrels (with husband, 
boyfriend, parents, children), 21,cases; aad 
(by husband, by boyfriend,“p y parents), 
cases; desertion (by the loved о; 18 cases; 
feelings of guilt, 3 cases; fear of pregnancy, 2 
cases; fear of cancer, 2 cases; illness in the 
family, 2 cases; ‘frustration’, 5 cases; husband’s 
‘abnormal’ sexual demands, 2 cases; fear of 
‘responsibility (when the in-laws wanted to move 
out and to leave the whole house to the patient 
and ber husband), 1 case. No apparent precipi- 
tating factor could be found in 21 cases. 

The patients who attempted to take their 
lives without a discoverable precipitating factor 
were usually suffering from a more serious 
psychiatric condition, mostly from depression, 
and their suicidal attempt has to be viewed as one 
of the hazards inherent in this illness. None of 
our patients attempted to kill themselves near 
the time of the anniversary of their parents’ 
death, a phenomenon reported by Bunch and 
Barraclough (1971), and in none of our subjects 
was the attempted suicide a part of a ‘double 
suicide’ (cf. Lukianowicz, 1971). 

2. ‘Gains’. In all our patients the suicidal 
attempt has acted as an appeal for help: each 
patient was admitted to hospital, i.e. removed 
from her stressful environment, and all en- 
deavours were made/to improve this environ- 
ment and to read’ ust it to the patient’s 
advantage. 

Here are a few examples of such ‘gains’: 
reconciliation (with the husband, the boyfriend, 
the parents, the children) was achieved in 41i 
cases; getting out of a stressful situation in 18 
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cases; ‘getting away from it all’ in 19 cases; 
expiation of the neurotic guilt in 3 cases. 
Altogether some ‘gain’ was evident in 75 cases. 

There was no apparent gain in 25 cases, 
although some subtle gain was probably 
achieved in these cases also, at least in the form 
of the patient’s removal from an intolerable 
situation and receiving sympathy and under- 
standing from all persons involved in her 
treatment. Furthermore, in many cases the 
hospital represented rest and some kind of 
‘holiday’ (which many women had not had for 
years) in the quiet and pleasant countryside, 
with all possible care and attention to their 
needs. 

Even the hysterical and the psychopathic 
patients, whose suicidal behaviour seemed 
quite irrational, probably derived some vica- 
rious gratification or ‘gain’ from their suicidal 
behaviour, by becoming the centre of attention 
and by releasing their tension and aggression. 

3. Follow-up. A five-year follow-up and a 
recent survey gave the following picture: of the 
тоо patients under review 3 died; one, a 19- 
year-old schizophrenic girl, killed herself at 
home one year after her second discharge from 
the hospital, by taking an overdose of tran- 
quillizers. The other two patients died from 
natural causes. 

The remaining 97 patients were alive, and 
seemed to have made a fairly satisfactory re- 
adjustment to their home situation. Of those, 
16 had one or two readmissions, but only 7 have 
made another suicidal attempt, one fatal (the 
19-year-old girl above). Thus the results of the 
patients! first admission to the hospital and our 
therapeutic endeavours seem to be encouraging. 


TII. CoNorvstoNs 
The function of a suicidal attempt as an 
‘appeal to society for help’ has been recognized 
since Stengel's (1958) classical monograph. 
Kreitman ef al. (1970) regarded attempted 
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suicide as a ‘language’ of ‘attempted suicide 
subculture’ conveying the information of distress. 
From the study of our 100 patients it seems to 
emerge that some patients employ suicidal be- 
haviour to achieve reconciliation, acceptance, 
independence, approval for marriage, etc. This 
function of suicidal behaviour was most often 
found in patients with a poorly organized person- 
ality structure, particularly in subjects with an 
immature, dependent or inadequate personality. 


SUMMARY 


A study was made of various types of suicidal 
behaviour in 100 female admissions to Holywell 
Hospital in Antrim (Northern Ireland) i 
1962 and 1963. The subjects’ age, civil state, 
occupation, social class, religion, place of 
residence and residential mobility were reviewed. 
The number of admissions, and of suicidal 
attempts, as well as the methods employed in 
suicidal attempts, were considered. The clinical 
syndromes and the types of personality observed 
were discussed. The precipitating factors and 
the apparent ‘gains’ resulting from the suicidal 
behaviour were discussed, and the result of a 
5-year follow-up was reported. 
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ABSTRACT 


Suicide Prevention, Recurrent Affective Disorder and Lithium 


By BRIAN BARRACLOUGH 


Affective disorder is a serious and disabling 
illness which has a high suicide rate. Suicide is 
estimated as the eventual cause of death in 15 
per cent of those given this diagnosis (4). 
Lithium carbonate has been convincingly 
shown to be an effective prophylactic against 
further attacks of depression (1, 3). Because 
suicide is such a common end in those with de- 
pressive illness, and per contra depressive illness is 
found in at least half of those dying by suicide 
(5, 2), the suicide rate may well go down once 
lithium is in general use. The reduction will 
depend on how many cases of suicide are recur- 
rent depressives who might respond to lithium. 

This paper describes an examination of the 
clinical state and past histories of 100 cases of 
suicide, establishes the proportion with recurrent 
affective illnesses and makes an estimate of the 
possible impact on the suicide rate of lithium 
prophylaxis. 

The 100 suicides studied comprised two con- 
secutive samples; the first 25 occurred in West 
Sussex during 1966 and 1967, and the next 75 
in West Sussex and Portsmouth from 1967 to 
1969. The Coroner’s verdict provided the opera- 
tional definition of suicide. After each inquest 
key witnesses were visited to collect standard 
information about the suicide’s clinical state 
before death, together with facts about past 
mental illness. The family doctor was also 
contacted, and the Executive Council medical 
records and other relevant records were exa- 
mined. In this way we established for each 
suicide the clinical state immediately before 
death by talking to those who knew him, and the 
past medical history by consulting written 
records. 

Diagnoses on the resulting material were 
made by a committee of three psychiatrists, the 
majority decision prevailing if any differences 
occurred. 

The study was concerned with those suicides 
who had an established recurrent affective 


illness, as defined in Coppen’s paper (3). His 
definition was, *. . . a clear history of affective 
disorder, and at least one affective illness per 
year for three years, or three affective ill- 
nesses in the previous two years, or two 
illnesses during the previous year. The affective 
illnesses could be manic or depressive or both.’ 

Of the тоо suicides, 64 were diagnosed de- 
pressive illness, uncomplicated by other dis- 
orders; 16 further cases diagnosed depression 
are excluded from consideration because alco- 
holism or terminal physical illness co-existed 
with the depression. , 

Of the 64 cases with ‘primary’ affective 
disorders, 44 had evidence of a previous affective 
illness; in 29 the evidence was from psychiatric 
case records, and in 15 from the family doctor 
or a family member. 

Twenty-one cases, just under one half of the 
44 with evidence of recurrences corresponded 
with Coppen's definition, the evidence in all 
being obtained from medical records. 

If lithium can prevent depression from 
recurring it seems a reasonable assumption to 
expect that if these patients had been treated 
with lithium there would have been a substantial 
decrease in relapses and a corresponding reduc- 
tion in the incidence of suicide; if successful in 
all, the reduction of suicide would have been 
21 per cent. 

As the definition of recurrent affective dis- 
order used here is stringent, the estimate may 
be conservative. Of the 29 further suicides 
who had affective disorder at their death, and 
evidence of previous episodes of illness but did 
not satisfy Coppen's definition, about half had 
relapsing illnesses. If this conclusion is correct 
then the use of lithium might have had an even 
greater effect on the incidence of relapses, and 
hence suicide. 

The natural history of affective disorder is for 
further attacks, often at decreasing intervals 
(6). This suggests the need for prolonged 
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maintenance with lithium. We have therefore 
looked at the time elapsing from when each of 
these 21 cases hypothetically qualified for 
lithium therapy to their deaths. The mean time 
is 7-3 years, the median 5 years, the shortest 
period a few months, and the longest 19 years. 
If lithium therapy is to affect the incidence of 
suicide, it seems likely that prolonged treatment 
will be required. 

The Health Service in Britain is admirably 
placed to use lithium as a prophylactic, for the 
psychiatric consultation service is available to 
all regardless of their ability to pay, supervision 
of therapy by follow-up consultation and 
laboratory test is free, and the drug is provided 
for only a small charge. In countries without 
these provisions, lithium may not have the 
conjectured effect. 


SUMMARY 
Of тоо cases of suicide investigated by a 
retrospective clinical survey, 21 had histories of 
recurrent affective illness of sufficient frequency 
and severity to have qualified them, hypothetic- 
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ally, for lithium therapy at some time in the 
course of their illnesses. If lithium can prevent 
relapses of depression, then as many as a fifth of 
these 100 suicides might have been prevented. 
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The Management and Nature of Depressive Illnesses in 
Late Life: A Follow-Through Study 


By FELIX POST 


Arms OF THE INVESTIGATION 


Since the long-term results of the treatment of 
elderly depressives admitted to the writer’s care 
between 1949 and 1951 were communicated 
(1962), further experiences (e.g. Colwell and 
Post, 1959; Post, 1968) have confirmed that 
affective illnesses in late life are associated with 
much subsequent mental invalidism and needs 
for further treatment. It was hoped that these 
needs might be met by increased use of out- 
patient and community care as well as by the 
introduction of thymoleptic drugs. A follow-up 
investigation of a further consecutive series of 
depressives over the age of 60 receiving in- 
patient treatment from the same psychiatrist 
in the same hospital during the years 1966-67 
was undertaken with the following aims in view: 

Firstly, it was intended to test the proposition 
that the less reluctant use of electro-convulsive 
therapy in old persons, as well as the introduc- 
tion of antidepressant drugs and of more active 
after-care measures, had improved the long- 
term outlook in the affective illnesses of late life. 
It was realized that a comparison of two series of 
patients separated from one another by some 15 
years might be vitiated by differences between 
the samples other than those due to changed 
methods of treatment. It would, however, have 
been unethical to withhold the new forms of 
management from a control group. 

Secondly, therefore, only a limited therapeutic 
experiment was undertaken: Two sub-samples 
were drawn from the patients of the recent 
series; one was offered a routine follow-up 
service, while the other one was to receive 
specifically planned and actively pursued after- 
care. 

Thirdly, during the planning stage of the 
investigation, the perennial controversies con- 
cerning the classification of depressive syndromes 
had entered a new phase (summarized by 
Kendell, 1968 and Slater and Roth, 1969). 


Earlier attempts (1962) at differentiating dis- 
ünctive syndromes of affective illness in the 
elderly, characterized by differences in aetiology, 
symptomatology, response to treatment and 
long-term prognosis had failed; but in the light 
of current publications it was decided to score 
the case records of patients in the present series 
on the Newcastle Scale (Carney et al., 1965), and 
to utilize for a further investigation of classifica- 
tion findings which had not been obtained at a 
single interview (as had usually been the case 
in other studies) but as the result of all accumu- 
lated information. 
METHODS AND RESULTS OF THE INVESTIGATIONS 
(т) Comparison of long-term outcome of elderly 
depressives treated between 1965 and 1967 with 
the earlier series 

The later sample consisted of 92 depressives 
over 60, consecutively discharged from the 
writer's care as in-patients. Absence of cerebral 
disease or deterioration had been confirmed at 
discharge conferences. The progress of these 
patients was assessed by a social worker 18 
months after discharge, and the writer attempted 
to discuss this further with the patient's family 
doctor over the telephone. This procedure was 
repeated 36 months after the patient's dis- 
charge, but on this second occasion the writer 
set out to conduct a follow-up interview with the 
patient. On both occasions the social worker 
was required to record information on the 
following items: Community services used; 
changes in domestic set-up; relationships within 
the family; relationships outside the family 
circle; domestic activities (or performance at 
work where still applicable); and finally, 
symptomatology, an item which was supple- 
mented and rated from hospital records. (Many 
patients had also been seen by the writer in his 
clinic in between the follow-up dates). The 
follow-up procedure was reasonably successful, 
as may be seen from Table I. 
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TABLE I 
Method of follow-up 


Successfully followed, both by social worker 
and psychiatrist personally, over three 





years vs ix E vs - 66 
Personal follow-up by social worker only .. 4 
Personal follow-up by psychiatrist only igs 4 
Seen during follow-up period, but final 

contact postal* only zs 15 
Postal* follow-up only га s 2 
Lost from follow-up (at 22 months) s m I 

92 





* Includes reports from Doctors and Hospitals. 


As feared, the recent sample of g2 patients 
and the 1950 sample of 81 elderly depressives 
without evidence of cerebral disorders were not 
otherwise comparable. During the intervening 
years, an increasing proportion of patients of the 
Bethlem Royal Hospital came to be admitted 
from the area of South London for which the 
hospital had accepted district responsibility. 
Probably related to this, the proportion of 
patients belonging to the semi- or unskilled 
classes had increased from 13-0 per cent in 1950 
to 25-0 per cent in 1966, a change which just 
failed to be statistically significant. There were 
other differences in sex and age distribution, as 
well as a heavier incidence of external factors in 
the later sample, which might be regarded as 
prognostically unfavourable, but which did not 
exceed chance expectation. The most striking 
difference between elderly depressives admitted 
to hospital around 1950 and those becoming 
in-patients around 1966 arose from changes in 
their managment: During the earlier period, 
there were fewer out-patient facilities, and no 
specific remedies which could be used by family 
doctors with confidence. Accordingly, only 14-8 
per cent of patients had had treatment for their 
current depressions before admission. By 1965, 
this proportion had increased to 60-g per cent, 
a highly significant change (p < -oo1). This 
suggested that patients requiring in-patient 
treatment during the more recent period formed 
a sample from which those with the most 
favourable short-term prognoses had been 
removed. 

As expected, considerable changes in treat- 
ment after admission to hospital had occurred 
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during the intervening 16 years (Table II). 
Around 1950, 46:9 per cent of patients were 
given support, occupational therapy, and 
psychiatric social work as the only forms of 
treatment, while only two patients (2*1 per cent) 
of the later series received these ‘non-specific’ 
therapies, only. Tricyclic anti-depressant drugs 
were, of course, unknown in 1950, but were 
employed in 59-8 per cent of patients of the 1966 
series. However, there was no concomitant 
decrease in the use of electroconvulsive therapy. 
This was received by 51:9 per cent of patients 
at the earlier period, and by 52:2 per cent in 
1965-67 (34:8 per cent received anti-depressant 
drugs as well, either before or after ECT). 
Additional forms of treatment were received by 
only one patient around 1950 (leucotomy). 
In the later sample also one patient was leuco- 
tomized, but a further 19 received other forms 
of additional anti-depressant therapies (mono- 
amine oxidase inhibitors or lithium salts). 
Taste II 


Therapies employed during initial hospital stays in the 
case of patients admitted around 1950 and 1966 





respectively 
Proportion of 
: patients 
Treatment during initial 
period in hospital 1950 1966 
(N=81) (N=92) 
Supportive, occupation and social 
therapies, alone aie 46:9 2'1 
Additionally, with  electro-con- 
vulsive therapy 51*9 17:4 
Additionally, with tricyclic drugs — 31'5 
Electroshock and tricyclic drugs, 
both successively used — 28:3 
Combination of these with other 
anti-depressive therapies .. 1:2 20:7 
I00:0 100'0 


An exhaustive presentation. of the much 
increased further treatment experiences of the 
later series of patients might prove confusing, 
and a comparison with the earlier sample is 
given in a simplified form in Table III. During 
the six years following discharge in 1949/51, 
only 25:9 per cent received further specific 
therapies for an affective disorder, as against 
93°5 per cent of the later series (in the course 
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of three years). From this may be subtracted 
17:5 per cent of patients who eventually 
managed without anti-depressant medication, 
various kinds of which were required inter- 
mittently or continuously by the rest. The 
further additional use of ECT was resorted to 
more frequently (albeit to an insignificant 
extent) than during the earlier period. 


Tapte ПІ 
Therapies employed after discharge from hospital around 
1950 and 1966 respectively 
Proportion of 
patients 
1950 1966 
Treatments applied during — (N81, (N92, 
follow-up period over over 
6 years) 3 years) 
None for affective disorder e 0741 6:5 
Tricyclics, eventually stopped .. — 17:5 
Tricyclics, intermittently n| — 25:0 
Tricyclics, continuously .. zw em 19:0 


Electroconvulsive therapy .. IR? 19:6* 
Other (usually additonal therapies 13: 8 18:4 
100:0 100-0 





* All but two of these patients also received anti- 
depressants. 

It will be recalled that the 1969 sample of 
patients almost certainly contained more per- 
sons with persistent affective disorders than the 
earlier series. Any comparison of outcome (in 
the hope of demonstrating an improvement 
related to the introduction of new methods of 
management and treatment) was therefore 
affected by differences in prognosis likely to have 
existed between the two samples. In spite of this 
the initial period of in-patient stay was shorter 
around 1966: only 41:0 per cent remain in 
hospital for more than three months, as against 
77:7 per cent in 1949—51. On the other hand, 
in the subsequent three years rather more 
patients (42:4 as against 33:3 per cent) had to 
be readmitted. Long-term outcome was assessed 
in various ways, using the same methods as in 
1962. Comparison in terms of further symptoma- 
tology is shown in Table IV, and the progress 
of patients belonging to the first and second 
samples were also compared in a more global 
fashion. There was an impression that really 
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good or really bad outcomes were rarer after 
treatment in 1965-67, and that intermediate 
results were more frequently achieved, but these 
trends fell considerably short of achieving 
statistical significance. Social adjustment during 
the follow-up period was remarkably similar in 
both samples. In view of the special difficulties 
in making retrospective comparisons in this 
area, too much should not be made of the 
finding that in the later sample 74-1 per cent 
continued to be usefully active (domestically or 
at work) as against only 40:5 per cent of the 
first series (followed up twice as long). It was 
disquieting to discover than seven patients in 
the recently followed sample made suicidal 
attempts after their initial period of in-patient 
treatment, and that these had proved successful 
in three cases (suicide as cause of death was 
confirmed in only one case of the earlier series 
with twice as long a follow-up; only three 
patients made attempts). 
Taste IV 
Comparison of long-term symptomatology in two samples 
of elderly depressives 


Proportion of 
patients 


1950 1966 
(over (over 
6 years) 3 years) 


Long-term outcome 





Lasting recovery . . 90:8 26:1 

Further attacks with good recoveries 28. 4 37°0 
Some degree of depressive indivi- 
oo ue with further 

; 25 29:4 — 25:0 

Continuously ill 17'4 11:9 

100°0 100:0 


Turning to a comparison of prognostic factors, 
definite evidence for the fresh incidence of 
cerebral disease or deterioration had occurred 
in 25°9 per cent of 81 patients in the earlier 
series (eight years’ postal follow-up); this com- 
pares with an incidence of 6-5 per cent of 92 
patients in the present series followed over only 
three years. The earlier figure was regarded 
(1962) as not significantly different from the 
‘expected’ incidence of cerebral disorders in the 
non-psychiatric general population of the same 
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age structure, and the present figure confirms 
the now generally accepted view that depressive 
symptoms in late life are only rarely prodromal 
signs of dementing processes. 

Duration of unrelieved depression for more 
than two years before admission had been a 
significantly unfavourable prognostic indicator 
in the earlier study. In the present series this 
was present in only one of eleven patients with 
the best outcome, but in 7 of the 11 with worst 
outcome. However, long duration of depression 
before admission did not prove to be a reliable 
predictor for the great majority of patients 
pursuing (as we saw) intermediate courses. Full 
remission at the time of discharge had been a 
favourable prognostic sign, but was not relevant 
in the present sample, as many patients were 
discharged while still receiving anti-depressant 
medications. Instead, prognostic predictions 
were made at the discharge conference, using in 
addition to the patient’s mental state some of the 
previously suggested predictive factors. How- 
ever, the casting of a largely favourable prog- 
nosis turned out to have been mistaken in 
47 per cent, and of an unfavourable only in 71 
per cent of cases! The favourable import of a 
definite family history of affective illness (indi- 
cating the presence of a more classical mani- 
depressive disorder) was not confirmed, but, as 
in the previous study, age over 70 was on the 
whole associated with a less favourable outcome 
(p < -or), as was the appearance of disabling 
physical illnesses (p < +05). These two adverse 
factors are undoubtedly interrelated, but it 
should also be noted that 12 of 30 patients did 
quite well in spite of being over 70, and that the 
presence of intercurrent disease failed to affect 
mental health seriously in g of 23 patients. 


(2) Comparison of two kinds of after-care 

It had been hoped to demonstrate that a more 
intensive surveillance of patients in the years 
following hospital treatment would have a 
beneficial effect on their mental health and 
general adjustment, because maintenance 
therapy would be carried out more effectively, 
social stresses might be alleviated earlier, and 
relapses occurring in spite of these efforts might 
be treated at an earlier stage. On account of 
staffing difficulties, intensive surveillance by 
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psychiatric social workers of patients forming 
an experimental group (in comparison with a 
matched control group receiving only routine 
after-care) could not be uniformly carried 
through, and this part of the investigation will 
be described only briefly. 

Experimental subjects were to be contacted 
by the psychiatric social workers attached to the 
geriatric in-patient service every four months in 
an attempt to discover signs of relapse at an 
early stage, unless, of course, the patients were 
known to be receiving psychiatric attention. 
Under these circumstances, any patient failing 
an out-patient appointment should have been 
encouraged to attend. In the case of the control 
group, follow-up appointments were given after 
discharge from in-patient treatment as often 
and as long as clinically indicated, but failure 
to keep appointments would not result in further 
action and patients were not contacted every 
four months. In the event, intensive surveillance 
was not carried out as planned in 23 of the 40 
experimental patients. In spite of this the average 
number of PSW contacts per patient (3:6) was 
considerably higher (p < соот) than that experi- 
enced by members of the control group (-5). 
This did not, however, result in a greater use of 
various social services by members of the experi- 
mental group, who were also not seen more 
frequently than their controls by family doctors 
or psychiatrists; neither did experimental sub- 
jects spend less time in psychiatric hospitals 
during the three year follow-up period, nor did 
they receive more varied therapies as out- 
patients. 


(3) The classification of depressive illnesses in late 
ife 

Ata time when all patients had been admitted 
to the research, but the results of the three-year 
follow-through were not yet known, their case 
notes were examined, and in accordance with 
the method described by Carney et al. (1965) 
Diagnosis Scores were allocated on the Newcastle 
Scale. Although it suggested trimodality (see 
Fig. 1), the distribution of scores (with a mean 
of 3:86) was found not to differ significantly 
from a normal one (xy? = 11:3; using eight 
degrees of freedom). To test the possibility that 
scoring from case notes rather than immediately 


BY FELIX POST 


after a personal assessment in this sample of 92 
patients had affected the distribution of scores, 
it was compared with that of Diagnosis Scores 
in 49 consecutive elderly depressives admitted to 
the same unit and rated at admission conferences 
by two psychiatrists in the course of another 
research (Cawley et al., in preparation). The 
mean score of this sample was very similar (4:02), 
and the distribution again did not differ 
significantly from a normal one. 





23 45 6 7 8 9 10 t1 12 13 


“3-2-1 0 1 


NEWCASTLE DIAGNOSTIC INDEX SCORE 


Fia. 1. 


As was found by Kendell and his fellow 
workers (1968, 1969, 1970) in their investiga- 
tions of younger depressives, only few patients in 
our two samples aged over 60 could be classified 
as clearly belonging either to a neurotic de- 
pressive group characterized by low, or to an 
endogenous group with high Diagnosis Scores. 
But the clinical pictures presented by the 
patients differed in a more varied fashion, 
chiefly in terms of a small number of the more 
clearly definiable items of the Newcastle Scale. 
Where patients were rated as exhibiting ‘de- 
pressive psychomotor activity’ (retardation or 
agitation), as well as ‘distinct quality of de- 
pression’ (as against the phenomena of ordinary 
sadness), their depression was classified as 
‘severe’. It was called ‘mild’, when only one of 
these two features was present. Overt depression 
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was rated as absent, if neither of them were 
noted. Other unambiguous and clear-cut items 
of the Newcastle Scale were nihilistic, somatic, 
and paranoid delusions, as well as feelings of 
guilt. It was possible to classify patients in these 
terms of depressive mood disorder and mental 
content as shown in Table V. It will be seen 
that these groupings of patients by diminishing 
depression, and delusional as well as self- 
derogatory thought content, are reflected in their 
mean Diagnosis Scores. This is due to the 
positive values' carried by depression as a 
‘distinct quality’ (Carney et aL, 1965), by 
depressive motor activity, by delusional content, 
and by preoccupations of guilt. All these 
features were completely absent in members of, 
group F with the smallest mean Diagnosis Score. 
These patients came to require in-patient care for 
states characterized by poor sleep and appetite, 
loss of interest in outside matters, and also by 
non-delusional preoccupations with unpleasant 
internal physical sensations, tensions, and 
anxiety. Their condition tended to be similar 
to that shown by members of group E, who had, 
however, exhibited either ‘distinct quality’ 
depression or some depressive thought content. 
Numbers were too small for a meaningful 
comparison of these six groupings, but it 
seemed to make clinical sense to combine 
patients in groups E and F and to label them 


TABLE V 
Classification of patients in terms of salient features of 
their mental states 


Mean 
Newcastle 
Clinical picture N diagnosis 
score 
А. Severe depression with delu- 
sions and/or guilt 27 6-78 
B. Severe depression without de- 
lusions or guilt .. 7 5°43 
C. Mild depression with delusions 
and/or guilt 55 14 4°79 
D. Depressive delusions or guilt 
without overt depression 8 2°75 
E. Mild depression without either 
delusions or guilt .. 16 2°00 
F. Neither overt depression nor 
depressive thought content 20 0:65 
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descriptively as ‘neurotic depressives’. At the 
other end of the continuum, groups A and B 
will be discussed as ‘severely psychotic de- 
pressives’, and the intermediate group C plus D 
was formed by a somewhat smaller number 
which we shall call ‘intermediate depressives’. 
The distributions of Newcastle Diagnosis Scores 
within each of these three groups is shown in 
Fig. 2, and it will be seen that there is still a 
considerable amount of overlap. All the same it 
seemed appropriate to investigate whether these 
clinical groupings reflected the existence of 
two or perhaps three syndromes (using the term 
in the same way as Garside ei al., 1971). Patients 
in the three groups were accordingly com- 
pared in terms of a number of fairly easily 
defined variables of their mental states and of 
their previous personalities, as well as in terms of 
more problematical aetiological factors; finally, 
long-term outcome was related to clinical 
grouping. Only those variables are selected for 
presentation which at first sight had seemed to 
be unequally present in patients of the three 


AB 


co 





EF 


— 
T3 


-3-2-10 123452807 8 9 10 11 12 13 
NEWCASTLE DIAGNOSTIC INDEX SCORE 
Fio. 2. 
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clinical groups, or which were perhaps of 
particular interest. 

Only one patient belonging to the Severely 
Psychotic group exhibited during the initial 
period of in-patient observation histrionic and 
complaining rather than self-blaming attitudes 
(Table VI). These features were present in a 
larger number of patients of the Intermediate 
Depressive, and in nearly half the members of 
the Neurotic group. Though the presence of 
symptoms which are sometimes rather loosely 
termed ‘hysterical’ differentiated the three groups 
at a highly significant level, it should be noted 
that ‘psychotic’ patients were by no means free 
of these ‘neurotic’ features. Anxiety is another 
affective disturbance which is often and mis- 
takenly regarded as a neurotic phenomenon. 
Significantly fewer patients labelled Severely 
Psychotic exhibited this disturbance when 
compared with patients in the two other groups 
taken together; all the same, anxiety was 
recorded as present in nearly half of the Severely 
Psychotic patients (also, Table VI). But it has 
to be admitted that in this type of patient it was 
more difficult to ascertain the presence of psychic 
anxiety (and to differentiate it from deep 
depressive distress with agitation and perplexity) 
than in less disturbed patients; objective 
measures of anxiety could not be used in the 
present study. 

Tasiz VI 


Distinguishing features of the mental stats 
(Percentages: *** p < -o01; * p < -05) 


Severely Inter- 
psychotic mediate Neurotic 


(N--34) (N--22) (N36) 


g:g*** 29-7848 gy. oh 
.. 472* 68:2 75:0 





Histrionic features 
Conspicuous anxiety 


As might be expected, following admission to 
to hospital ECT rather than anti-depressant 
drug therapy had been first choice of treatment 
in the Severely Psychotic patients (in 59 per cent 
of this group, as compared with 27 per cent of 
Intermediate, and 24 per cent of Neurotic 
depressives). However, both kinds of therapy 
came to be (consecutively) used in the two 
Psychotic groups (in 18 per cent) only slightly 
less frequently than in the Neurotic group (24 


BY FELIX POST 


per cent). ECT, rather than drug therapy, 
appeared to have rendered patients fit for 
discharge a little more often in the case of the 
Severely Psychotic patients (in 53 per cent as 
against 36 per cent of Intermediate, and 41 per 
cent of Neurotic depressives). 

Patients’ case records were scored for the 
presence of a number of abnormalities of their 
original adult personalities at the end of the 
follow-through period. At that time, more 
information was available than had been 
gathered at the time of admission, but admit- 
tedly a more favourable picture of personality 
might have emerged in the case of patients who 
ultimately did well: unduly gloomy accounts 
are often given by informants, especially where 
patients have been ill for some time. Table VII 
shows that in many ways the more ‘neurotic’ 
patients had shown more deviations from ideal 
personality functioning than the ‘psychotic’ 
ones. Sexual maladjustment and the presence 
of ‘other abnormalities’ (which included many 
instances of psychopathic behaviour) were more 
commonly reported in the Intermediate group, 
characterized by delusional content and poor 
communication of depressive affect. As numbers 
were small, and with one exception all observed 
differences statistically insignificant, the possi- 
bility that these patients more often exhibited 
paranoid and schizophreniform admixtures, in 
keeping with previous personality defects, was 
not investigated. Obsessive-phobic traits were 
significantly more frequently reported in Neuro- 
tic depressives as compared with the two 
Psychotic groups taken together. They usually 
coloured the clinical picture as well, and this 


Taste УП 
Abnormalities of previous personality 
(Percentages: * p < +05) 


Severely Inter- 
psychotic mediate Neurotic 
(34) (22) (36) 








Longstanding inter- 

personal difficulties — 50:0 63:6 75:0 
Sexual maladjustment.. 32:4 54*5 50*0 
Dysthymic traits — .. 32:4 36:4 44°4 
Obsessive-phobic traits 23°5 18:2 44°4™ 
Other abnormalities .. 26:5 54°5 41°5 
‘Inadequate personality’ 38-2 45°5 55:6 
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occurrence of obsessional symptoms in depressive 
illnesses of every type and severity is in keeping 
with clinical experience. The item 'Inadequate 
Personality’ comprised all patients who failed to 
fulfil the definition by Carney et al. (1965) of 
‘Adequate Personality as having been ‘free 
from any history of neurotic breakdown and 
without disabling neurotic symptoms or serious 
social maladjustment’. The proportion of 
patients with ‘good’ previous personalities 
among the most psychotic was only insigni- 
ficantly bigger. Considerable uncertainties were 
experienced while scoring patients on this item 
of the Newcastle Scale on account of difficulties 
in applying the quoted definition, and an 
attempt was made to devise a deviation score of 
personality. This was obtained by totalling the 
scores given to all items (except ‘Inadequate 
Personality’) in Table VII. Using this rough 
measure, personality abnormalities had been at 
least frequently present in the Severe Psychotics 
(Mean Deviation Score of 1 -88) ; intermediate in 
frequency in the Intermediate Depressives 
(Mean Score of 2-55); most frequently recorded 
in Neurotic depressives (Mean score of 3:08). 
These differences of deviation scores of per- 
sonality between all three groups were signi- 
ficant (p < -or). 

Turning from personality to constitution, it 
seemed informative to use the term in its widest 
sense, and to assume that a constitutional 
predisposition to affective disorders may be 
inherited, but also acquired through childhood 
experiences, through having suffered repeated 
depressive breakdowns, or in relation to ageing. 
The frequencies of inborn and acquired consti- 
tutional factors found in the three clinical groups 
are presented for comparison in Table VIII. 
Though failing to exceed chance expectation, 
some of the observed constitutional differences 
may perhaps be commented on. While the 
occurrence of definite affective illnesses in first 
degree relatives of patients scoring at the 
‘endogenous’ end of the Newcastle Scale was 
most frequent, such positive family history was 
only insignificantly less often found in patients 
with low (‘neurotic’) Diagnosis Scores. The pre- 
ponderance of family histories of dubiously 
affective and other functional disorders (e.g. 
alcoholism) in Intermediate (and perhaps 
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atypical) Depressives is interesting. These 
patients had also experienced insignificantly 
most frequently loss of a parent before they were 
15 years old. The overall frequency of early loss 
of a parent was very similar to that obtained in 
the same hospital (admissions between 1949 and 
1965) for depressives over 60 by McDonald 
(1969). The occurrence of previous depressions 
was equally frequent in all three groups, and 
the age at which the first mild or more severe 
breakdown had occurred was not related to the 
clinical picture. It may here be mentioned that 
on a retrospective assessment (only occasionally 
made more reliable by access to previous case 
records) a high proportion (64:7 per cent) of 
Severe and Intermediate Psychotics with pre- 
vious attacks appeared to have experienced 
among their earlier breakdowns some of 
neurotic-depressive type, while 34:4 per cent 
classed as Neurotic during their index admission 
had suffered at times from psychotic illnesses 
during their earlier attacks. 'T'he occurrence, at 
some time, of manic symptoms was suspected in 
17 patients (including five where they might 
have been precipitated by therapy). Fourteen of 
these patients were among the 56 member of the 
two Psychotic groups, and only three among the 
36 Neurotics. 
'Tasrg VIII 
Frequencies of inborn and acquired constitutional factors 
(Percentages: none of the differences is significant 
as between groups, singly or in combination) 





Severely Inter- 
psychotic mediate Neurotic 





(39 (22) (36) 

Definite affective heredity 44:1 18-2 30°6 
Doubtful affective heredity 8-8 45:4 30:6 
Loss of parent before 

aged I5  .. .. 20:6 27:8 19:9 
Other childhood depriva- 

tions % es 13:6 19:4 
Previous depressive 

attacks 64:7 545 58:3 
First depression before 50 41:2 86:4 86:1 
First hospitalized before 60 29:4 27°3 27°8 





Frequency and type of aetiological factors 
suspected of having precipitated current ill- 
messes, because they were of an unusual nature 
án the patients’ lives, and had occurred a few 
weeks or months before onset, are shown in 
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Table IX. Such precipitating factors were found 
in 78:3 per cent of all patients, a figure very 
much of the same order as that reported for 
other samples of elderly depressives (sum- 
marized by the author, 1968). It is surely of 
interest that the most reliably identifiable 
precipitating events (bereavement, removal, or 
severe illness of a significant other) occurred 
against expectation most frequently (albeit to a 
statistically insignificant extent) in patients 
belonging to the most ‘endogenous’ group, who 
also carried the heaviest constitutional load 
(Table VIII). The presence of other psychogenic 
factors (such as retirement, loss of home, various 
disappointments) was only insignificantly more 
often recorded in Neurotic depressives with their 
more abnormal, and presumably psychologically 
more vulnerable personalities. 


Tasre IX 
Frequencies of suspected precipitating factors of current 
attack 
(No significant differences) 





Severely Inter- 
psychotic mediate Neurotic 








34 22 36 
Loss or threatened loss of 
persons .. e) 4172 31:8 27:8 
Other psychogenic factors 17-6 18-2 30:6 
Physical illness .. п: 31:8 25:0 
No precipitating factors 29:4 18:2 16:6 
100'O ооо 100-0 





Though not strictly relevant to the present 
discussion, it may be reported that (as in most 
samples of elderly depressives) the mean age at 
the time of their first illness of patients with 
definite depressions in first degree relatives 
(46:3 years) was significantly (p < -or) lower 
than that of patients without psychiatric family 
histories (57:8 years). On the other hand, 
patients in whom the depressive reaction type 
had first manifested itself late in life, and who 
had been shown to have less hereditary loading, 
were not characterized by a correspondingly 
higher incidence of precipitating factors in their 
present illness. The commonsense view that 
older persons so often start the ‘depressive habit’ 
in spite of the absence of inborn or early acquired 
constitutional predisposition, because in late life 
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bereavement, deprivation, and physical illness 
tend to occur more frequently, does not find 
support. As suggested earlier (Post, 1968), 
ageing itself comes up for consideration as a 
newly acquired constitutiona] predisposing 
factor. 

Turning, finally, to long-term prognosis, no 
differences were found to exist between the three 
clinical groups in outcome over the course of 
three years, assessed either in terms of further 
symptomatology or in a more global fashion. 


Discussion 


Attempts to demonstrate that the introduc- 
tion of new methods of management and treat- 
ment had improved the long-term outlook for 
elderly depressives proved inconclusive. The 
changes in psychiatric practice over as brief a 
period as 16 years had led to the earlier treat- 
ment of more patients within the community, 
and those admitted to hospital more recently 
tended to be more persistently ill. In spite of 
this, overall long-term progress of this more 
recently investigated group was similar to that 
of the sample treated during an earlier period, 
suggesting that the far greater use at the present 
time of after-care and maintenance drug 
therapy had been of some benefit. As in a 
previous study, few prognostic factors were 
discovered which might be of clinical use in 
individual patients. It was not surprising to 
confirm that relatively great age and serious 
intercurrent physical illnesses exerted an un- 
fabourable effect on psychiatric progress. 

The comparison of an intensive with a more 
routine method of after-care suggested that 
regular active supervision of discharged patients 
by social workers was unlikely to be carried out 
satisfactorily. It was concluded that in present 
circumstances an easily accessible psychiatric 
out-patient clinic in collaboration with com- 
munity workers was more likely to mitigate the 
burdens imposed by affective disorders, which 
in the elderly are particularly prone to be 
frequently recurring or persistent. 

An attempt at identifying two or three 
separate syndromes from within this sample of 
elderly depressives failed. On the basis of their 
mental states, it had been possible to differentiate 
three groups of patients. The first was charac- 
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terized by severe and  well-communicated 
alterations of affect of a depressive type, and 
in most of these patients hypochondriacal or 
paranoid delusions, poverty ideas, as well as 
diminished self-esteem (often of delusional 
severity) were easily identified; in members of 
the second group, these features of mental 
content were also present, but a depressive 
change of affect only to a diminished extent; 
sometimes it seemed almost absent. Both these 
groups might be labelled descriptively as 
psychotic. The third group was called neurotic 
because overt depression was either very mild 
or apparently absent, and often overlaid by 
anxiety. Hypochondriasis was based on appre- 
hension rather than on firm convictions, with 
self-esteem entirely preserved, and blame placed 
on others or more often on circumstances. The 
striking differences between these three clinical 
pictures were underlined by the occurrence of 
so-called hysterical features largely in neurotic 
patients, and by the slighter but also significant 
preponderance of anxiety in the Intermediate 
and Neurotic groups. On the other hand, the 
three groups did not differ significantly in terms 
of aetiology, or of the further course of the 
illness; in particular, patients scoring high at the 
‘endogenous’ end of the Newcastle Scale were as 
often ‘reactive’ as patients with low scores, and 
the most clearly recognizable precipitating 
events (loss or threatened loss of persons) were 
almost more frequently encountered in patients 
with the most marked constitutional predisposi- 
tions and highest (endogenous) scores. 

Previous studies suggesting an endogenous- 
neurotic dichotomy of affective illness as re- 
flected in the demonstration of two separate 
syndromes (both affecting some patients simulta- 
neously) have been based, not on prolonged per- 
sonal contact with patients and members of their 
families, but mainly on single interviews, 
supplemented by information from the nursing 
staff and/or response to ECT, or on case notes 
prepared by other psychiatrists treating patients 
never seen by the investigators. In the last study 
(Garside et al., 1971), for instance, data were 
collected from the subjects *. . . by one observer 
within 24 hours of their admission to hospital 
. . . Many of the items of the Depressive 
Category-Type Scale used in that investigation 


402 


were quite recondite, and the information on 
some of them would have been sketchy at that 
early stage of contact with the patient, and 
with the patient only. As in earlier investiga- 
tions, quite elaborate techniques of statistical 
analysis were then applied to these data. The 
logic of approach in these investigations has 
recently come under considerable criticism 
(Eysenck, 1970, and subsequent correspon- 
dence), but it should in any case seem obvious 
that an analysis of data classified as either ‘black’ 
or ‘white’ (with an occasional allowance made 
for ‘grey’) even though referring to complex 
phenomena (like ‘personality’, ‘precipitating 
factors’, or ‘course independent of events’), 
would lead to equally simple and clear-cut 
results, e.g. the existence of a dichotomy. The 
nature of even the lowliest biological process is 
highly complex; human psychic life is much 
more so, and it would be surprising if a disorder 
like depression were to be determined in its 
content, form, and course by two or three main 
factors. 

A much more complex interplay is suggested 
by the results of the present study, but only a 
very simple kind of evaluation will be attempted. 
Before embarking on this, attention. will be 
drawn to two relevant issues. Firstly, the deve- 
lopment and meaning of concepts like 'endo- 
genous’, ‘exogenous’, ‘psychotic-endogenous’, 
and ‘neurotic-reactive’ have recently been 
authoritatively scrutinized by Lewis (1971), and 
as a result it would seem wise to avoid these 
terms. Secondly, the subjects of this study were 
representative of only a portion, albeit an 
important one, of the spectrum of affective 
illness: patients were over 60 years old, and 
they were of a type requiring hospital admission 
after, in a majority, ambulant treatment had 
failed. 

Though patients within this selected group of 
depressives exhibited strikingly different symp- 
tomatologies, constitutional factors (such as 
heredity, childhood trauma, and earlier ten- 
dencies to affective illnesses) on the one hand, 
and precipitating life situations on the other, 
were registered with similar frequencies. ‘There 
was, however, one statistically significant differ- 
entiating trend, and this was related to previous 
personality. Personality was reported as well 
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functioning most often in patients with the most 
severe and clearly psychotic illnesses, and as 
most seriously deviant in neurotic depressives. 
Those patients with little or no overt depression 
but with predominant anxiety also exhibited (at 
a similar level of statistical significance) more 
often longstanding obsessive-phobic propensities. 
Turning from previous personality to precipi- 
pitating aetiological factors, it was confirmed 
that these could be identified in the great 
majority of depressive illnesses of elderly 
patients, just as had been the case in Lewis’s 
(1934) sample of younger cases. In the few 
patients where ‘one had not the slightest inkling 
why the illness had broken out’, Lewis suggested 
that this might be attributed to reticence on 
the part of patients and of their relatives, or to 
failure in recognizing ‘the importance for the 
patient of events, not striking to the observer, 
but ‘conditioned’ for the patient by previous 
experiences’. In the course of the present 
investigation patients not infrequently divulged 
precipitating events only after recovery, and it 
is suggested that if all factors were known all 
depressive illnesses would turn out to be 
‘reactive’. At the same time, it is obvious that 
everybody, certainly during old age, will come 
to suffer severe life experiences (especially the 
loss of emotionally significant persons), but that 
only a small minority will in fact react with 
affective disturbances which are sufficiently 
long-lasting and severe to lead them to see their 
doctors; even fewer will receive psychiatric 
treatment. It is suggested that members of this 
small minority of elderly persons who fall ill 
do so on account of an inborn or acquired pre- 
disposition, and that therefore all depressive 
illnesses (as defined above) are ‘endogenous’ as 
well as ‘reactive’. This is not a new idea: 
Anderson (1965) pointed out that depressive 
reactions to adverse experiences *. . . share with 
the depressive illnesses proper one common 
factor, a constitutional prediposition, an ‘Anlage’ 
which, as Jaspers insists, must not only exist, 
but which must also be specific. Since the 
presenting form is depressive, the predisposition 
must be one determining this very response, 
since of course other reactions, e.g. psychogenic 
twilight states, anankastic and paranoid reac- 
tions also occur, which presumably are deter- 
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mined in part by the individual’s particular 
constitution’. In the same year, Mendels (1965) 
concluded that endogenous and reactive syn- 
dromes of depression only occurred in their 
‘pure’ form in a small proportion of cases. In 
regarding the majority of patients as suffering 
from endo-reactive depressions, he thought to 
apply Weitbrecht’s (1953) criteria of what that 
author called ‘endo-reactive dysthymias’. (In 
actual fact Weitbrecht looked upon these 
disorders as relatively rare psychoses, marginal 
to manic-depressive illnesses). Mendels’ investi- 
gation lent 'support to the concept that there is 
always an endogenous element to a depressive 
illness, and that the reactive element is more 
variable’. 

Going beyond the commonplace dictum that 
each depressive patient is an individual, the 
results of the present investigation lead to the 
suggestion that at a deeper level also every 
depressive attack is an individual affair. It is not 
infrequently characterized by different symptom 
complexes at different times during the life of 
the same person. On each separate occasion 
the illness should be regarded as an individual 
amalgam multifactorially compounded ofinborn 
and acquired predispositions to depression, 
current emotional trauma and existing per- 
sonality defects, which are themselves, of course, 
a product of predisposition and life experience. 
It remains possible that there are two, or much 
more likely several, constitutional factors for 
unipolar and bipolar affective psychoses on the 
one hand, and for neurotic depressions on the 
other. No evidence for such a dichotomy was 
found in the present investigation of patients 
selected in terms of late age and considerable 
severity. Polarizing differences in predisposition 
might be discovered on examining depressives 
of all ages collected to form a representative 
sample from the community, as well as from the 
psychiatric clinic. Such an investigation will, 
however, be of no value unless the data obtained 
are of similar completeness and quality to those 
employed in the present investigation. 


SUMMARY 


The progress of 92 depressives over the age of 
60 after discharge from hospital was compared 
with that of 81 subjects of an earlier follow-up 
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study. On account mainly of earlier, and pre- 
sumably often successful treatment in the 
community, the recent sample of hospital 
patients turned out to be more seriously and 
persistently ill. In spite of this, long-term results 
were similar to those obtained during an earlier 
period, possibly because of more effective after- 
care and maintenance therapy with anti- 
depressant drugs, which had in the meantime 
been introduced. 

In the after-care of elderly depressives, 
optional attendance at a psychiatric out- 
patient clinic was shown to be more practicable 
than, and equally efficient as, a more rigidly 
structured community care programme. 

It was possible to classify patients as severely 
psychotic, intermediate psychotic, or neurotic 
on the basis of their mental states. Patients 
belonging to these three groups also differed 
from one another in frequency of abnormalities 
of previous personality. Hereditary and other 
constitutional characteristics, as well as pre- 
cipitating factors and further course were evenly 
distributed among patients presenting with 
contrasting clinical pictures, which did not, 
therefore, indicate the existence of different 
syndromes. These findings were consonant with 
a view according to which, in the present sample 
at any rate, the phenomena observed in every 
depressive attack are uniquely shaped by the 
constitutional status of the patient at the time of 
the attack, by the emotional significance of 
preceding events, and by existing strengths and 
weaknesses of his personality structure. 
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Factors Related to the Localisation of Symptoms to the Chest 
in Depression 


By B. H. BURNS and MADELINE A. NICHOLS 


Over a hundred years ago Griesinger (1861) 
identified hypochondriasis with melancholia; 
and quite recently, Kenyon (1964) in a study of 
512 patients with a diagnosis of hypochondriasis 
concluded that it was always part of another 
syndrome, most commonly a depressive or 
anxiety state. Many patients with a depressive 
illness experience localized somatic symptoms. 
The question arises why, during an episode of 
depression, some patients have localized somatic 
symptoms, sometimes consistently in the same 
site in recurrent episodes, whilst others have 
none. The head, chest and abdomen have been 
reported as the most common sites (Schneider, 
1959; Gittleson, 1962). Jaspers (1913-46) 
pointed out that ‘we should distinguish between 
phenomenological description of actual bodily 
experiences and any discussion of the significance 
for the individual of his own body in terms of the 
effective meaningful connections where there 
are hypochondriacal narcissistic or symbol- 
forming tendencies influencing the self-aware- 
ness’. The present study is concerned with the 
possible meaningful connections related to the 
localization of symptoms to the chest in de- 
pression, and follows a descriptive account of 
respiratory symptoms in depression (Burns, 
1971). These symptoms include sighing respira- 
tion, hyperventilation, ‘vital feelings’ on the 
chest and depressive delusions directed towards 
the chest. 

It is suggested here that personal life events 
render some patients more preoccupied with 
their bodily functions (often specific bodily 
functions) than others. Further, that certain of 
these life events determine the bodily localiza- 
tion of symptoms during an episode of de- 
pression, over and above the fact that depressive 
illness itself intensifies symptoms of any pre- 
existing chronic physical illness (Bradley, 1963; 
Kreitman et al., 1965). 


METHOD 

In order to evaluate this hypothesis, data on 
previous and family histories, together with 
personality development and certain recent 
reactive factors were collected from two groups 
of 33 patients with depression, using a stan- 
dardized form of interview. The interview condi- 
tions were such as to minimize the extent to 
which selective recall might have operated in 
obtaining data of past and family history; the 
information was further cross-checked with a 
relative. This was done in order to evaluate the 
significance of specific historical factors that 
might be associated with the localization of 
symptoms to the chest in depression. The first 
group were patients with a depressive illness 
(I.C.D. classification no 296 and no. 298) and 
chest symptoms which ran concurrently with the 
depressive illness. The second was a control 
group of 33 patients with a depressive illness 
but without localized somatic symptoms in 
any part of the body. All those patients with 
depression and symptoms localized to the chest 
experienced non-exertional breathlessness, in- 
cluding sighing respiration and recurrent attacks 
of acute hyperventilation (82 per cent), and 
they also experienced an unpleasant sensation of 
heaviness on the sternum or ‘vital feelings’ (64 
per cent). Many (88 per cent) described persistent 
depressive delusions on the theme of the immi- 
nence of death from chest and heart disease 
(Burns, 1971). 

In order to test the suggested link between 
*hypochondriasis' and the obsessional personality 
(Freud, 1917; Leonhard ,1961; Bradley, 1963), 
three psychological questionnaires were com- 
pleted by each patient. They were the Kline 
obsessionality questionnaire (Kline, 1968), a 
hypochondriasis questionnaire derived from 
the Minnesota Multiphasic Personality Inven- 
tory (Hathaway and McKinley, 1940) and the 
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Maudsley Personality Inventory (Eysenck, 
1959). Premorbid personality abnormality was 
also assessed clinically by the psychiatrist on the 
basis of life-long patterns of behaviour, using the 
simple descriptive classification after Schneider 
(1923-49). Of the depressive illness group with 
localized symptoms to the chest (D.L. Group) 
1g were male and 14 female, whilst in the 
control group of depression without any localized 
somatic symptoms 17 were male and 16 female, 
a non-significant difference. The mean age of 
the D.L. Group, 59:6 years, was significantly 
greater than that of the control group 51:5 
years (p « 0:05). Of the D.L. Group, 24 were 
obtained via the respiratory clinic of the 
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University Department of Medicine and the 
remaining 9 from the University Department of 
Psychiatry, the Royal Infirmary, Manchester. 
All 33 of the control group were obtained from 
Hollymoor (psychiatric) Hospital, Birmingham. 
In the D.L. Group 24 and g were treated with 
anti-depressants and ECT respectively, com- 
pared with 27 and 12 of the controls. Of the 
controls 31 were in-patients compared with 17 
of the D.L. Group. 


RESULTS 


The results of the historical data are tabulated 
in Table I. Tests of statistical significance 
between the two groups are shown by the use 


TABLE I 


Preceding factors in depressive illness in the too groups: one with localising symptoms to the chest (D.L.) and one 
without localising somatic symptoms (controls) 














D.L. Group Control group 
N = 33 N = 33 
n % n % 
Previous history 
Depresion .. 16 49 28 85 * 
Severe lower respiratory tract disease... Es 23 70 6 18 ias 
Breathlessness on exertion prior to onset of depression es 9 27 4 I2 
Cough and sputum continuously for 3 months or more each 
year for at least 2 years ee Босы 22 67 2 6 ** 
Smoked cigarettes .. 25 76 19 58 
Smoked 20 or more per day 20 61 5 I5 ы 
Family history (in first degree relatives) 
Depression .. 14. 42 II 33 
Severe lower respiratory tract disease е (including asthma) 26 79 9 27 Ы: 
Asthma, Һау fever, eczema 5 15 4 І 
Personal history 
Recalls prolonged breathlessness in a parent 22 67 15 те 
Multiple prolonged childhood ‘nervous traits’ 25 76 6 18 жж 
Premorbid personality 
ife-long excessive health consciousness 22 67 3 9 ** 
Obsessional шшр Ё 22 67 5 15 we 
Cyclothymic . e 8 9 5 15 
Attention secking 2 6 8 9 
Asthenic a id i is I 3 o о 
Slight or no personality deviation .. 5 15 20 бт wm 
Reactive factors 
Loss of at least d ore first degree relative or spouse in the 
preceding $ у 22 67 8 24 * 
Witnessed. the d death of above or intimate with gross 
emotional impact 13 39 I 3 a 


=p < 0:01; ** = p < 0:001. 
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of the two-tailed chi squared test with Yates’ 
correction. 

The main differences between the two groups 
included: higher frequency in the D.L. Group of 
previous and family histories of severe lower 
respiratory tract disease; chronic bronchitis; 
smoking habit; recollection of prolonged breath- 
lessness in a parent; and recent loss of first degree 
relative or spouse. In the D.L. Group there was 
also a much greater frequency of multiple 
prolonged childhood ‘nervous traits’, lifelong 
excessive health consciousness, and the 
obsessional personality. 

The mean scores of the psychological question- 
naires are shown in Table II. The significance of 
the differences between the mean scores was 
calculated using the Student t test. Scores on 
the M.M.P.I. hypochondriasis scale and the 
Kline obsessionality scale were greater in the 
D.L. Group compared with the Control Group. 

Results on the M.P.I. indicated that the 
D.L. Group had higher mean scores for neuro- 
ticism (N) and lower mean extraversion (E) 
Scores; that is, they were more dysthymic 
(Eysenck, 1957) than the controls; but these 
differences were not statistically significant. 


Tas II 
Psychological questionnaire results in the depressed group 
with localized symptoms to the chest (D.L.) and the 
depressed group without localized symptoms (controls) 


HS K N E 
D.L. N 30 28 30 30 
Group Mean 19:4 21-0 26:9 20:7 
SD. 44 3:3 12'9 9:8 
Control N 33 33 33 83 
group Mean 10-0 19.2 23°4 24°9 
S.D. 11:3 3:3 12*1 8-8 
t 4°43 2:17 то —1:77 


P «0:001 <0'05 ILS. Ls. 


HS = M.M.P.I. hypochondriasis scale. 
K = Kline obsessionality score. 
N = Neuroticism scale of the Maudsley Personality 
Inventory. 
E = Extraversion scale of the Maudsley Personality 
Inventory. 


Discussion 


It is well known that respiratory changes 
occur in the physiological response to anxiety 
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(Mezey, et al., 1961), as they also do to grief 
(Darwin, 1855). In this study the question arises 
why one group of patients with a depressive 
illness had symptoms localized to the chest, whilst 
another group with a depressive illness did not. 

Evidence has been educed which suggests that 
a number of psychogenic and physical variables 
are connected with the presence of respiratory 
symptoms in depression. These include: 

The obsessional personality. Many more of the 
D.L. Group had an obsessional premorbid 
personality. This was borne out by the signi- 
ficantly higher scores on the Kline obsessionality 
questionnaire. No other premorbid personality 
deviation was more common in one group or the 
other. Bradley (1963), in a study of 35 patients 
with localized pain and depression, reported that 
all his patients showed obsessional personality 
traits; the majority were well adjusted and had 
never had a previous psychiatric illness. It is 
suggested here that such tense obsessional per- 
sonalities are more prone to panic attacks, 
including hyperventilation, during a depressive 
illness. 

Life-long excessive health consctousness was more 
common in the D.L. Group. This was supported 
by the results of the hypochondriasis question- 
naire derived from the М.М.Р.1. Both excessive 
health consciousness and the obsessional per- 
sonality may have been related to the pre- 
dominence of multiple prolonged nervous traits 
in the childhood of the D.L. Group and the 
further clinical impression of a predominence of 
‘non-effective families’ in the childhood families 
of this group. Hypochondriasis and the 
obsessional personality have an established 


association (Freud, 1917; Gillespie, 1928; 
Katzenelbogen, 1942; and Leonhard, 1961). 
More recently (Rees, 1965) found long- 


standing excessive health consciousness in his 
patients with a ‘cardiac neurosis’. 

Morbidity from chest disease. There was a very 
high morbidity of severe lower respiratory tract 
disease in the families of the D.L. Group; higher 
in fact than for a group of patients with advanced 
obstructive airway disease (Burns and Howell, 
1969). Patients in the D.L. Group recalled 
significantly more parents who suffered from 
prolonged breathlessness, This bears comparison 
with the finding of Kreitman et al., that somatic 
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symptoms in a depressive illness resemble those 
of a parent’s symptoms, especially the mother’s. 
Similar findings have been reported in ‘cardiac’ 
neurosis (Rees, 1965) and recurrent functional 
pains in childhood (Apley et al., 1962). Here 
prolonged breathlessness was recalled in slightly 
more mothers than fathers, but the difference 
was not significant. 

In the D.L. Group patients themselves the chest 
had more frequently been the locus of previous 
severe disease; more especially they had experi- 
enced previous organic dyspnoea. Kissen (1957) 
also found previous difficulty in breathing, that 
is an organic dyspnoea, in all of a series of 
5 cases with psychogenic dyspnoea. Further, 
chronic bronchitis, bronchial irritability and, 
indirectly, heavy smoking, more frequent in the 
D.L. Group, may determine the symptom 
specificity to the chest and breathlessness. 

Schneider (1935-58) reported on the well- 
recognized hypochondriacal delusional themes 
in cyclothymic depression. “Their occurrence is 
not altogether by chance; the type of delusion is 
not a direct "symptom" of the psychosis, but 
represents already existing primary human 
anxieties, unmasked by the depression but not 
positively produced by it. Anxieties about the 
soul, the body and subsistence are basic human 
anxieties.’ Kreitman (1965) also said ‘It seems 
to us that the distribution of body sites at which 
the somatic symptoms (when localized), were 
experienced (in depressive illnesses) reflect the 
relative importance of these areas in the body 
image, rather than the cerebral cortical repre- 
sentation of the soma.' Gittleson (1962) simi- 
larly concluded that symptoms tend to occur 
in the area of the patient's body which he 
considers his most vital part. Here we come to 
similar conclusions. 

Recent bereavement was much more common to 
the D.L. Group, as was witnessing the death 
with gross emotional impact. At least three in 
the D.L. Group had hyperventilation attacks 
immediately after being present at the death of 
their relatives. Some described the gasping 
breathing of their dying relative, frequently 
with considerable guilt and preoccupation over 
the event. They themselves would continue to 
hyperventilate when they were reminded of the 
loss. Respiratory failure and coronary throm- 
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bosis were frequent precursors of the death of 
the relatives in the D.L. Group. Parkes (1965) 
also found that in patients with severe grief 
reactions, hypochondriacal symptoms similar 
to those suffered by the deceased during his last 
illness were commonly found. Again ‘episodes of 
breatbing difficulty often follow experiences 
which draw attention to the heart and lungs' 
(Willard et al., 1950). 
| SuMMARY 

It seems likely that a constellation of factors 
help to determine the presence of localized 
symptoms to the chest in depression. These 
include previous and current organic respiratory 
disease; a pre-existing excessively health- 
conscious obsessional personality; a high fre- 
quency of severe lower respiratory tract disease 
in the family, including recollection of pro- 
longed breathlessness in a parent; and recent 
bereavement, including witnessing the death 
with gross emotional impact. 
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A Method for Measuring Depression: 
Validity Studies on a Depression Questionnaire 


By I. PILOWSKY and D. SPALDING 


INTRODUCTION 

In previous papers (Pilowsky, Levine and 
Boulton, 1969; Pilowsky and Boulton, 1970; 
Pilowsky and McGrath, 1970) we have described 
the development of a depression questionnaire 
and its use in the classification and identification 
of depressed patients. In order to increase the 
flexibility of the questionnaire as a research tool 
we have derived a depression scale from the 
items in it and have investigated its validity as a 
measure of the depth of depression. The purpose 
of this paper is to describe the development of the 
depression scale and report the results of valida- 
tion studies. 


SUBJECTS AND METHODOLOGY 


This study was performed in two stages. In 
the first stage the Depression Score was examined 
in relation to admission diagnoses, taxonomic 
classification and sensitivity to clinical change. 
Subjects for this part of the study were 80 female 
in-patients, all of whom were tested within a 
week of admission to the ward. The average age 
of the sample was 46-8 years (S.D. 15-6). 
Patients not included were the non-English- 
speaking, the excessively uncooperative and 
those with intellectual impairment. In addition, 
patients whose clinical diagnoses indicated 
organic cerebral involvement were later ex- 
cluded. Testing was individual and in an office 
where privacy and comfort were reasonable. 

In the second stage of the study, relationships 
between the Depression Score and two con- 
current measures of depression were examined. 
The subjects involved in this stage were 37 in- 
patients (13 male, 24 female) and 23 out- 
patients (9 male, 14 female). The average age of 
this sample was 40:9 years (S.D. 14:2); males 
38:0 years (S.D. 15:6); females 42-6 years 
(S.D. 13:1). | 
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The Depression Questionnaire 

The Depression Questionnaire (Pilowsky et 
al, 1969) is a 57 item inventory requiring 
YES-NO answers. 

A depression scale was based on items in this 
questionnaire, chosen on the basis of data 
gathered for the original classification study 
(Pilowsky et al., 1969). Of the 200 subjects in 
that study, 106 were diagnosed by a clinician as 
depressed and 94 were not depressed. An item 
analysis showed that 25 of the questionnaire 
items discriminated between the depressive 
and non-depressive groups at the 0-05 level of 
significance. Of these 25 items, 19 were also 
found to correlate significantly (p « 0-05) and 
negatively with the taxonomic classification of 
non-depression (Class “С? or 3°). These 19 items 
were selected for the depression scale and are 
shown in Table I with the responses contributing 
to the depression score italicized. 


Relationship to diagnosis 

Patients were grouped in categories according 
to the admission diagnosis (Table IT), which was 
made known to the research team after all 
testing had been completed and before any 
results were disclosed to the ward psychiatrist. 


Relationship to taxonomic classification 

The relationship between the Depression 
Score and the LPD classification of depression 
(Pilowski et al., 1969) was examined briefly. 
The subjects were classified into three groups 
using the decision rule described by Pilowsky 
and Boulton (1970).* Classes A, B and C of the 
previous study correspond with Classes 1, 2 and 
3 respectively in this; Class : being ‘non- 

* Copies of the scoring sheets for the decision rule are 
available on request. 
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TABLE [ 
Questionnaire items contributing to the depression score 





І. Are you more irritable to- 


wards other people? Yes No 
2. Have you lost interest in 
watching television ? Tes No 
4. Do you feel depressed all day 
long? Yes No 
5. Do. you feel slowed up in 
your thinking? .. Tes No Observer 
то. Have you moved house in 
the past year? ni Yes No 
12. Is it more difficult to con- 
centrate on your work? Yes No Self 
17. Are there times when you da 
not feel depressed ? Yes No 
18. Do you have less interest in 
reading newspapers? .. Yes No Self 
22. Is your appetite normal? .. Yes No 
24. Do your feel you are a 
burden to others? . Tes No 
30. Do you suffer from a dry 
mouth? А Yes No 
35. Do you wish you were dead ? Yes No 
40. Do you have less interest in 
things you usually enjoy? .. Yes No 
44. Is your depression the same 
all day long? ; Yes No Sel 
46. Do you feel life is not worth 
living? Tes No Self 
51. Do you feel "slowed up i in 
doing things? $e Yes No Observer 
55. Do you feel time passing 
more slowly? m Tes No 
56. Are you doing your work as 
well as you used to? .. Yes No Self 
57. Gan you be i a cheered 
up? 3 Yes No Self 





NOTE: Responses scored as depressed are italicized. 
Where the point biserial correlations of the Self and 
Observer ratings with the item response differed by 
0*1 or greater, Self or Observer appears, indicating 
that the depressed response to that item is more 
likely to be associated with a ‘high’ rating of de- 
pression by the rater indicated. 


Tase ЇЇ 
Mean depression scores in diagnostic groups 


Diagnosis N Mean 


Psychotic depressive reaction 26 14:2 
Psychosis with depression 5 10:8 
Non-depressed psychosis .. I0 10 
Neurotic depressive reaction 26 12:1 
Neurotic depressive reaction 

+ anxiety . i» 9 12:2 
‘Neurosis with depression i3 4 0'5 





o 
z 
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endogenous’ depression, Class 2 ‘endogenous’ 
depression, and Class 3 non-depressive. 


Sensitivity 

The sensitivity of the questionnaire Depression 
Score to change in a patient’s clinical status was 
examined by re-administering the questionnaire 
to patients shortly before discharge. The test- 
retest intervals ranged from 1 to 13 weeks, with 
a mean of 5 weeks. Changes in Depression 
Scores were also related to a clinical assessment 
of overall improvement for each subject, which 
was made by the senior psychiatrist in charge of 
the ward without knowledge of any testing 
results. 


Relationship to concurrent measures of depression 

The relationships between Depression Scores, 
Self-ratings of depression and Observer ratings 
were calculated in order to demonstrate the 
relevance of the Depression Score to objective 
and subjective assessments of depression. Imme- 
diately following completion of the question- 
naire, subjects were asked to rate their depression 
on a 10 cm. line, the extremes of which were 
labelled ‘I feel very depressed’ and ‘I do not 
feel depressed at ail’. The use of this line was 
based on the method for measuring pain de- 
scribed by Pilowsky and Bond (1969). The 
observer rated the subject’s mood on a similar 
line before administering the questionnaire. The 
subject did not see the observer’s rating, and 
instructions for the Self-rating were phrased as 
neutrally as possible. The Observers included a 
psychiatrist who rated 15 subjects, a psycho- 
logist who rated 37, and two fifth year medical 
students who rated 8 subjects. Point biserial 
correlations (Ferguson, 1966) were calculated 
for each item with the Self and Observer 
depression ratings respectively. 


RESULTS 


(a) Depression Scores and diagnosis 

The means and standard deviations of the 
Depression Scores of a number of diagnostic 
groups are shown on Table II. These indicate a 
tendency for patients diagnosed as predo- 
minantly depressed to have higher Depression 
Scores than those whose diagnoses did not 
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specify depression. The group of patients 
diagnosed as ‘psychotic depression’ obtained the 
highest mean score. 


(b) Depression Score and taxonomic groupings 

The distributions of Depression Scores in the 
three taxonomic classes are shown on Table ПІ. 
The two ‘depression’ classes have similar mean 
scores and are fairly clearly differentiated from 
the ‘non-depressed’ class on the basis of the 
scoring range. 








Tase III 
Distribution of depression scores in the three taxonomic 
classes 

Depression score Class т Class2 Class 3 

I — — 2 

2 — — I 

3 = a 3 

4 TY E 7 

5 = = 5 

6 = = 5 

7 — — 8 

8 == == 5 

9 I — 6 

10 — I 3 

II — 10 2 

12 2 4 — 

13 3 4 I 

14 2 2 — 

15 5 7 = 

16 2 7 — 

17 3 8 — 

18 I 3 — 

19 — 2 — 

20 — I — 

N .. £s 1g 51 48 

Mean 14:59 14°47 6-48 
S.D. 2:14 2:66 2-68 





(c) Sensitivity of Depression Score to clinical progress 

The initial distribution of Depression Scores 
for the female in-patients was compared with the 
distribution of scores at discharge (Table IV). 
'The number of subjects retested was 54, and the 
difference between means of the two sets of 
scores was significant, t = 6:80; p < о-оо: 
(two tailed test). Only two subjects were rated 
by the clinician ‘not improved’ on discharge; 
both had lower Depression Scores, one less by 
6 points and the other less by 10. Thirty-eight 
subjects were rated ‘improved’. The change in 
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mean scores was from 11:8 to 7:7; t = 4°48; 
р < o:001 (see Table V). 


Taste IV 
Change in mean depression scores for all subjects (N = 54) 





Depression score On admission On discharge 





Mean.. B 12-0 7:9 
S.D. 4'i 3:9 
TABLE V 


Change in depression scores for ‘improved’ group (N = 38) 
On admission On discharge 





Depression score 








11:8 
$7 


Mean.. 
S.D. 


777 
4°6 








Fourteen subjects were rated ‘much improved’ 
(Table VI). The change in mean scores on the 
two occasions was from 12-0 to 4:7; t = 5:85; 
p < 0:001. 

Taste VI 
Changes in mean ж scores i ‘much improved’ group 


On admission On discharge 





Depression score 


Mean.. T 12:0 47 
S.D. .. M: 4'0 2'1 





The difference between the ‘improved’ апа 
the ‘much improved’ groups at the time of 
retesting was not significant (Mann Whitney 
U Test p = 0:25). 


(d) Depression Score and concurrent measures of 
depresston 
The intercorrelations between the Depression 
Score, the Self rating of depression and the 
Observer rating of depression were as follows: 
Self Rating x Depression Score 
г = 0°59, n = 59, p < 0°01; 
Self Rating x Observer Rating 
r = 0:44, n = 59, p < 0°01; 
Observer Rating x Depression Score 
г = 0:62, n = 60, p < 0:01. 


The Observer ratings were categorized into 
four groupings by dividing the ‘rating line’ into 
four parts labelled ‘not depressed’, ‘slightly 
depressed’, ‘moderately depressed’ and ‘severely 
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depressed’. The distribution of Depression 
Scores within the four Observer rating cate- 
gories is shown in Table VII. 

The correlation of 0-62 for Observer ratings 
and Depression Scores is for all three types of 
Observers’ ratings pooled. It is of interest to 
note the correlations of Depression Scores with 
the individual raters. In the case of the psychi- 


Taste VII 
Distribution of depression scores in the observer rating 
categories 


Observer rating 


Dep. Not Slightly Moderately Severely 
score depressed depressed depressed depressed 





atrist’s ratings, a correlation of r = 0:59 (N = 
15; p « 0-01) was obtained with the question- 
naire Depression Score. The psychologist’s 
ratings correlated r = 0:57 (N = 37; p < 0:01) 
with the Depression Score, and the medical 
students’ ratings correlated r = 0:97 (ЇЧ = 8; 
p < o-or). The distribution of Depression 
Scores for the three observers is shown on Table 
VIII. Possible explanations for these differences 
are discussed below. 

The point biserial correlations of the 57 
questionnaire items with Self and Observer 
ratings are shown on Table IX. A number of 
the items were found to correlate more highly 
with one of the ratings than with the other. 
The possible influence of these items on the 








I — —— — —— 
2 2 — — = Depression Score is shown on Table I, where 
3 3 I E Z the items contributing to this score and their 
F : а : E relationships with the ratings are shown. 
6 І 3 2 zm Some indication of the validity of items 
7 1 I I — included in the Depression Score may be in- 
8 I I I = ferred from the point biserial correlations with 
5. T. 3 : BR the ratings. Fifteen of the 19 items correlated 
іт i a Ful en significantly p < 0:05 with the Self rating of 
12 E 3 a I depression, and 14 of the 19 items correlated 
18 — 2 5 2 significantly p < 0:05 with the Observer 
14 == = I = rating of depression. 
15 — — І І 
> = a E m Discussion 
18 — — I I The results of the first stage of the study 
19 Res == == Ex suggest that the Depression Score is related to 
25 а E = pt clinical diagnosis of depression and that the 
N  .. 18 18 19 10 score reflects alterations in the clinical status of 
Mean.. 5'2 8:7 10:6 12:3 the subjects. Depression Scores of the ‘Improved’ 
SD. .. 29 3 3'9 pe and the ‘Much Improved’ groups were not 
Taare VIII 
Frequency distributions of depression scores of subjects seen by observers 
Psychiatrist 
Number of subjects — — І — 1 — I 2— 2 2 а — — 1 — I — — 
í N=15 
Depression score 12 8 4 5 6 7 8 9 то 11 12 13 14 15 16 17 18 19 20 
Psychologist 
Number of subjects — — 3 3 4 6 2 1 3 1 2 6 Fo i: 2 — = — — 
N —37 
Depression score та 8 4 5 6 7 8 9 10 II 12 19 14 15 16 17 18 19 20 
Medical students 


Number of subjects — 2 — 


p———— 2 — 





Depression score 1 





23 45 6 7,8 9 10 


II 12 13 14 15 16 17 18 19 20 





. Have 


. Is your appetite normal? 
. Have you less interest in sex? 
. Do you feel you are a burden to 


. Is life worth living? 9 
. Do you cry a lot? 

. Are you unable to cry? А 
. Have you become constipated ? 


Taste IX 


Point biserial correlations with (Yes) response 
(Self ratings and observer ratings correlated with 


individual items) 


Questionnaire items 


. Are you more irritable towards 


other people? 


. Have you lost interest in 


watching television? . 


. Do you have difficulty i in fall- 


ing asleep without tablets? .. 


. Do you feel NE all jas 


long? .. 


. Do you feel slowed up in your 


thinking ? 


. Have you any serious money 


worries? 


. Have you had any recent 


family worries? 


. Have you lost someone you 


love in the past year? 


. Do you fecl you are a bad 


person? 


. Have you moved house in the 


past year? 


. Do you avoid company ? 
. Is it more difficult to concen- 


trate on your work? . л 
you oy housing 
worries? 


. Do you wish you were able to 


cry? 


. Do you have : a restless and 


and disturbed sleep without 
tablets? 5 


. Do you feel most depressed in in 


the evenings? . 


. Are there times when. you do 


not feel depressed? 


. Do you have less interest i in 


reading newspapers? 


. Do you think you will get 


better? 


. Do you feel that people are 


sometimes talking about you? 


. Is it easy to fall asleep without 


tablets? 


others? 


Self Observer 
rated rated 
dep. dep. 
тры rpbi 
o:gof  o-26* 
o:32] 0:39} 
—'02 0:23 
0:28*  o-25* 
ogi? — 0:448 
оо = —:08 
0-01 0'13 
0:07 0°03 
0:12. —'03 
U—cUSS thd 
0:568 — o-:4oi 
0'458 0:22 
0:24 o4 
O'I4 0:13 
0:22 0:29* 
0:02 0°09 
—281 +22 
o:88f 0:18 
—'24  -—'0l 
0:14 0:02 
.. 06009 —+15 
033. —°87} 
O'r 0-24, 
о'26* о: 30} 
з .o—ul —:17 
o:gaf — o-35i 
0:04 —08 
0°03 0°04 


29. 


33- 
34- 


35- 
35. 
37- 
98. 


44- 
45: 
46. 


47. 
48. 


49. 


50., 


5I. 


52. 
53- 


54 
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Do you feel happier in the 
mornings? 


. Do you suffer from a dry 


mouth? 


. Have you less feeling for those 


close to you? . 


. Do you feel you are ` letting 


other people down? `. 

Have you lost your appetite? 
Have you had trouble at work 
in the past year? 

Do you wish you were dead? 
Do you waken much earlier 
than your usual time without 
tablets? i 

Are you as good а person z as 
most of your friends? 

Do you feel less depressed 
when you are with company? 


. Do you think your illness is a 


punishment that you deserve? 


. Do you have less interest in 


things you usually enjoy? .. 


. Can you sleep normally with- 


out tablets? 


. Do you waken at your usual 


time without tablets ? 


. Do you think there is some- 


thing seriously wrong with 
your body? .. 

Is your depression the same all 
day long? Р 

Do your find difficulty i in 
relaxing? 

Do you feel life is not worth 
living? 

Have you lost weight? ee 
Do you feel most depressed in 
the mornings? 

Have you overheard people 
talking about you? .. 

Do you feel this illness has been 
brought upon you by yourself? 
Do you feel slowed up in doing 
Does the future look hopeful? 
Do you feel nappies in the 
evenings? 

Have you thought " recently 
about ending your life? 


. Do you feel time passing more 


slowly? 


. Are you doing your “work as 


© 745$ 
. Can you be easily cheered up? 


well as you used to? . 


o:3of 


0:28* 


oit 


—:528 


o 

S 

е) 
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оо 
у ыю 
“I со 
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Level of significance of correlation: 
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significantly different, but the criteria for 
improvement were not restricted to the dimen- 
sion of depression, so that this lack of a clear 
difference in depression level is not unaccount- 
able. The score changes of the two subjects 
rated as ‘Not Improved’ appear incongruous, 
but may perhaps be explained in a similar 
manner, The gross changes in Depression Scores 
from admission to discharge suggest that the 
questionnaire is reasonably sensitive to changes 
in the status of individual patients. 

The results of the second stage of the investi- 
gation suggest that the Depression Score is 
related to both the patients’ concepts of de- 
pression and the concepts of depression held by 
trained observers. The possible effects of the 
questionnaire on the ratings and vice versa 
should be considered in interpretation of the 
findings; however, the testing procedure was 
designed to minimize any direct distortion of 
this nature. Of special interest is the finding 
that both the observers’ and subjects’ ratings 
were more highly correlated with the Depression 
Score than they were with each other. From 
this it may be inferred that there is a difference 
in the two concepts of depression, and it is 
suggested that perhaps the difference is that of 
symptom versus syndrome. In support of this 
hypothesis is the finding that the correlation of 
Self and Observer ratings is far larger for the 
less specialized observers (the medical students 
r = 0:91) than are those obtained by the 
psychiatrist and psychologist (r — 0-36 and 
r — 0:40 respectively). If it may be assumed 
that the students’ concept of depression would 
be less influenced by theoretical formulations of 
syndromes, this may explain why their ratings 
should be closer to those of the subjects. Another 
possibility is that their subjects tended to be at 
the extremes of the depression —non-depression 
spectrum, thus making ratings somewhat easier 
to carry out (Table VIIT). 


A number of the questionnaire items in the 
Depression Score also correlate more highly 
with one rating than with the other; thus 
indicating the areas in which the differences 
between the two concepts of depression are 
most marked. 

In view of the limitations inherent in rating 
scales where global concepts such as ‘depression’ 
are used, it would seem that the obtained 
correlations are sufficiently large to justify using 
the questionnaire as an index of degree of 
depression in future research projects. 


SUMMARY 

A depression scale has been constructed using 
items in a depression questionnaire originally 
constructed for use in taxonomic studies. 
Evidence is provided for the sensitivity of the 
depression score to clinical change and for its 
validity as a measure of depression. The develop- 
ment of the scale thus increases the usefulness of 
the questionnaire, which may already be used as 
a means of classifying patients on the basis of 
the depressive component of their illness. 
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The Netherne Resettlement Unit: Results of Ten Years 


By M. Y. EKDAWI 


'The Netherne Resettlement Unit, established 
in 1957, has been described in detailed publica- 
tions including those by Bennett et al. (1) and 
Folkard (15, 16). These authors stressed the 
Unit's dual function of assessment and prepara- 
tion of disabled patients for resettlement, and 
described results of its first two years in terms of 
discharge, readmission and employment. The 
basic Unit aims of resettlement in optimum 
employment and accommodation have re- 
mained unchanged since that time. The pro- 
gramme has been geared towards minimizing 
the patients’ handicaps by improving their 
coping abilities (24) so that they can manage in 
less protected situations, by utilizing the pooled 
experience of a multidisciplinary rehabilitation 
team (18) and by mobilizing community 
resources (36). Hospital living and working 
conditions are repeatedly scrutinized so that 
factors which might provoke, increase or 
reactivate the patients’ symptoms (10) are 
reduced. The Unit’s policies, therefore, remain 
dependent on the forward-looking hospital 
administration which has encouraged demo- 
cratization, effective communication and clear 
definition of function (33). 

This paper is a follow-up study spanning 
eight years (1959-1967), and some comparisons 
are also made with the results of the following 
two years (1967-1969). An attempt is made to 
evaluate some of the rehabilitation procedures 
practised, and to consider whether certain 
aspects may have useful implications for the 
future care of the psychiatrically disabled. 


Tug REHABILITATION PROCESS 

The Unit aims are preparing the patient for 
employment through graduated work settings 
and at the same time increasing his social 
independence (19). When the patient is dis- 
charged a follow-up system of continuous re- 
assessment and support comes into operation so 
that readmission is avoided. 


1. Assessment 

During his stay in the Unit, the patient’s 
progress is monitored by repeated clinical, 
occupational and social assessments presented 
at weekly staff meetings and at the resettlement 
conferences (2), where rehabilitation plans are 
formulated. Conference summaries are circu- 
lated to the patient’s general practitioner, the 
Disablement Resettlement Officer (D.R.O.) 
and other community agencies involved. These 
assessments often reveal widespread areas of 
social malfunction affecting relationships with 
family and workmates; they set out the patient’s 
financial difficulties, and attempt some measure 
of his confidence and persistence. They explain 
some of the reasons for poor employability and 
show up the areas in which help is most needed. 


2. Placement in work 

A patient's employment record after dis- 
charge is an important measure of the success 
or otherwise of his rehabilitation programme 
(8, 9). Whether the patient works steadily after 
discharge depends to some extent on his past 
work record (26), but mostly on proper pre- 
paration for work during his hospital stay (41). 
This was clearly demonstrated by Freudenberg 
(19), who showed that Netherne Rehabilitation 
Unit patients had a much more stable work 
record after discharge than that of patients 
discharged from other wards in the same 
hospital. Preparation takes place in the hospital 
industrial or maintenance departments (12), 
followed in some cases by training courses. 
Work pressures are graduated and good working 
habits are fostered. When the patient’s working 
performance stabilizes at an acceptable level 
an outside job is found for him by the D.R.O. 
or by the Unit P.S.W. Invariably, the patient 
starts working outside while still residing in the 
Unit, and he is only discharged after he has 
worked steadily for some months. The working 
patient needs considerable support, particularly 


417 


418 


during the settling down period, and much of 
this is given at special workers’ meetings where 
problems and future plans are discussed with 
members of the rehabilitation team and with 
other patients. Some discharged patients con- 
tinue attending these meetings, thus maintaining 
their contact with the Unit; their presence also 
favourably influences other patients’ attitudes by 
helping to relieve their anxieties over life out of 
hospital. 


3. Placement in accommodatton 


As in work resettlement, the process of 
transfer from hospital to community living is 
graduated (14). The Unit accommodation 
approximates that of a hostel for both sexes, 
and emphasis is laid on increasing the patient’s 
competence in looking after his person, his 
clothes and his living place, to budget his money 
sensibly and to mix socially with others. He is 
encouraged to occupy his leisure hours outside 
the hospital rather than in. When he is ready, 
one of several flexible methods is chosen to 
help him over the process of leaving hospital: 
he may spend alternative weeks in and out of 
the Unit for a period; he may go out on in- 
creasingly longer leaves. A useful manoeuvre 
for some who have left is to spend their week-ends 
in the Unit. In any case, efforts are made to 
link the patient with community clubs, voluntary 
organizations or evening classes. 

Successful resettlement often depends as 
much on the relatives’ cooperation as on the 
patient’s. For this reason, regular meetings 
take place between the rehabilitation team and 
the relatives. Initially, these relatives’ meetings 
were started to advise families on the manage- 
ment of problems presented by the patient 
at home, thus filling a gap in the service which 
Brown et al had criticized (6). They were 
modelled on parent-teachers’ meetings; there 
is a mutual exchange of information on progress 
and on any changes in the patient’s condition, 
and relatives’ grievances and anxieties are 
ventilated and dealt with. Relatives have 
derived support from each other, and their 
relationship with the staff has been strengthened. 
Many relatives’ interest in the rehabilitation 
programme has been revived and their expecta- 
tions have become more hopeful (15, 31). 
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4. Follow-up 


Wing has commented on the inadequacy of 
many of the follow-up services for patients who 
need long-term attention since their symptoms 
tend to fluctuate in response to environmental 
changes (3, 39). Of the London area out- 
patient clinics, 90 per cent were found by 
Parkes et al. (29) to function during working 
hours; consequently, working patients could 
not keep their appointments and only half took 
their medication as ordered (32). During the 
patient’s stay in the Unit, medical examinations 
and interviews are mainly held outside working 
hours, and, similarly, most follow-up work takes 
place in the evenings. The Unit operates two 
concurrent methods of follow-up: ‘routine’ 
regular appointments (either individually or at 
workers’ meetings) and emergency visits. Mem- 
bers of the rehabilitation team are involved in 
both types, whether the follow-up is predomi- 
nantly hospital-based or community-based, 
depending on the patient’s needs and conve- 
nience. This ensures continuity and enables the 
patient or relatives to contact at least one 
member if a crisis threatens. No time limit is 
put on the follow-up period. 


Criteria for selection 


Any patient aged between 16 and 55 who 
has had prolonged social or work problems is 
eligible for admission to the Unit, provided his 
disabilities are not severe. Until 1964, and 
following Brown’s definition of chronicity (5), 
only patients with a continuous hospital stay of 
two years or longer were admitted. In 1963, 
Catterson et al. (11) found that of the Netherne 
long-term population only 13 per cent were 
anywhere near a point at which discharge could 
be contemplated, and at that time there was 
concern among some of the Unit staff that the 
best rehabilitees had been ‘creamed off’, leaving 
patients who were too difficult to resettle. 
Similar anxieties from St. Wulstan’s Hospital 
were voiced by Morgan et al. (27). However, 
with the changing patterns of hospital ad- 
missions in the last decade, it became clear that 
a patient may suffer long-term illness and 
disability even though his cumulative hospital 
stay may be less than two years. It was therefore 
agreed to admit patients whose period of illness 


* 


BY M. Y. EKDAWI 


exceeded two years, regardless of the length of 
their stay in hospital. 


Patients admitted to the unit (1959-1967) 

A total of 367 (163 men and 204 women) were 
admitted. Their mean cumulative hospital stay 
was 9 years and 4 months (range 34 years— 
8 months—1: month). Their average length of 
stay in the unit was 2-09 years. Omitting those 
who died and those for whom insufficient data 





are available, the distribution was as follows: 
ТАвгк I 
Duration of hospital stay 
Over 10 years 13'8% 
5-10 years .. 25:996 
2-5 years .. 29:89, 
Under 2 years 30:596 





DrAGNOSES 

Although the majority of patients admitted 
were diagnosed as suffering from schizophrenia, 
most other diagnostic groups were represented. 
On admission, the diagnosis is re-evaluated, and 
following the publication of Wing's classification 
of chronic schizophrenia (37) schizophrenic 
patients have also been rated on the scales. 
This classification has proved very useful in 
evaluating certain steps of the rehabilitation 
process and as a prognostic guide. 


Taste II(a) 
Diagnostic categories 
Diagnosis P A S 


ао Ра 
1967-1969 20 (20°4%) 13 (13:3%) 65 (66-396 


Р == Personality disorder and neuroses. 
A = Affective psychoses. 
S = Schizophrenia. 














The table shows a significant difference in 
the proportion of the three diagnostic categories 
in the two periods, the most likely reason being 
the much higher number of schizophrenic 
patients in 1959-1967. There has also been an 
increasing proportion of patients suffering from 
personality disorders, a trend noted by Price et al. 
(30) in another rehabilitation service, and it 
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confirms the view that those patients are 
increasingly presenting a major problem (35). 

Although more severely disabled schizo- 
phrenic patients were admitted in the second 
period, the difference in proportions of the Wing 
sub-groups is not highly significant. 


Tase II(b) 
Diagnostic categories 
Wing's 
classification г-А 1-В 1-С 2 
1959-1967 25 53 26 6 
1967—1969 15 24 12 14 





Of the schizophrenic patients admitted five 
had had a leucotomy, and while there were no 
marked differences between those patients and 
the remainder the impression gained from 
medical and nursing records was that they 
presented more difficult resettlement problems, 
as has been described by Nicholas (28). 


Patients transferred from ihe unit 

In the first series (1) 28 per cent of the Unit 
patients were transferred to other wards. 
During the following eight years 46-4 per cent 
were transferred, the majority to other re- 
habilitation wards, and some of these were later 
resettled. Emergencies leading to transfer were 
either physical or psychiatric, the latter being 
acute psychotic illness or suicidal behaviour. 
There was a reasonable suspicion that most 
patients constituting this group of emergencies 
had avoided taking their medication regularly. 
Other reasons for transfer included a firmly 
entrenched negative attitude towards resettle- 
ment, usually related to long residence in 
hospital, and repeated socially unacceptable 
behaviour (13). 


Patients whose length of hospital stay was less than 
two years 

Those patients, who constituted 30:5 per cent 
of the Unit admissions, are of particular interest 
as they are more representative of the con- 
temporary disabled population. The proportions 
of diagnostic categories here followed that of 
the 1967-1969 pattern; 63 per cent were schizo- 
phrenic, and the distribution of their level of 
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disability was also similar, with a slight increase 
in the Wing 2 sub-group. The rehabilitation 
methods applied to this group were identical 
with those used for the rest of the patients. 


RxsurTS 
Patients discharged 
Between 1959 and 1967, a total of 151 patients 
were discharged, and the picture at the end of 
that period was as follows: 


Total admissions 367 
Discharges 151 
Patients transferred to 
other wards 128 
Patients remaining in 
the Unit.. 88 (41 working 
out of the 
hospital) 


The proportion of discharged patients in the 
three periods under consideration was 27 per 
cent (1957—1959), 41 per cent (1959-1967) and 
34:7 per cent (1967-1969). 


Patients readmitted 

In their original paper, Bennett et al. (1) 
stated that resettlement was more than just 
discharge, and more even than prevention of 
readmission; in a more recent paper (35) 
Watson, Bennett and Isaacs make the point 
that readmission may reflect either efficiency 
or inefficiency. Despite these reservations, 
readmission rates are one of the ‘hard’ data in 
measuring morbidity. Wing et al. (43) found 
that 43 per cent of 113 patients who left London 
psychiatric hospitals in 1959 were readmitted 
within two years. In a paper by Brown et al. (9) 
the figures rose from 50 per cent to 64 per cent in 
three years. Taking readmission within two 
years as an index of resettlement failure, 
Waters and Northover (34) found that out of 
42 patients discharged from another rehabilita- 
tion service, 29 per cent were readmitted. 

The Unit readmission figures, in comparison, 
have been consistently lower. In the first six 
months (1) the rate was 5 per cent (compared 
with 10 per cent in the series of Waters and 
Northover). Taking two years as minimum and 
eight years as maximum follow-up period, only 
9 per cent (12 patients) of the Unit patients 
were readmitted. 
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Although there was no relationship between 
broad diagnostic categories and readmission, 
schizophrenic sub-groups 1-A and 1-B had a 
significantly higher chance of remaining out of 
hospital. 


Tase IIT(a) 
Diagnosis and readmission 
Diagnosis P+A S 


Readmitted m I II 
Remained out .. 29 105 





Tase ITI(b) 
Diagnosts and readmission 





Wing's sub- 


classification 1-À 1-B 





Readmitted -0 
Remained out 25 51 21 


ER 


For patients whose length of stay was less than 
two years, readmission rates were even lower 
(7 per cent). 

Brown et al. (7) found that the most important 
factors in the social experience of discharged 
patients were whether the patient worked and 
with whom he lived. Some of the Unit results 
are therefore presented here in terms of employ- 
ment and living accommodation. 


I. EMPLOYMENT 


There have been several follow-up studies on 
the employment of discharged patients. Miller 
and Dawson (25) found that of 1,082 such 
patients only 20 per cent were in employment 
after a year from discharge. In their five-years 
follow-up, Brown et al. (6) found that 55 per 
cent of the men were out of work. Only 12 Unit 
patients (10:17 per cent) were unemployed in 
the follow-up period of two to eight years. The 
outcome for patients whose stay was less than 
two years was fairly similar (12 per cent). 


(a) Type of work 

Patients admitted to the Unit have almost 
invariably had a poor previous record of job 
difficulties, frequent job changes and long 
periods of unemployment. Their work dis- 
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abilities are often aggravated by lack of con- 
fidence and feelings of stigma (21, 25). These 
factors may contribute to the limited variety of 
jobs open for them in the employment market. 
The greatest proportion (100 patients) have 
been resettled in mainly unskilled factory, 
labouring and domestic work. This is at 
variance with the follow-up figures of Renton 
et al. (32) which showed only 23 per cent of their 
patients engaged in manual work. 

In the first two years of the Unit 18 patients 
were found sheltered work. Such places became 
progressively more scarce, and only її were 
placed in sheltered work in the following eight 
years. Out of those eleven only one was re- 
admitted, when another sharing her flat 
became ill. She showed no clinical deterioration, 
continued to work from hospital and was later 
discharged. 

For many patients sheltered placement 
ensures more stability in work. 

'ТАвгЕ IV 
Type of employment 
Open Sheltered 


Readmitted 
Remained out 


II I 
98 11 


Tase V 
Employment and job changes 





Open Sheltered 





One job .. 


к 59 
Two or more jobs. . 


49 o 





Taste VI(a) 
Diagnosis and employment 


Diagnosis Р 


Still working  .. 8 
Unemployed — .. I 





(b) Diagnosis and employment 

Brown et al. (7) have demonstrated that the 
presence of symptoms is not necessarily a serious 
obstacle to employment; in this study it was also 
evident that the broad diagnostic category was 
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not relevant to the state of employment on 
follow-up. 


But among schizophrenic patients the Wing 
sub-groups 1-A and 1-B were more successful 
in holding down jobs. 


Taste VI(b) 
Diagnosis and employment 
Wing 
sub-group 1-A 1-B 1-C 2 
Still working 22 47 17 5 
Unemployed 0 5 5 I 





In general, schizophrenic patients have had 
fewer job changes than other diagnostic groups. 








Taste VII 
Diagnosis and job changes 
Number of jobs 0-1 2-3 4+ 
S .. T - 64 24 8 
PA . bos 5 13 3 





(c) Rehabilitation courses and employment 

In 1959, Wing and Giddens (42) made the 
case that Industrial Rehabilitation Unit (I. R.U.) 
courses could benefit psychiatric patients by 
demonstrating their work abilities to staff and 
employers in a realistic setting, inculcating work 
habits and minimizing hospital atmosphere. 
These arguments were reinforced by Wing 
when he showed that I.R.U. courses could 
increase the patient's confidence in his own 
powers of adjustment. However, for the 15 
patients who attended I.R.U. in the study by 
Brown et al., the courses did not seem to have 
affected subsequent employment history. These 
authors concluded that the patients might not 
have been carefully selected or that they might 
not have been prepared well enough. Disap- 
pointment in these facilities has been expressed 
by Leyberg (22) and by Gittleson (20). 

In the early days of the Unit (1) 52 patients 
completed the I.R.U. course, and from this 
experience it was shown that adequate prepara- 
tion prior to the course was essential to success 
(41). The numbers submitted to the course in 
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the following years (1959-1967) markedly 
diminished, partly because of the long waiting 
period for admission to I.R.U., and, probably, 
partly due to longer experience in selecting 
patients who might benefit. The influence of the 
courses on subsequent work record of Unit 
patients seems at first sight to be equivocal. 





Taste VIII 
Rehabilitation courses and employment 
Attended 
course Others 
Still working  .. 38 80 
Unemployed... 3 10 





There was also no significant difference in 
readmission rates between patients who had 
attended I.R.U. and those who had not. 











Taste IX 
Rehabilitation courses and readmissions 
Attended 
course Others 
Readmitted $5 4 8 
Remained out .. 39 74 


All Unit patients who attended the I.R.U. 
courses were prepared in the same way. How- 
ever, there were certain diagnostic differences: 
patients who benefited most were schizophrenic 
and the majority fell in the Wing 1-B and 1-C 
sub-groups. 


2. LIVING ACCOMMODATION 


Brown et al. (4) studied the experience of 240 
male long-stay patients and found that successful 
resettlement was associated with the type of 
living group to which they went; patients living 
with siblings and in lodgings fared better than 
those staying with parents, wives or in large 
hostels. In a later study (8) involving 128 
patients, deterioration was greatest in those 
who returned to relatives who showed a high 
degree of emotional involvement. Partly because 
of the influence of such studies, few patients were 
discharged from the Unit to parental homes (8 
out of 44) in the first two years. In the following 
ten years, with the increasing contact between 
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the Unit team and the relatives, more patients 
were discharged to parental homes. 








TABLE X 
Туре of accommodation 
Parents Others 
1959-1967 .. 54 85 
1967-1969 as 5 30 


(a) Accommodation and employment 

Freeman and Simmons (17) found a strong 
relationship between the family setting and 
work performance levels; patients living in 
conjugal homes did better than those living in 
parental homes. Somewhat similar findings had 
already been described by Mandelbrote and 
Folkard (23). In eight years, the relationship 
between employment and accommodation type 
in Unit patients was a follows: 








Taste XI 
Accommodation type and employment 
Parents Living- 
or Spouse Hostel Lodgings in 
siblings jobs 
Still working 35 18 27 30 IO 
Unemployed 11 0 I I I 





Because of the small numbers of unemployed 
patients, each group was compared against the 
total, and the conclusion was that accommoda- 
tion type had a very significant relationship to 
employment status on follow-up. 





TABLE XII 
Type of accommodation and readmission 
Parents, Hostel, 
siblings or lodgings or 
spouse living-in-job 
Readmitted 2 5 7 
Remaining out .. 67 57 





(b) Accommodation and readmission 

Various authors (4, 6, 23) have indicated that 
patients living with relatives, especially parents, 
were at a higher risk of readmission to hospital. 
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In this study, no significant relationship was 
found between accommodation type and re- 
admission. 


DISCUSSION AND CONCLUSIONS 


In their original paper, Bennett ei al. suggested 
that further work was needed to evaluate the 
principles which operated in the Unit. They 
also predicted that more patients could benefit 
from the Unit. The principles of frequent assess- 
ment and gradual exposure of the patient to 
working and living conditions in the com- 
munity, and of involving relatives and other 
community members with the Unit's work, 
have resulted in a record of very low readmission 
and unemployment rates after discharge. Most 
diagnostic groups can benefit from the Unit, 
but for all patients a better outcome is associated 
with a shorter hospital stay. Although most of 
the schizophrenic patients admitted were mode- 
rately disabled, those whose disabilities were 
rather more severe benefited most from I.R.U. 
courses; but they also had more difficulty in 
holding down jobs, except those placed in 
sheltered work, who did best of all. Patients who 
were unemployed on follow-up had similar 
disability levels. It could therefore be argued 
that had there been more sheltered places 
available the results may have been even better. 
It would follow that about 20 per cent of the 
jobs available to moderately disabled patients 
should be sheltered. Taking the population 
figures served by the hospital, and the number 
of moderately disabled schizophrenic patients 
admitted to the Unit into account, it is recom- 
mended that there should be a minimum of 
eight sheltered places for hospital patients per 
100,000 population. It was hoped that if 
relatives, particularly parents, were frequently 
contacted and adequately supported patients 
could be more successfully resettled with their 
families. However, although readmission rates 
in this study were not associated with the type of 
living accommodation, the results confirmed 
earlier findings that the highest unemployment 
rates were found in patients living in parental 
homes. This may explain the tendency shown 
in the last two years of this study to place more 
patients in other types of accommodation 
(repeating the pattern of the first two years). 
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It has also been shown that shorter term 
patients (about one third of the total) have 
benefited from the rebabilitation methods prac- 
tised in the Unit. As the trends towards shorter 
hospitalization continues, it is suggested that the 
need for such a system of rehabilitation will 
continue, as was earlier predicted, and that it 
should be built-in in the developing community 
services of the future. 


Statistics 
Chi-square tests have been used in this paper. The 
criterion of statistical significance is the «op level. 
It will be noted that in some of the tables the numbers 
do not add up to the total; this is because of incomplete 
information on a few of the items. 
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Six-Months, Fixed-Term, Once Weekly Psychotherapy : 
A Report on 20 Cases with Follow-ups 


By HAROLD STEWART 


The difficulties in providing adequate psycho- 
therapy facilities in the N.H.S. are well known, 
and various psychotherapeutic techniques have 
been used to try to cope with them. Of these the 
most important have been variants of group 
and brief psychotherapy, and it is with the 
latter that this paper is concerned. The tech- 
nique I have used in this series is to offer 
patients once-weekly psychotherapy for a maxi- 
mum period of 6 months and then to terminate 
no matter what progress has been made, the 
patient having been informed of these condi- 
tions from the start. In this paper I shall con- 
sider the criteria used in the selection of patients, 
the technique and probable mode of action, a 
brief account of the cases with the therapeutic 
results obtained, and the follow-up on these 
cases. 


SELECTION CRITERIA 


The cases were selected at the monthly meet- 
ings of psychotherapists of this hospital depart- 
ment, when all patients who at their diagnostic 
interview have been thought to be suitable for 
some kind of psychotherapy are discussed and 
assigned to appropriate treatment situations. 
The criteria I used for the selection of cases for 
the type of treatment to be described are 
roughly as follows—not necessarily in order of 
importance: 


1. The patient had to be motivated to under- 
stand his complaints in terms of his own internal 
difficulties. 

2. The patient had to be of sufficient intelli- 
gence to be able to use understanding. 

3. The patient had to be able to work at an 
occupation—this, of course, includes being a 
housewife. 

4. The patient had to be able to ‘relate’ to 
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persons of both sexes in not too disturbed a 
manner, 

5. The personality structure of the patient 
had not to be too extreme in any characteristics. 

6. The patient had to have been able to use 
interpretations, normally very simple ones, 
offered at the diagnostic interview. 

7. The diagnostician had felt at the initial 
interview that something therapeutic might be 
achieved in six months, i.e. an ‘intuitive’ hunch 
on his part. 

To put it in technical terms, the criteria are 
designed to select patients with a sufficient 
quantity of healthy mature ego-functioning to 
enable them to bear the tensions and frustra- 
tions of the therapeutic situation whilst main- 
taining a therapeutic alliance with the therapist. 
Because of this I did not consider chronicity of 
complaints as a contra-indication to therapy. 

Having selected a patient from someone else's 
interview, I did not turn any down when I saw 
them myself for the first time. This was because 
the treatment was in the nature of an experi- 
ment and I wanted to see what happened. 
Furthermore I should add that it was next to 
impossible to be very precise in applying these 
criteria when anything from ten patients 
upwards were discussed and allocated in 14 
hours. 

TECHNIQUE 

After selection, the diagnostician wrote to the 
patient to inform him that he could have a 
maximum of six months psychotherapy and 
an appointment was made with me if he agreed. 
At the first interview I confirmed that he 
understood the conditions of treatment but now 
added something further. If he wanted more 
psychotherapy after termination, he would be 
found a place in one of our hospital treatment 
groups (Mrs. Irene Bloomfield had kindly 
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agreed to this when this trial was started). This 
was thought to be necessary, as the inexorable 
termination date might be felt by the patient 
as ruthless behaviour towards him and this 
would be a way of softening it, while allowing 
the department to continue to provide a setting 
for further psychotherapeutic care. As it turned 
out, no patient asked for group therapy, 
although one, Mrs. N. might have done had 
she remained in London. 

I then told the patient that all I asked of 
him was that he should freely associate; I 
explained what I meant by that, and offered him 
the choice of relaxing on the couch or remain 
sitting in his chair. From here onwards associa- 
tions, parapraxes, dreams, movements, etc. were 
used as material for the processes of clarification, 
confrontation, interpretation and working 
through. 

From the beginning, I tried to formulate for 
myself a dynamic hypothesis in fairly simple 
terms that might ‘explain’ his complaints and 
might be regarded as a focus for interpretative 
work, but I did not adhere to this focus if the 
patient moved into other significant psychic 
areas. Transference interpretations were made 
if appropriate, and I had no hesitation in 
linking transference experiences with childhood 
memory and experience in helping to explain 
the present. It will be obvious that the process of 
working through is minimal in a treatment of 
such short duration, although there was some 
evidence from the follow-up that it did continue 
after termination. 

One focus, however, that was always present 
in every treatment from beginning to end was, 
of course, the termination date and its meanings 
to the patient. The transference aspects of this 
were never lost sight of and were sometimes very 
important in the therapy. Indeed in some cases 
it was a very sad and painful experience for 
both the patient and myself, particularly when 
we would both have liked treatment to have 
continued as it was going so well; yet perhaps 
it went so well, together with the terminating 
painful experience, precisely because there was 
a time-limit imposed from the start. 


Possrste MODE or ACTION OF TREATMENT 
This can be fairly simply described as follows: 


I. The patient enters into a therapeutic 
alliance (Sandler, Holder and Dare, 1970) 
with the therapist, identifying with him in 
being able to look at material honestly, being 
able gradually to talk about forbidden topics, 
and being able to face both positive and 
negative feelings in and out of the therapeutic 
situation. f 

2. Thus the patient is enabled to see aspects 
of himself that he has previously avoided by a 
variety of defensive manoeuvres, and has the 
opportunity for integration and synthesis of 
these alien aspects of himself. 

3. The patient’s curiosity and desire to know 
himself and his modes of functioning is stirred, 
facilitating 1 and 2. 

4. There may be a good deal of emotional 
abreaction, which is survived by both patient 
and therapist and enables the patient to see 
that emotions are both normal and tolerable. 

5. Specifically for this time-limited therapy, 
the termination date sets a firm boundary 
which exerts pressure on the patient to work at 
his treatment in a way that would not occur if 
the treatment were seen as almost timeless, as 
in conventional long-term therapy. However, 
this also limits the type of patient to one who 
can be expected to respond in a positive way to 
this pressure. 


CRITERIA OF RESULTS 


I have tabulated the results of treatment 
under four headings—Recovered, Improved, 
No change, Worse—by using the following 
criteria, defined by T. Freeman (1967): ‘for a 
patient to be placed in the category "recovered" 
it was necessary for there to be freedom from 
symptoms, and work capacity, social relation- 
ships and sexual adjustment at a better level 
than before the illness. The category of “im- 
proved" designated loss or diminution of 
symptoms, improved or return of work capacity, 
improvement or restoration of social relation- 
ships and sexual function. “No change” referred 
to those patients who declared their condition 
to be as before treatment'. For the sake of 
completeness, I have added the further cate- 
gory of ‘worse’, the criteria of which are obvious. 

D. Malan (1963) formulated rather different 
criteria of results, which I would have preferred 


to use; but owing to the limitations of the 
information I obtained from the type of follow- 
up І used, this was not possible. The advantage 
of Malan’s criteria seems to be that of greater 
subtlety in the dynamic evaluation of treatment, 
allowing for futher subdivisions in the group of 
‘improved’ patients, and enhancing the value of 
studies of the outcome of the various psycho- 
therapies. 
FOLLOW-UP 


Owing to the pressures of limited time, I was 
not able to carry out the follow-up by inter- 
viewing each patient, and I therefore devised a 
questionnaire, as follows: 


Dear — — — —, 

I am writing to you as I am interested in finding 
out what has happened to you since your treatment 
here ended and in doing some research work on the 
outcome of treatment. Because of this, I would be 
very grateful if you would answer the questions 
below as honestly as possible and return this to me in 
the enclosed S.A.E. 

Yours sincerely, 


1, Has the original complaint for which you attended 
for treatment. 
(a) Cleared up 
(b) Improved 
(c) Remained unchanged (Please mark outcome 
(d) Got worse with a tick) 

2. Have you developed any other symptoms, either 
psychological or physical, since treatment ended? 
If so, please give brief description here. 

3. Has there been any significant change in your life 
since treatment ended, e.g. married or divorced, 
any children, any change in job for better or worse. 
If so, please give brief description here. 

4. Any other comments you would care to make 
about your treatment and its outcome. 


I had certain ideas in mind when devising this 
form. Since I wanted the patients to complete it, 
I decided to keep it as brief and simple as 
possible; hence the small number of questions. 
Question 1 was simply an indicator of sympto- 
matic change or otherwise. Question 2 would 
indicate the appearance of new symptoms, 
particularly important to know about if the 
original symptoms had improved. Question 3 
would indicate any major change in sexual and 
social relationships. Question 4 would allow the 
patient to develop his ideas on any topic in any 
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way he wished. Finally, in order to obtain the 
return of the completed questionnaire, a 
stamped-addressed envelope was enclosed. In 
fact 14 out of 19 questionnaires were returned 
(one patient, Mrs. J., was not sent a question- 
naire as she was in treatment with a private 
psychotherapist, and in fact, I knew she had 
not improved at all). This, I believe, is quite a 
high percentage of returns. 

The main defect of the method apart from the 
possible number and formulation of questions, 
is that one cannot ask any further questions to 
clarify a doubtful reply or to answer any fresh 
questions that may have been stimulated by the 
reply. Yet although the follow-up was in- 
complete in this way, a large quantity of 
information was conveyed by the completion 
of this form, in most cases allowing a reasonably 
accurate assessment to be made according to the 
above-mentioned criteria. 

It should be noted that follow-up periods 
range from 3 years 6 months to g months. The 
reason is simply that the questionnaires were all 
sent out at the same time when I thought that 
I had a sufficient number of patients to make a 
useful study. 


Rezsutts (see Table) 


I shall give a very brief account of each 
patient to convey some idea of his complaints, 
his family background, his previous treatment, 
a hypothesis of the possible psychodynamics, the 
result at termination, the result at follow-up, 
and a comment on the result in terms of the 
initial hypothesis. The course of treatment will 
not be described, as justice could not be done 
to the complexities of the situation in a few 
brief lines which in themselves would not be 
useful in the context of this paper. 

It should be noted that I have not given a 
classical psychiatric diagnosis in any case. This is 
because they are often quite arbitrary, not very 
informative and hence not very useful for a 
psychodynamic treatment situation. 


Mr. A.—aged 23 years; occupation—student 


1. Life-long recurrent depression but now becoming 
more frequent. 

2. Premature ejaculation—for 6 years. 

3. Difficulty in concentrating and studying. 
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TABLE 
Duration of Outcome at Duration of Outcome at 

Age treatment termination follow-up follow-up 
Мг. A. . 23 5 months N.C. 3 years 6 months I 
Mr. B. . 25 6 months I 3 years 4 months I 
Miss С. . 21 4 months N.C. 3 years No answer 
Miss D. 26 6 months I 3 years I 
Miss E. . 19 4 months I 2 years 6 months I 
Mr. Е. . 20 2 months I 2 years 6 months Мо answer 
Mrs. G. 25 1 month N.C. 2 years 4 months No answer 
Mrs. H.. 39 6 months I 2 years 4 months I 
Miss I. . 27 6 months N.C, 2 years 2 months М.С. 
Mrs. J. . 24. 6 months N.C To private psychotherapy and no 

follow up sent 

Miss K.. 26 6 months 1 1 year 6 months I 
Miss L. .. 23 6 months М.С. I year 4 months R 
Mrs. M. 29 6 months I I year 2 months I 
Mrs. ЇЧ... 28 6 months I I year I 
Miss O. .. I9 6 months I I year No answer 
Miss P. .. 41 6 months I I year I 
Miss О... 18 6 months I 9 months I 
Mr. R. .. 32 6 months I g months I 
Mr. S. 2I 2 months М.С. 9 months No answer 
Miss T. 26 2 months N.C. 9 months N.C. 








R = recovered; I = improved; N.C. = no change; W = worse. 














Results 
Termination outcome R I N.C. үү 
200utof20 .. e o I9 o 
Follow-up outcome 
It 2 о 


14 out of 19. .. zi 1 


4. Life-long inability to make 'deep relationships! with 
people, particularly girl-friends. 

Family: He was particularly antagonistic to his father, who 
was seen as uncouth, distant and of a lower social-class; 
closer to his mother but she was seen as punishing; very 
distant from siblings. 

Hypothesis: Fear of the intensity of his antagonism towards 
father and hence of masculine rivalry, together with fear 
of dependence on mother, 

Result: 5 months. 

1, No change in any complaint. 
2. Decided to end treatment first. 
Follow-up: 3 years 6 months. 
1. No further depression. 
2. Premature ejaculation gone. 
3. Could concentrate and passed his final examinations 
at the first attempt without undue anxiety. 
4. Persistence of inability to make ‘deep relationships’. 

Comment: There has been a great improvement in his 

masculine aggressivity but retains fears of dependence— 





note how he ended treatment first, which exemplifies 
both currents. 

Mr. B.—age 25 years; occupation—draughtsman 

Complaints : 

1. Inability to get on with his wife and excessive 
quarrelling between them since marriage—~5 years. 

з. Bouts of depression —many years. 

3. Feelings of inadequacy and shyness with men—many 
years. 

Family; He feels that his troubles started when his mother 
abandoned her family when he was 11 years old; his 
father is a ‘quiet martyr’. 

Hypothesis: The loss of his mother and home, together with 
with the inadequate masculinity of his father gives rise 
to depressions, resentment towards women and homo- 
sexual difficulties. 

Results: 5 months. 

1. Some improvement in all complaints, 
2. Got himself a better job, 
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Follow-up: 3 years 4 months. 

т. Described himself as both improved and unchanged. 

2. Is getting divorced and works abroad in a good job. 

3. In a lengthy comment, he stresses his ‘hypersensitive 
nature’ and ends ‘I don't intend to become a drug- 
addict or a homosexual’, 

Comment : He has tried to deal with his problem by identify- 
ing with his mother and turning away from attachment 
to & woman, but with a possible future substitution of 
drugs or men, instead. 

Miss C.—aged 20 years; occupation—student 

Complaints : 

1. Bouts of severe depression—since puberty. 

2, Promiscuous sexual behaviour ‘can’t say no'—since 
puberty. 

3. ‘Pot’ smoking—3 years. 

Family: Bad relationship with mother, for whom she feels 
contempt (e.g. she and her mother shared the same boy- 
friend) but towards whom she also feels guilty; bad 
relationships with father who encouraged her pro- 
miscuity, spoilt her and she believed ‘is in love with her’. 

Hypothesis: The seductive and inadequate parents give rise 
to severe oedipal guilts and depressions, regressing to 
oral levels at adolescence. 

Result: 3 months. 

1. No improvement. 
2. Broke off treatment to go abroad to get away from 
home and her boy-friend who was a ‘drug pusher’. 

Follow-up : Questionnaire returned as not at that address. 

Comment; Perhaps she was helped to get away from her 
pathological environment of parents and drugs against 
which she had little defence. 

Miss D.—aged 26 years; occupation—solicitor 

Complaints : 

1, Difficulty in controlling her temper, particularly with 

men—for many years. 

2, Anxious feelings of insecurity—for many years. 

3. Frigidity, amounting to clitoridal and vaginal 
anaesthesia —asince puberty. 

Family: Lost ber father by divorce when she was 5 years old 
and mother had not remarried until patient was 19. 
Previous treatment: Had become pregnant six months 
before treatment and been seen by psychiatrist re 
termination because depressed. She terminated sponta- 
neously and had a few interviews with psychiatrists 
before treatment. 

Hypothesis : Lack of father has made her intolerant towards 
men and unrealistic in her dealings with them; probably 
severe anal problems and penis envy are suggested by 
her difficulty in temper control and the severe genital 
anaesthesia. 

Result: 6 months. 

1. Great improvement in controlling her temper. 
2. Gave up a grossly immature relationship with a man, 
himself having psycho-analytic treatment. 
5. Felt less insecure. 
4. No change in frigidity. 
Follow-up: 3 years. 
1. Continued improvement in temper control. 
2. Feels more secure. 
3. No change in frigidity. 
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4. Has developed a mild allergic rhinitis and nickel 

allergy. 

Comment: She has become more tolerant and realistic 
about men, but perhaps her aggression now manifests 
itself in the new psychosomatic allergic conditions 
instead of in uncontrollable tempers. 


Miss E.—age 18 years; occupation—laboratory assistant 
Complaints : 
1. Insomnia—for years. 
2. Shyness and bouts of depression—for years. 
Family: She was afraid of her drunken, withdrawn father 
attacking her; also afraid of hurting her mother who isa 


martyr. 

Hypothesis: Has a fear of the possible damage of asserting 
herself against both parents. 

Result: 3 months. 

I. Asserted herself against both parents by telling them 
some home-truths. 

2. Did similarly at her work. 

3. Told me about 1 and 2 in a letter in which she also 
broke off treatment with me. 

Follow-up: 2 years 6 months. 

1, Her initial complaints had considerably improved. 

2. She had developed headaches. 

3. She has married and moved away from her parents. 

4. She had changed her job after an argument with her 
employer. 

Comment: Is more assertive but still having difficulties with 
her aggression, e.g. her mode of ending treatment even 
though normal adolescents often act precipitously in this 
way. Are her headaches related to her new marital state 
and possible difficulties with her husband ? 


Mr. F.—aged 20 years; occupation—articled clerk 

Complaints : Dizzy spells, shaking fits, anxiety—for 4 months. 

Family: A dominating mother and grandmother who 
chose his job, which he disliked, for him; father 
divorced when patient was 4 years old, and his 
stepfather was a weak man. 

Hypothesis: A fear of dominating mother-figures with lack 
of strong-father identification. 

Result: 2 months. 

1, Changed his job to one that he wanted. 
2. No symptoms from beginning of treatment. 
3. Broke off treatment without warning. 

Follow-up: No reply to questionnaire. 

Comment: He had conquered his fears of dominating 
mother-figures as far as his job was concerned, and his 
mode of ending treatment possibly meant he could not 
face a masculine rivalry situation with me. As with the 
case of Miss E., normal adolescents too behave in this 
sort of fashion, but the absence of a reply to the question- 
naire, assuming it reached him, would not support this 
conjecture of normality. 

Mrs. G.—age 24 years; occupation—housewife 

Complaints: Recurrent depressions, extreme irritability with 
husband and feelings of misery—for about 9 years, i.e. 
since puberty. 

Family: Her parents were constantly quarrelling and 
parting, with the patient taking sides with one or the 
other. 
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Hypothesis: Anxieties, resentments and guilt against both 
parents becoming exacerbated at start of her adolescence 
by normal intensification of her sexual and aggressive 
drives, 

Result: 1 month, 

Attended for only two sessions and then wrote in response 
to my letter of enquiry that she felt ‘unable to continue 
treatment’. 

Follow-up : No reply. 

Commeni: Probably she could not face the frustrations of 
the treatment situation and so repeated the parental 
pattern with me by parting—but without the return. 


Mrs. H.—age 37 years; occupation—housewife 

Complaints : 

1, Feelings of inadequacy and being too dependant on 
her husband—about 9 years. 

2. Feelings of tension and lack of sexual satisfaction— 
many years. 

3. Migraine headaches—many years. 

4. Inability to discipline her daughters. 

Family: Her father was a puritanical dominating person 
and her mother a less strong personality but much given 
to criticizing. 

Previous treatment: Had been referred from the Medical 
Unit for the above complaints, which were complicating 
a nephrotic syndrome of 5 years standing. 

Hypothesis ; She was afraid of asserting herself with parental 
figures, but particularly men, and anxious of behaving 
towards her children as her parents did towards her. 

Result: 6 months, 

1. Improvement in t, 3 and 4. 

2. No change in husband's ability to satisfy her but this 
might have been caused by specific anatomical de- 
formities, not genital, in the husband. 

Follow-up: 2 years 4 months. 

1. Improvements maintained. 

2. She has left her husband, taking her children with her 
and living with another man, but he has homosexual 
problems. But she does feel happier in this new 
relationship. 

3. The nephrosis has also improved. 

Comment: She has been able to assert herself but she still 
needs a semi-potent man. Possibly a potent man is 
equated with her frightening dominating father. 


Miss I.—aged 27 years; occupation—writer 
laints : 


1. Feelings of hopelessness and vague anxieties—since 
early childhood. 

2. Inability to get involved with people. 

3. Partial homosexuality. 

Family: She feels that her mother, although good, far 
prefers her younger brother and that her father is 
ineffectual, only showing any affection for her in the 
mother's absence, for which the patient despises him. 

Hypothesis: Her extreme resentment towards her mother, 
her contempt of father, and envy and jealousy of her 
brother leaves her hopeless about any good figures in her 
life; the homosexuality would represent the attempt to 
get back to the early mother before her brother's birth. 
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Result: 6 months. 

1. No change in complaints, apart from becoming a 
little more smartly dressed. 

2. Gave up her lesbian partner but still sees her. 

Follow-up: 2 years 2 months. 

1, She created a new category for the answer to question 
1, ‘fluctuated’. 

2. Has developed weight loss and insomnia. 

3. Had heterosexual affair soon after treatment ended; 
then her most intense homosexual; had taken tablets 
of Tryptizol, Valium and Mogadon for her de- 
pression, She stated 'I believe I benefited more by 
secing you than by swallowing a handful of pills, but 
I can't quite define how, and ultimately I realise that 
I must stand up alone—though I was helped by the 
support you gave me." 

Comment : I have classified her as N.C. as any improvement 
is almost too nebulous to be defined. 


Mrs. J.—aged 22 years; occupation—social worker 

Complaints : 

I. Feelings of insecurity and fits of weeping since her 
marriage—18 months. 

2. Feelings of extreme jealousy concerning husband's 
possible and unproved infidelities with other women 
since marriage—18 months. 

3. Developed ‘winter hay-fever’ since her first intercourse 
with a man—for $ years. 

Family: She has a domineering but ‘liberal-viewed’ mother 
and a distant ‘reactionary’ father. 

Hypothesis: The insecurity, depression and jealousy is from 
the projection of her own desires for infidelity on to her 
husband; the ‘winter hay-fever’ perhaps represents her 
resentments towards men. 

Results: 6 months. 

1, No improvement whatsoever. 

2, Wanted further therapy and so was referred for 
private psychotherapy as she did not want a group. 

Follow-up : The questionnaire was not sent to her as (a) she 
was still in treatment and (b) any change could be due to 
the change in therapist. But I do know from her therapist 
that she has not changed at all. 

Comment: The hypothesis of her projections proved correct 
since the patient confirmed them, but it produced no 
change; thus the pathological jealousy is most likely 
paranoid in quality, associated with her unconscious 
homosexuality, of which there was some evidence in the 
treatment. 


Miss K.—aged 27; occupation—trainee-nurse 

Complaints: Excessive fears of her patients! dying, fears of 
the dark, and feelings of inadequacy—2 years since 
training started. 

Family: She had always been a ‘good girl’, with an over- 
protective mother and a religious forbidding father; she 
had had no boy-friends. 

Hypothesis: Fear of assertion and hostility towards her 
parents which had emerged from repression when she 
became partly responsible for the life or death of 
patients. 
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Result: 6 months. 
1, Great diminution of phobic anxieties. 
2. Was going out to dances to meet men. 
3. She intended to leave home. 
Follow-up: 1 year 4 months. 
1. All anxieties gone. 
2. Had left home to live in a flat. 
3. Had completed her training successfully and had then 
left to get a good office job. 

Comment: Have her symptoms gone because she has left the 
environment in which they occurred, i.e. in dealing 
with patients? This may be the case, but the fact that 
she completed the training first before leaving and 
that the symptoms had diminished considerably during 
treatment suggests that there had been intrapsychic 
change as a result of treatment, rather than the relief 
of a phobia by avoiding the phobic situation. Further- 
more she had been able to assert herself against her 
parents by leaving home, and one could say that the 
environment of a nurses’ home is comparable to having 
over-protective and forbidding parents, embodied in the 
matron and the ratber strictly regulated life. Thus 
leaving nursing could also be seen as self-assertion rather 
than avoidance. 


Miss L.—age 23 years; occupation—lawyer 

Complaints: 

1. Depression and anxiety—3 years. 

а. Anorexia and frigidity—4 years. 

3. Amenorrhoca— years. 

All developed when she decided to marry her boy-friend. 

Family: She had a responsible but dominating mother, 
who ran a shop, and a rather distant father usually 
working away from home. She was on not too friendly 
terms with her younger brother. 

Previous treatment: Had been given tranquillizers and anti- 
depressants to little avail; had also been in group therapy 
but had never spoken there. 

Hypothesis : She had a conflict over her femininity and being 
a mother versus her masculinity expressed in her career 
and rivalry with men. 

Result: 6 months. 

1. No change in complaints. 

2. The feeling of loss of my support of her on terminating 
and that all her beliefs had been questioned by me. 

3. That she felt she could now get married. 

Follow-up: 1 year 4 months. 

1. She had got married. 

2. The depression, frigidity, anorexia and anxiety had all 
disappeared and she was enjoying her sexual life with 
her husband. 

3. The amenorrhoea was controlled by the contraceptive 
‘pill’. 

4. She had been promoted at work to a more senior 
position. 

Comment: There had been satisfactory resolution of the 
conflict; the only slight doubt is the amenorrhoea, but 
this had also improved since she had been taking the 
‘pill’ before treatment. 


• 
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Mrs. M.—age 30 years; occupation—scientist 
1. Recurrent attacks of pyrexia lasting for weeks at times 

of severe stress—for 7 years. 

2. A lack of confidence in her femininity. 

Family: Reasonable relationship with her mother, but a 
poor one with her father who had denied her all com- 
forting physical contact from himself or her mother 
since she had been 3 years old. She had divorced her 
husband for cruelty 2 years ago, and has 2 children. 

Previous treatment: She had been referred by the physicians 
after prolonged hospitalizations for a variety of physical 
illnesses since early childhood. 

Hypothesis: Attracted by and married a man who is cruel 
to her, like father; expresses her hostility by pyrexias, 
іе. physical illness; the maltreatment by men has given 
her little confidence in her femininity. 

Result: 6 months, 

1, Periods of pyrexia less frequent and much shorter. 

2, Increase in her confidence and less anxiety. 

3. A decrease in her ‘arrogance’, particularly towards 
men. 

Follow-up: 1 year 1 month. 

1. Far more relaxed and less anxious. 

2. Greatly improved relationship with her father. 

3. Had a low-grade pyrexia on and off for g months after 
treatment but continued her work throughout. No 
further trouble since. 

4. Had an affair following treatment ending, but soon 
dropped the man. ‘I have no intention of marrying 
again.’ She thought the affair was revenge against 
her husband and not against me. 

Comment: Her resentment against men is obviously still 
present but is more conscious and less intense; she is still 
unable to tolerate sexual dependence on one man. 
Eighteen months after the follow-up she wrote to me 
unexpectedly. She stated that she had been appointed 
to an important research post and that ‘the benefits of 
treatment are becoming increasingly apparent, and I 
have found myself more and more capable of coping 
with crises . . . in fact it all seems to be too good to be 
true’. 

Thus her improvement has been maintained, and 1 

would regard her as recovered if I knew whether her 

attitude to marriage had changed, i.e. by the resentment 
having disappeared. 


Mrs. N.—aged 28 years; occupation—housewife 

Complaints : 

1, Obsessive fear of her husband being killed when he 
was away from her—started 8 years ago when she 
first seriously thought of marrying him, married 6 
years ago, and symptoms much worse over past 
4 years, 

2. Fears of losing her self-control—for years. 

Family: Her father is an obsessional, condemning and 
critical person; her mother, who died in patient’s 
adolescence, was retiring and rather inadequate, Her 
husband was normal and genuine; she has a 2-year-old 
child. 
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Hypothesis: She has a need to control her excessive de- 
structive feelings towards men (father) which have 
returned as an obsessional fear. 

Result: 5 months. 

1. Treatment ended early, as her husband had to change 
his job and move away from London area. 

2. She lost most of her fear of his being killed. 

3. Had lost a lot of her need to control herself and 
everyone else. 

4. She was able to express her emotions far more openly, 
particularly resentment and misery over loss. 

5. Her enjoyment of her sexual activities had much 
improved. 

6. It was realized she really needed further help and 
was advised to seek it. 

Follow-up: 1 year. 

The improvement was maintained and she was seeing а 
psychiatrist once-monthly. She thought the improve- 
ment was continuing on the work started in therapy. 

Comment : She had been able to face much of her destructive 
feelings including her identification with her father, but 
she still needed an understanding tolerant parent figure 
to work with and depend on. 


Miss O.—age 19 years; occupation—clerk 

Complaints : 

1. Periodic depressions since childhood but worse since 
her father died a year ago. 

2. Anxicties of being alone and abandoned. 

3. Excessive jealousy of fiance with other women, with 
no apparent cause. 

Family: Father, who died a year ago, had been a cheerful 
extravert and she had loved him; her mother was more 
remote and rarely showed ber feelings; reasonable 
relationship with sister. 

Previous treatment: Had-been to Child Guidance Clinic 
when 6 years old after the birth of her younger sister, 
as she had been unable to be left alone by her mother. 

Hypothesis: As child her feelings of abandonment by 
mother together with jealousy of her sister at the time of 
her birth had formed initial area of anxiety and de- 
pression; this has been forcibly reawakened by the loss 
of her beloved father and manifesting itself in the form of 
the complaints above. 

Result: 6 months. 

1. Her depression had gone and she could once again 
think about her father’s death. 

2. She had become far more tolerant and less jealous of 
fiance with other women. 

3. Was rather less anxious about the changes in her life 
which would result from marriage. 

Follow-up: 1 year. 

No reply. 

Comment : The failure to return the questionnaire, assuming 
she received it, was probably a manifestation of her 
resentment towards me for my termination (death) and 
would indicate that she had not worked through this 
area sufficiently. 


Miss P.—age 41 years; occupation—nurse 
Complaints : Severe recurrent depressions and failure in self- 
confidence since abortion—for 4 years. 
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Family: Her mother died soon after patient's birth and she 
was brought up by a terrifying dominating step-mother; 
father dominated by wife too; a step-brother with a cool 
relationship, Her main nursing was of new-born babies. 

Previous treatment: Had been admitted to hospital and put 
on anti-depressants and ECT’s for her depression. 

Hypothesis: The deprivation of maternal love and in- 
adequate fathering had given rise to a depressive 
personality; her complaints over the abortion had pre- 
cipitated her into the depressions. Her nursing of new- 
born babies suggests an attempt to get back to her own 
real mother. 

Result: 6 months. 

Some improvement in her depressed state and a slight 
improvement in her self-confidence. 

Follow-up: 1 year. 

1. Improvement maintained. 

2. Developed varying daily physical symptoms of 'some 
pain or other mainly swollen glands or sore throat. 
Far worse during tension. Purely psychological". 

Comment: The improvement in her depressive state has 
been accompanied by her aggressive feelings manifesting 
themselves instead as psychosomatic; this would be 
expected since she has not the self-confidence to express 
her aggression adequately in external situations. 


Miss Q.—age 19 years; occupation—typist 

Complaints: An explosive stutterer since early childhood. 

Family: Has a domineering father and a ‘door-mat’ of a 

mother; reasonable relationships with siblings. 

Previous treatment: Many different forms of speech therapy, 
none having been of any use. 

Hypothesis: Her fear and extreme resentment of her 
domineering father with no strong maternal figure for 
support prevents her from self-assertion—other than the 
pathological one of keeping people waiting and on 
tenterhooks with her stutter. 

Result: 6 months. 

1. No change in stutter. 

2. Is leaving home to be more independent to obtain 
‘the adolescence I missed out on at 17’. 

3. Asserted herself at work by asking for a rise in wages 
and getting it. — ' 

Follow-up: 9 months. 

I. Stutter considerably improved with friends and 
relations but not at work where her employer 'scems 
unable to tolerate a stammer’. 

2. Lives in a flat on her own. "This may have something 
to do with my improvement.' 

Comment: There has been some improvement in self- 
assertion, but perhaps mainly by avoiding the intolerant 
father, ie. by leaving home. When she has to face 
another intolerant father-figure, i.e, her employer, the 
stammer returns. Thus the dynamic change is minimal. 


Mr. R.—age 32 years; occupation—architect 
Complaints : 
т, Recurrent bouts of depression—5 years. 
2. Marital problems with infidelity—5 years. 
3. Excessive rebellousness towards authority. 
Family: A reasonable relationship with mother but 
difficulties with a strict, perfectionist father. 
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Previous treatment: Had been in hospital for depression and 
treated with anti-depressants, 

Hypothesis: Afraid of his hostility towards his father and 
substitutes whilst rebelling against his father's per- 
fectionism by marital unfaithfulness and doing poor work 
at his job. 

Result: 6 months. 

1. No further depressions, 

2. Avoided leaving his wife and children. 

3. Improved his relationships with authority. 

Follow-up: 9 months. 

1. No further depressions and feels better. 

2. Has obtained a more responsible senior position at 
work. 

3. Feels he has the problem of whether he can use 
his insights obtained in treatment to help 'present 
moments of conflict or decision’. 

Comment: Has been able to resolve jn a more satisfactory 
manner his aggressive resentments towards father- 
figures but is anxious about the stability of this new 
adjustment. 


Mr. S.—aged 21 years; occupation—student 
Complaints : 

1. Compulsive masturbation—since 5 years old. 

2. Severe blushing—all his life. 

Family: Has an understanding mother and a rather distant 
father. 

Hypothesis: None formulated but probably strong latent 
homosexual or worse, has underlying paranoia, 

Results: 2 months. 

1. No change in symptoms. 

2. Marked evidence in treatment of negativity, magical 
thinking and some paranoia. 

3. We mutually agreed that he could go abroad as he 
had wanted for some years since 6 months treatment 
was thought to be useless by both of us. 

Follow-up: 9 months, 
Questionnaire returned as not at that address. 
Comment: Paranoia of long standing which could obviously 
not be helped with this therapy. 


Miss T.—age 26 years; occupation—social worker 

Complaints : 

1, ‘Went to pieces’ after being assaulted by male mental 
patient—for 3 months, 

2. She feels she ‘puts on a façade’ of being helpful 
whereas she really destroys any close relationship 
with others, 

3. Has had eczema—for years. 

Family: Father is a boastful bad-tempered bully towards 
mother and children (all girls) but puts on show of being 
helpful outside the family; mother is self-deprecatory and 
depressed. 

Hypothesis: Has an underlying depression like her mother 
which is hidden behind her identification with bullying 
and ‘helping’ father; she perhaps went to pieces from the 
arousal of her own murderous feelings towards men, 
Le. father. 
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Result: 4 months. 

She broke off treatment, unimproved, by sending a 

letter. ‘I may have taken the easy way out, but it is a 

sickening decision to make. I haven’t the courage to 

face the insights you provoked and the constant con- 
frontation with my negative characteristics.’ 

Follow-up: 9 months. 

1, Remains unchanged. 

2. ‘Still ambivalent towards Dr. Stewart... one of my 
many failures because I can't let anyone get close to 
me.' 

Comment: Was it just her negative feeling towards men, 
acknowledged during treatment, that she could not 
accept and so acted out by breaking off prematurely, or 
was I at fault with my ‘constant confrontations with her 
negative characteristics’? The confrontations may have 
been felt as an assault akin to the trauma which 
precipated her breakdown. 


Discussion 


The question could be asked why I chose a 
frequency of once-weekly and a period of six 
months. The answer is that the technique was 
conceived under the influence of Malan’s work, 
where the frequency was once-weekly and the 
average duration of therapy was about six 
months. I could easily envisage this type of brief 
treatment being of different frequency and 
duration, but I suspect that a frequency of less 
than once-weekly, in the structure of the hospital 
setting, would allow insufficient continuity for 
treatment to be effective. 

Selection criteria: The therapeutic results do 
tend to support the validity of the criteria used, 
since the cases showing no change or showing the 
least improvement did have the most disturbed 
personalities. Similarly they support the view 
that the chronicity of a symptom is no guide to 
its response to treatment, which agrees with 
Malan’s findings. 

Technique: The use of the dynamic hypothesis 
to formulate a focus seemed to be particularly 
helpful in some cases, though not so much in 
others; but as I have not given any descriptions 
of the actual course of therapy, this cannot be 
demonstrated. The actual hypothesis itself is 
open to the criticisms that (a) it is too superficial 
and (b) that therapists with differing theoretical 
orientations would formulate differing hypo- 
theses, each hypothesis reflecting a different 
aspect of the patient’s difficulties. I tried to 
allow for (a) by using the hypothesis as a sort of 
therapeutic guide-line; and for (b) by not 
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adhering rigidly to focal interpretations derived 
from the hypothesis, but allowing myself to 
some extent to follow the patient into areas 
different from those covered by the hypothesis 
which seemed more significant to him. This 
paper makes no attempt to validate the correct- 
ness or otherwise of the hypothesis offered, since 
that is not its purpose; nor would it have been 
possible, as 1 did not consistently interpret in 
terms of the hypothesis. 

I find it almost impossible to generalize in any 
way about the course of therapy. Patients with 
depressions tended to benefit from interpreta- 
tions of their negative transference, but not 
always. Similarly, anxieties and inadequacies 
tended to benefit from interpretations of the 
positive transference, but again not always. I 
could find no correlation. between (a) the 
method of termination and the patient's 
attitude to it, and the outcome of treatment, 
and (b) the depth of involvement of the patient 
in his therapy and the outcome. The absence of 
correlation in both (a) and (b) differs from 
Malan's findings on outcome. This suggests that 
in view of the complexities of the relationship 
between the therapist, his patient and the 
complaints, one cannot make any generaliza- 
tons, since there is no common single factor 
present with which to make such a generaliza- 
tion. 


RESULTS 


The Table suggests that where improvement 
had taken place at termination, it had been 
maintained in the follow-up. This is so in all 
cases, apart from Miss O. and Mr. T. who did 
not complete the questionnaire, but since some 
of the follow-ups are relatively short it is 
possible that some may slip back. 

The most interesting results are those of 
Mr. A. and Miss L. The former changed on a 
follow-up of 3 years 6 months from N.C. to L; 
and the latter on a follow-up of 1 year 4 months, 
from N.C. to R. This demonstrates (a) that the 
therapeutic processes continue after treatment, 
even in cases which apparently have not 
benefited at termination and (b) that without 
the follow-up I would not have known of this. 

There are a few points of interest in the 
answers on the questionnaire. In answer to 
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Question 1, if I had relied solely on 1(a) as the 
criterion of recovery, ie. that the original 
complaints had cleared up, there would have 
been 3 recovered patients, Mr. A., Miss K. and 
Miss L. This would certainly have improved the 
results but at the expense of their accuracy. In 
answer to Question 2 there were 5 patients, 
Miss D, Miss E, Mrs H, Miss I. and Miss P. 
who had developed new symptoms, and all, 
except for Miss I., were in the ‘improved’ 
group; Miss I. described herself as ‘fluctuated’. 
This formation of new symptoms is, of course, 
an importànt factor in the psychodynamic 
evaluation of the therapeutic results. 

All patients who returned the form took the 
opportunity of filling in Question 4, often at 
considerable length. This offered very interest- 
ing material, often amusing, which helped 
considerably in the evaluation of results, while 
often indicating what the patient thought of 
me and my therapy, some being appreciative 
and others very critical. Not surprisingly, the 
appreciative ones had done best in treatment. At 
times, it almost felt on reading that the patient 
was having a further session with me, albeit 
one-sided. 

In order to illustrate the deficiencies of the 
questionnaire, I will use Miss K. as an example. 
What I did not know from the questionnaire 
was (a) whether her phobic symptoms had gone 
before she left nursing; (b) whether her relation- 
ship with maternal authority figures had 
changed; and (c) whether she had had any 
sexual relationships with men. Without this 
knowledge, I am not able to assess completely 
the psychodynamic changes and therefore have 
to classify her as ‘improved’, when she may well 
have 'recovered'. 

To conclude, it seems that this form of 
fixed-duration therapy has certain merits, and 
perhaps not only for N.H.S. patients, and that 
it seems reasonably effective in producing 
psychodynamic improvements in some patients 
and deserves further exploration, including 
variations on the basic techniques. 


SUMMARY 


Twenty cases are described in which treat- 
ment has been by once-weekly psychotherapy for 
a fixed period of six months. The selection 


criteria have been set out, the technique used is 
described and the criteria for assessing thera- 
peutic results defined. Some notions as to the 
probable mode of action have been put forward 
but no account has been given of the course of 
treatment with any one patient. The cases have 
been briefly described in terms of their pre- 
senting complaints, a view of their family 
background, any previous treatment, the thera- 
peutic results at termination, and the assessment 
of the results of a follow-up obtained by means 
of a questionnaire. It is suggested that this 
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technique or variations on it is a useful and 
productive form of brief psychotherapy. 
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A Case of Sexual Asphyxia Without Fatal Termination 


By JOHN 8. EDMONDSON 


The sexual asphyxias have, in the past, often 
been described by forensic pathologists after an 
apparently accidental death has brought the 
condition to light. The following case is excep- 
tional in that it came to light before a fatality 
occurred and suggests that intense self-punitive 
tendencies may play a part in some cases. 

In the so-called typical case as described by 
Brittain (1), Usher (2) and others, the body of 
a young man—women never engage in these 
practices—is discovered asphyxiated most often 
by hanging or by occlusive devices such as 
plastic bags and hoods placed over the mouth 
and nose. The circumstances indicate that at the 
time of death the man was indulging in some 
sexual ritual, possibly climaxed by a mastur- 
batory orgasm. Pornographic and sadistic 
photographs and literature are often placed 
where he can see them. Usually the physical 
mechanism of the sudden asphyxia is obvious 
and appears accidential (a stool slipping on lino, 
a pyramid of paperback books collapsing) but 
to quote from  Brittain's contribution to 
Gradwohl’s Legal Medicine (3): 

‘There seems little doubt that, while these cases 
are, from the legal aspect accidental, yet from the 
psychiatric viewpoint it must be recognized that 
there is a strong death wish. An illustration of this: 
there is a case where beside the deceased there was 
found a sentence of death in judicial form on himself, 
in his own handwriting. Occasionally, too, the body 
may be found in such a situation or position that it is 
difficult to see how the deceased could have intended 
or hoped to extricate himself from it.’ 


Case Hisrory 

John was referred at the age of 144. He had been 
surprised in his bedroom by his mother who found 
him lying on his back clearly in the process of 
masturbating. He had a rope passing round the end 
of his bed and then round his neck under his chin, 
and he was blue in the face. The mother, distressed 
by this discovery, contacted the family doctor. 
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John was one of a family of six children living with 
his mother and stepfather. He had formed a good 
relationship with his stepfather, who was chronically 
disabled by a condition affecting his spine. The 
neighbourhood was notable for local delinquent 
gangs, and the patient was constantly under risk of 
being drawn into them; his female peer group 
acquaintances tended to be of the same subculture. 
Yet the whole family tried to maintain better 
standards of social conduct than their neighbours, 
and although the stepfather tended to enforce these 
standards with a rough and ready discipline there 
appeared to be a very real affection by all members 
of the household for one another. 

The patient himself was on the borderline of 
educational subnormality; he required special help 
with reading and other subjects, and verbalized 
poorly. (I.Q. Stanford Binet (Form L) Scale, 75-85). 
During childhood he behaved reasonably well and 
at school ‘showed responsibility, initiative, reliability 
and honesty’ and sought to manage his relationships 
with others positively. He tended to keep his thoughts 
and feelings to himself and revealed little outward 
anxiety. His self-identity was poor and his reality 
testing ability weak. He was unaggressive in his 
approach to others and was easily influenced by 
those immediately in contact with him. 

About three years before his referral he had had a 
girl friend. On one occasion she had surprised him in his 
bedroom whilst he was changing and had thrown 
her arms round him. He was distressed by this but 
also sexually excited, and from this time onwards 
dated his own tendency to masturbate. This made 
him feel guilty, and this feeling was intensified by an 
adverse comment made by his mother when she 
noted some ‘girlie’ pictures in his room. As a result of 
these increasing feelings of guilt the patient began to 
indulge in different forms of abnormal practice. He 
found that forcing something into his rectum tended 
to increase his sexual excitement although it was quite 
painful. Later he began to threaten himself with 
knives while masturbating, and then again in a state 
of intense guilt would bury his head in his pillow at the 
moment of emission. Finally he began fixing a rope 
around his neck; his objective apparently was to 
hamper his state of consciousness to prevent full 
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awareness of what he was doing. It would seem that 
his feelings of guilt had led to a need to punish 
himself. 


He co-operated well in therapy, although his low 
intelligence and poor verbal fluency were obvious 
difficulties. 

It was at first necessary to outline to him in basic 
terms: the normal sexual functioning of the male and 
then to relate this to his own problems. 

Actually these simple explanations appeared to 
have an initial effect, and rather more quickly than 
was expected ; for after a few sessions he explained how 
he had been effectively seduced by a girl and, in 
contrast to his reactions when his previous girl-friend 
made a seductive approach to bim, he appeared 
unconcerned by this event. Unfortunately it proved 
impossible to integrate his sexual life into a total 
personal relationship. After leaving the structured 
environment of his school he failed to settle down to 
a stable job pattern or any stable relationship. He 
always had good intentions, but gave up easily and 
gradually drifted into promiscuity. 

All this is in contrast to those more usually de- 
scribed cases of a young man of good intelligence and 
apparent stability, although sensitivity to relation- 
ships may have been a common factor. 


A CASE OF SEXUAL ASPHYXIA WITHOUT FATAL TERMINATION * 


It was noted that the patient's feelings of intense 
guilt were markedly absent after initial therapy, and 
occurred in the absence of any formal symptoms of 
depression. 

Finally, this case does tend to support the 
suggestion that these abnormal and dangerous 
sexual practices may result more from the 
pervert's desire to punish himself for his sexual 
behaviour than from any questionable heighten- 
ing of sexual pleasure resulting from the self- 
induced asphyxia. 
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An Unusual Response to Chlorpromazine Therapy 


By PAUL WILLIAMS 


The production of a catatonic-like state in 
animals by phenothiazines and related com- 
pounds (‘experimental catatonia’) is an import- 
ant laboratory test in the assessment of neuro- 
leptics (Joyce, 1968). This response is, however, 
uncommon in humans who are receiving 
therapeutic doses of this type of drug. Such a 
case is described, and some of the literature 
concerning this subject is reviewed. 


Case Нізтову 


The patient was a 40-year-old female with a nine-year 
history of recurrent mania: there had been seven previous 
episodes requiring admission to hospital during the course 
of the illness, at intervals of between 4 and 54 months. 
During previous episodes, she had been treated with 
trifluoroperazine and benzhexol. On one occasion, 
chlorpromazine 50 mg. four times daily, had been pre- 
scribed, this giving rise to a parkinsonian reaction. There 
was no evidence that a catatonic reaction had occurred 
previously. 

The cighth admission occurred in October 1971, when 
the patient was admitted to Whitchurch Hospital in the 
early hours of the morning in an acutely disturbed state. 
The story from a relative was that she had become 
increasingly elated and unmanageable over the previous 
week, and had become physically violent earlier that day. 

On admission, she was elated, screaming and physically 
violent, and it proved difficult to restrain her. In view of the 
clinical picture and the past history, a further episode of 
acute mania was diagnosed. 

Drug treatment prescribed was chlorpromazine 200 mg. 
intramuscularly at once, and 100 mg. orally six-hourly 
thereafter. Within a short time the patient was calmer, 
though during the first 24 hours in hospital she was still 
noted to be irritable, restless and hyperactive. Over the 
next 24 hours, however, the clinical picture changed, 
and symptoms and signs of catatonia became apparent. 
It was described in the nursing record thus: 

"Wearing a fixed, rather glazed look; having little to 
say to patients and staff; questions appearing to take a 
long time to penetrate, the only response being a be- 
wildered gaze; unable to explain how she feels. Posturing 
observed at times; touching walls in a vague, puzzled way 
and gazing at the ceiling. Restless and unable to settle. 

“Neglectful of personal appearance, appetite poor, 
incontinent of urine. Observed during the evening curled 
up under the bed clutching a carrier bag.’ 

During an interview with the physician at that time 


periods of confusion and restlessness were observed to 
occur, alternating with episodes of immobility, during 
which a standing posture with hyperextended neck and 
elevated eyes would be adopted. She was unable to 
communicate beyond saying that she was tired. 

Phenothiazine medication was at once discontinued, 
and procyclidine 10 mg. intramuscularly was prescribed. 
She was also started on a course of intramuscular diazepam, 
and by the next day the clinical picture was one of 
hypomania. 


Discussion 


Although this case shows features of the 
dystonic reaction that occurs not uncommonly 
in response to phenothiazine medication (e.g. 
hyperextension of the neck, abnormal eye 
movements and the intermittent nature of the 
symptoms), other features make a diagnosis of 
catatonia more likely. The general air of vague- 
ness and perplexity, the withdrawal and immo- 
bility (motor blocking), posturing, and the 
presence of negativism (manifest both by the 
refusal to eat and the incontinence of urine) 
are all catatonic features. Cases of mania with 
catatonic elements do occur (Slater & Roth, 
196g), but as in this case the condition deve- 
loped shortly after phenothiazine therapy was 
commenced and disappeared on cessation of the 
drug it seems likely that it was an adverse 
response to the therapy. 

Catatonia as a complication of phenothi- 
azine therapy was first reported by Kinross- 
Wright in 1955. In a series of 251 cases receiving 
chlorpromazine, catatonia was noted as a 
response to treatment in one case. This was in a 
24-year-old hebephrenic who had a previous 
history of catatonic manifestations, and the 
episode reported occurred during the second 
week of treatment with chlorpromazine. The 
patient reverted to his former clinical picture 
after two days without the drug, and catatonic 
features did not reappear during further treat- 
ment with it. It seems unlikely that this can be 
regarded as a true case of phenothiazine- 
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induced catatonia, in view of the previous 
history of catatonic features, the time relation- 
ship between the administration of the drug 
and the appearance of symptoms, and also the 
absence of any recurrence when chlorpromazine 
was given again. 

May, in 1959, reported two cases of catatonia 
occurring in response to phenothiazine medica- 
tion. Both were in women in their fourth 
decade, who had been admitted to hospital for 
treatment of paranoid schizophrenia. The first 
patient was treated with promazine, and the 
symptoms developed over a period of ten days. 
Withdrawal of the drug led to a cessation of 
catatonic symptoms, but a test dose of chlor- 
promazine given a week later led to a rapid 
return to the catatonic state. The second patient 
developed catatonia in response to prochlor- 
perazine, which responded rapidly to with- 
drawal of the drug. 

Phenothiazine-induced catatonia, whether in 
experimental animals or humans, may be con- 
sidered to be an unsual variant of phenothi- 
azine-induced parkinsonism. The relation of 
catatonic schizophrenia to the various extra- 
pyramidal syndromes has long been a subject 
for discussion, and Kline and Mettler (1961) 
again drew attention to points of similarity. 
They considered that catatonia was produced 
by ‘intermittent vasospasm occurring in the 
region of the nuclei of the extrapyramidal 
tract.’ 


AN UNUSUAL RESPONSE TO CHLORPROMAZINE THERAPY , 


May (1959), basing his reasoning on work by 
Brodie, observed that phenothiazines block the 
action of noradrenaline in the brain, bringing 
about an increase in the liberation of 5-hydroxy- 
tryptamine. As this mechanism had been held 
responsible for inducing experimental catatonia 
in animals, he felt that it was probably re- 
sponsible also for phenothiazine-induced cata- 
tonia in predisposed patients. 


SUMMARY 


A case of phenothiazine-induced catatonia 
occurring in a manic patient is described. 
Reference is made to two earlier reports of this 
unusual response, and possible mechanisms are 
discussed. 
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Synopses of Papers Awaiting Publication 


Urogenital Malformations Associated with 
Anorexia Nervosa. By К. A. Hausa and 
C. Rioas. 


Three published reports of Turner’s syndrome 
associated with anorexia nervosa prompted a 
survey of our hospital files for urogenital anomalies in 
anorexia nervosa patients. Of 87 patients diagnosed as 
having anorexia nervosa 59 satisfied the rigorous 
criteria of Feighner et al. Among the latter, five had 
urogenital abnormalities; one had Turner’s syndrome 
with negative sex chromatin pattern, three malforma- 
tions of the female genital tract (one of these also 
lacked a kidney), and one unilateral renal agenesis; in 
a sixth case a young woman had her breasts and genital 
tract surgically removed and assumed a male identity. 
In view of this remarkable frequency of association of 
anorexia nervosa with abnormalities of the urogenital 
organs, we suggest detailed urological and gynaeco- 
logical as well as karyotype studies on patients with 
anorexia nervosa. 


Katherine A. Halmi, M.D., 
Department of Psychiatry, 
University of Iowa, 

500 Newtown Road, 

Iowa City, Iowa 52240, U.S.A. 


‘Maternity Blues’. By Brice Prrr. 


One hundred women, selected at random, were 
interviewed in the lying in wards of a teaching 
hospital between the 7th and 10th days post-partum. 
Fifty had suffered a spell of tearfulness and depression 
(‘maternity blues’) since delivery. Anxiety and mild 
cognitive impairment were found to be associated 
with ‘the blues’. 

Significantly more of the mothers who suffered 
than those who did not suffer ‘the blues’ experienced 
difficulty in breast-feeding (at the 5 per cent level). 
There were, however, no significant differences 
between the groups in personality, menstrual trouble, 
parity, attitude to the pregnancy, experience of 
labour, the baby’s health or social stress. 

The evidence suggests that the syndrome is organic- 
ally determined. A probable factor is the precipitate 
fall in oestrogen and progesterone levels after 
parturition, or an imbalance between the two 
hormones. 

"Maternity blues’ is a normal phenomenon, which 
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needs to be distinguished from the more serious and 
protracted states of puerperal depression. 


Brice Pitt, M.D., M.R.C.Psych., 
Consultant Psychiatrist, 
Department of Psychiatry, 

The London Hospital, 
Whitechapel, E.1. 


Severe Shock Caused by Chlorpromazine 
Hypersensitivity. By Pane L. Man апа 
Carvin Н. Cren. 

The question, ‘If a patient who previously received 
chlorpromazine either parenterally or orally did not 
have a hypotensive reaction to the drug, would he be 
likely to develop hypotension when the drug is 
administered at a later date?’ has never previously 
been raised. In this paper we present three cases of 
severe hypersensitive shock due to chlorpromazine. 
All three patients had received chlorpromazine in 
the past without adverse effects. On admission, they 
were psychotic, agitated, disturbed, combative and 
confused. Chlorpromazine—50 mg. was given intra- 
muscularly to each one of them. Within 30 to 60 
minutes the patients’ blood pressure dropped—to zero 
in two of them and 70/50 in one. We believe that 
these patients were sensitized by the previous chlor- 
promazine medication and that the severe hypo- 
tension was the result of hypersensitivity. 


Pang L. Man, M.D., 
Director of Research, Northville State Hospital, 
Northville, Michigan 48167, U.S.A. 


Familial Incidence of Gilles de la Tourette’s 
Disease, with Observations on Aetiology 
and Treatment. By Patrick B. Fret. 


This rare condition, characterized by multiple 
motor tics and an irresistible compulsion to swear, 
was first described by Gilles de la Tourette in 1885. 
He thought the disease might be hereditary. In this 
paper we present three cases occurring in the same 
family (two sisters and the son of one of them) and 
this is the first published familial incidence of the 
disease. 

The cause of the condition is unknown. Clinical, 
neurological, electroencephalographic and chromo- 
somal studies on all three patients failed to reveal 
any specific abnormality. Likewise, there were no 


442 


significant psychopathological or psychodynamic 
patterns. 

Psychotherapy and pharmacotherapy, including 
phenothiazines, tricyclic antidepressants and anti- 
anxiety agents, had no significant effect. Haloperidol, 
a butyrophenone compound, is uniquely effective in 
controlling the symptoms; the effectiveness of this 
potent central dopaminergic blocking agent supports 
speculation that the disease may be due to hyper- 
activity of dopaminergic systems in the corpora striata 
of involved patients. 

Patrick B. Friel, M.D., F.A.P.A., 
Chairman, Depariment of Psychiatry, 
Saint Francis Hospital, 

Hartford, Connecticut 061 19, U.S.A. 


The Undiagnosable Psychiatric Patient. By 
Amos WELNER, Jay L. Liss and Бал Ковіхз. 


This is a study of 25 out of 109 patients who had 
been discharged from a private psychiatric hospital 
without a definite psychiatric diagnosis—undiagnosed. 
These 25 patients, in contrast to the other 84, 
remained undiagnosed after re-evaluation of their 
records and after a personal follow-up of a mean of 
46 months, and therefore were termed undiagnosable. 
These patients were divided into a ‘sick’ and a ‘well’ 
group. 

There were 6 ‘sick’ undiagnosable patients, and 4 
of these were characterized by an abundance and a 
wide spectrum of symptoms ‘enough to fulfil the 
criteria for multiple psychiatric disorders which 
seemed to us unlikely to occur simultaneously in one 
patient. In 2 of the 6, on the other hand, the clinical 
course resembled closely that of other patients who 
presented temporarily with depressive symptoms, and 
during the follow-up they developed additional 
symptoms to fulfil the criteria for hysteria. 

‘Well’ undiagnosable patients had minimal if any 
psychiatric symptoms, except for the acute single 
event that resulted in the index admission to hospital; 
or had a primary medical disorder or a single symptom 
which was chronic; or had a moderate to severe single 
episode consisting of symptoms and signs that were 
still too few to meet the criteria for a psychiatric 
disorder, but their symptoms were close to meeting 
the criteria for schizoaffective illness. 

It is emphasized that less than 1/4 of the initially 
undiagnosed patients were undiagnosable, and it is 
suggested that even that portion may be decreased by 
further follow-up. 

Amos Welner, M.D., 

Washington University School of Medicine, Department of 
4940 Audubon Ave., Psychiatry, 
St. Louis, Missouri 69110, U.S.A. 
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Persistent Dyskinesia. By GEORGE E. CRANE. 


Up to 1967, some 40 articles had been published 
on tardive dyskinesia, and a total of 600 cases had 
been reported. Despite the high proportions of 
dyskinetic patients reported in populations treated 
with neuroleptics, the evidence that such motor 
disorders were drug-induced was only circumstantial. 

During the past five years some 60 additional 
papers have appeared, with approximately 1,200 
new cases. The literature from 1967 to 1971, which 
includes several controlled studies, seems to indicate 
that (a) tardive dyskinesia is a common occurrence 
in long-stay term hospital patients treated with 
neuroleptics; (b) neuroleptics play an important role, 
although symptoms similar to those of tardive dyski- 
nesia may be observed in patients who have never 
received these agents; and (c) these side effects 
persist in a large proportion of patients after dis- 
continuance of drugs. There is less agreement on the 
factors which predispose to this order. Similarly, 
information on its onset and evolution is still sketchy. 
There is definite evidence, however, to indicate that 
in the majority of cases abnormal involuntary move- 
ments develop only after several years of treatment. 

'The fact that symptoms become apparent after 
drugs are discontinued or the dosage is reduced has 
been reported by several investigators, thus confirm- 
ing the findings of earlier studies. . 

Post-mortem findings have been inconclusive, but 
stereotaxic surgery has suggested that the pathology 
of tardive dyskinesia lies in the brain stem rather than 
in the striatal region. Abnormal metabolism of 
biogenic amines and hypersensitivity of specific 
receptors to dopamine also seem to play a role in the 
aetiology of this disorder. 

Several types of drugs which influence the bio- 
chemistry of neuronal transmitters have been used 
for the control and treatment of tardive dyskinesia, 
but their effectiveness and safety need confirmation. 
A number of authors have also advocated the re- 
institution of neuroleptic drugs for patients who 
develop the disorder as the result of drug withdrawal, 
but the value of this treatment is doubtful in the 
absence of long-term clinical follow-up studies. 


George E. Crane, M.D., 
Director of Research, 

Spring Grove State Hospital, 
Catonsville, 

Maryland 21229, U.S.A. 


Tbe View-Point of the Mentally Subnormal 
Patient. By Brian К. BALLINGER. 


174 patients resident in a mental subnormality 
hospital of 629 beds were interviewed using a standard 


M SYNOPSES OF PAPERS AWAITING PUBLICATION 


series of questions. An attempt was made to obtain 
their opinions about their condition and care. Patients 
with intelligence quotients below 40 were excluded. 

124 patients (71 per cent) did not regard them- 
selves as being ill, and only 25 (14 per cent) of the 
sample attributed their admission to hospital to 
iliness. 

81 (47 per cent) favoured the present number of 
patients on their ward, whereas 16 (9 per cent) 
would have preferred more and 1g (11 per cent) 
fewer, 58 individuals (33 per cent) did not express a 
clear preference. 

81 patients (47 per cent) were in favour of a hospital 
of the present size. 27 (15 per cent) expressed a 
preference for a larger hospital and 22 (13 per cent) 
favoured a smaller hospital. 44 (25 per cent) did not 
express a clear preference. 

26 patients (15 per cent) said they would rather 
stay in hospital, 133 (76 per cent) expressed a pre- 
ference for living elsewhere, whereas 15 patients 
(9 per cent) were not sure. 

The difficulties in interpretation of these results 
are discussed, particularly with regard to the patients, 
limited intellectual capacity and social experience. 
Brian M. Ballinger, 

M.A., B.M., M.R.G.P.(Ed.), M.R.C.Psych., 
Consultant Psychiatrist, Dundee Psychiatric Service, 
Strathmartine Hospital, 

Dundee, Angus, Scotland. 


Aspects of the Relationship between Sleep and 
Nutrition: A Study of 375 Psychiatric Out- 
Patients. By А. Н. Crisp and E. STongHI. 

An hypothesis has been tested that sleep patterns, 
especially in the second half of the night, in patients 
presenting with a variety of psychiatric disorders and 
with disorders of weight such as anorexia nervosa 
or obesity are related to nutritional factors that 
transcend specific diagnostic and mood states. The 
present report concerns a population of 375 conse- 
cutive new patient referrals to a psychiatric out- 
patient clinic investigated by standardized measures 
of aspects of their sleep, weight, level of nutrition, and 
psychiatric and mood states. 

A general finding has emerged of a relationship 
between weight loss, reduced duration of sleep, more 
broken sleep and early waking on the one hand, and 
weight gain, longer duration of sleep, no broken sleep 
and later waking on the other hand. This finding 
holds for states of severe depression and sadness as 
well as other diagnostic categories. Weight changes 
bore no such direct relationship to the time of getting 
off to sleep, which is found to be more closely related 
to mood states. However, major change in body 
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shape is also found to be related to time of getting off 
to sleep. The overall results lend further support to 
the hypothesis, and it is suggested that nutritional 
factors may sometimes contribute to sleep disturbance 
presenting in a variety of disorders seen in the clinic. 
4. H. Crisp, M.D., F.R.C.P.E., M.R.G.P., F.R.C.Psych., 
Professor of Psychiatry, 

St. George's Hospital Medical School, 

Clare House, Blackshaw Road, 

London, S.W.17. 


'The Effect of Forewarning on the Occurrence of 
Side Effects and Discontinuance of Medica- 
tion in Patients on Amitriptyline. By E. D. 
Myers and E. J. CALVERT. 


This study was carried out to investigate the effect 
of warning patients about the side-effects of amitripty- 
line. The experiment was designed to test the follow- 
ing hypotheses: 

(1) Forewarning patients of the side-effects of a 
drug (amitriptyline) will result in a greater number of 
patients complaining of such effects. 

(2) Where patients develop side-effects, discon- 
tinuance of therapy occurs less frequently if they 
have been warned of such effects, 

One hundred out-patients suffering from depression 
were randomly allocated to one of two groups. 
Patients in Group A were forewarned about side- 
effects and patients in Group B were not forewarned. 
The patients were seen again after two weeks and 
questioned regarding side-effects and continuance of 
medication. 77:4 per cent of patients reported side- 
effects but analysis of the results indicated that 
informing the patients of possible side-effects neither 
affected the rate of their reported incidence nor the 


‘rate of failure to continue with medication. 


E. D. Myers, 

M.B., F.R.C.P.E., M.R.C.Pgych., D.T.M. & H., 
Consultant Psychiatrist, North Staffs Hospital Group, 
St. Edward's Hospital, 

Cheddleton, Leek, 

Staffs, ST 19 7EB. 


The Reason for Admission as a Focus of Work 
for an Adolescent Unit. By PETER BRUGGEN, 
Joun Bvuo-HarL and Tom Prrr-Arkgws. 

A description is given of the way in which an 
adolescent in-patient unit focuses its therapeutic 
work. It aims to supply an area service for younger 
adolescents by supporting families and agencies with 
offers of admission while the adolescent cannot be 
managed in the community. The initial work is with 
the referral agent, firstly over the telephone and 
secondly at a meeting. 
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In 53 per cent of cases referred a plan emerged 
supported by an offer of a bed in future if needed, 
and this enabled the professional to keep the 
adolescent in the community. In the remaining cases 
the family was then seen as a group, often with the 
outside professional present. The reason for needing 
in-patient as opposed to out-patient treatment was 
explored. The social situation, c.g. difficulty in 
coping at home, which emerged was then used to 
focus the therapeutic work on those factors within 
the environment and in the adolescent’s behaviour 
which made separation necessary. The work was thus 
directed towards avoiding admission if possible 
(successful in approximately half), or towards re- 
union in the 25 per cent of referrals finally admitted. 
Patients with a wide range of diagnostic categories 
were admitted by this method, Parental authority 
had often broken down where admission was 
necessary, and a description is given of how it was 
re-established and how the Unit’s limit-setting 
enabled the adolescent to regain control over him- 
self. The length of stay was relatively short. 

It is argued that for younger adolescents the 
avoidance of admission, or shorter admissions, is 
better than lengthy stays for a treatment process. 
Peter Bruggen, M.B., Ch.B., M.R.C.Psych., D.C.H., 
Adolescent Unit, 

Hill End Hospital, St. Albans, Herts. 


An Age-specific Analysis of the Neuroses. By 
Carrick MCDONALD. 

It is argued that age-specific distribution curves of 
' psychiatric diseases, if derived from sufficiently 
heterogeneous concepts, adopt a fairly standard form. 
An analysis of age-specific hospital referrals of the 
sub-categories of neurotic illness shows a deviation 
from that standard form by the categories 'hypo- 
chondriasi and ‘mixed neurotic illness’, These 
classes show a rise in hospital referral in the upper age 
range. It is argued that greater somatization of 
neurotic symptoms with increasing age leads to failure 
to refer such cases to a psychiatric department and 
hence accounts for the difference found between 
incidence and prevalence rates for neurosis in the 
upper age range. 
Carrick McDonald, M.D., M.R.C.Psych., 
Warlingham Park Hospital, 
Warlingham, Surrey, CR3 og TR. 


The Use of Clustering Techniques for the 
Classification of Psychiatric Patients. By 
JounS. Strauss, Jonn J. Barrxo and WirLiAM Т. 
CARPENTER, JR. . 

In the search for improved techniques for classifying 
psychiatric patients, cluster analysis provides an 
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alternative to the usual clinical diagnostic methods. 
This report demonstrates, however, that different 
methods of preparing data and different clustering 
techniques produce different classifications of patients. 
From these findings criteria are suggested for selecting 
cluster methods for use with psychiatric data. Based 
on these criteria the most promising cluster technique 
for one kind of data was determined. This technique 
was then used to classify a sample of patients. It 
produced groups that resembled clinical diagnostic 
categories but went beyond the assigned diagnoses to 
classify the patients by other clinically relevant 
criteria as well. 

John S. Strauss, M.D., 

Director, Clinical Psychiatry Research Programs, 

Rochester University School of Medicine, 

260 Critienden Boulevard, 

Rochester, New York 14642. 


Redundancy, Repetition and Pausing in Schizo- 
phrenic Speech. By GERALD SILVERMAN. 

Samples of tape-recorded speech were obtained 
from actively psychotic and non-psychotic subjects. 
Transcripts of these samples were submitted to cloze 
procedure, involving regular deletion of every ‘nth’ 
word and attempted restoration of these deletions by 
a panel of normal subjects. Two forms of cloze 
procedure were used, the usual technique of deleting 
every 5th word and also a modification deleting 
every 4th word. As in a previous study by the author, 
the latter technique proved to be more sensitive for 
distinguishing between psychotic and non-psychotic 
speech. The Cloze Score, being the percentage of 
deleted words accurately restored, is an index of both 
comprehensibility and also redundancy in a text. 
The type-token ratios for these transcripts were also 
calculated giving an index of vocabulary diversity 
and, reciprocally, of verbal repetition. Rank order 
correlation coefficients were calculated for Cloze 
Scores and type-token ratios, and these were statistic- 
ally very significant, though for the 4th word deletion 
procedure only. This supports an hypothesis that 
inappropriate repetition is responsible for a consider- 
able part of the reduced communicability of schizo- 
phrenic speech. The recorded samples were also 
analysed for the extent of pausing, since it was further 
hypothesized that there might be reduced pausing in 
the more disorganized samples; pausing in sponta- 
neous speech has been shown to be a function of 
information processing and verbal planning. There 
was no correlation between the pause-speech ratios 
and Cloze Scores. In two hypomanic subjects, how- 
ever, there were very significantly reduced pause- 
speech ratios and these subjects had paradoxically 
high type-token ratios associated with very low Cloze 


Scores. Both these subjects were probably hypomanic, 
and the evidence seems to suggest a fundamentally 
different type of language disorder in hypomania as 
opposed to schizophrenia. The discussion of these 
results particularly stresses the crucial effect of 
different choices of technique upon results obtained 
in this field. 

Gerald Silverman, M.A., M.B., B.Chir., D.P.M., 
University Department of Psychiatry, 

Whiteley Wood Clinic, 

Woofindin Road, Sheffield, Sto 3TL. 


A Psychological and Physiological Evaluation of 
the Effects of Intravenous Diazepam. By 
Desmond KELLY, ROBERT Рік and CHAR-NIE 
CHEN. 

Intravenous diazepam (ro mg.) was infused into 
15 anxious patients for 10 minutes immediately 
following a similar ‘placebo’ infusion of diazepam 
solvent. On the Clyde Mood Scale the patients were 
significantly less ‘Dizzy’ (‘sick to the stomach, dizzy, 
jittery and shaky’) and less ‘Unhappy’ (‘sad, down- 
hearted, troubled and worried’) 35 minutes after the 
end of the diazepam infusion. There were significant 
reductions in Observer and Self-Ratings (OR and SR) 
of anxiety, and these were accompanied by a signi- 
ficant reduction in physiological arousal, as evidenced 
by a fall in forearm blood flow (FBF) and heart rate 
(HR), by the end of the experiment. It is likely that 
these changes were due to the diazepam. The mean 
values of OR and SR were significantly less during 
‘Diazepam’ than ‘Placebo’, but the difference in FBF 
and HR was not significant. The maximum reduction 
in anxiety (OR and SR), and physiological arousal 
(FBF and HR), occurred 20-30 minutes after 
diazepam administration ended. 

Five normal controls were significantly less ‘Clear- 
thinking’ on the Clyde Mood Scale 35 minutes after 
5 mg. of i.v. diazepam. 

Diazepam produced cutaneous vasodilatation, but 
no significant changes in respiration, sweat gland 
activity or blood pressure. 

The findings are discussed in relation to the clinical 
use and mode of action of the benzodiazepines. 
Desmond Kelly, M.D., M.R.C.P., M.R.C.Psych., 
Consultant Psychiatrist, 

St. George's Hospital Medical School, 

Atkinson Morley's Hospital, 3r Copse Hill, 

London, S.W.20 ONE. 


Serum Magnesium, Diagnosis, ECT and Season. 
By M. W. P. Carney, B. F. Suerrretp and 

J. SEBASTIAN. 
Serum magnesium estimations were carried out on 
213 psychiatric patients and the mean values for the 
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various diagnostic groups compared with that for 19 
healthy volunteer controls. The pre-ECT levels in 
endogenous and neurotic depressives were low, and 
after ECT normal or raised. Those of the manic 
(before and after ECT) and untreated schizophrenic 
patients were also elevated. These phenomena could 
possibly have been due to a local seasonal variation in 
serum magnesium for 1970—71, low levels occurring 
in the spring and higher concentrations in the 
summer and autumn, combined with an uneven 
distribution of cases throughout the year. 

М. W. P. Сату, M.D., F.R.C.P.L., D.P.M., 

382 Clifton Drive North, St.-Annes-on-Sea, Lancs, 


Neurotic and Thyrotoxic Anxiety: Clinical, 
Psychological and Physiological Measure- 
ments. By S. Gaza, I. Ramsay and C. Baciey. 

The aim of this study was to compare clinical 
ratings of anxiety with independent psychological 
and physiological measures in patients presenting 
with anxiety symptoms associated with either neurotic 
anxiety states or thyrotoxicosis. Degrees of anxiety 
were assessed clinically and rated on a global 5-point 
rating scale. The IPAT Anxiety Scale Questionnaire 
was administered. Palmar skin conductance was 
measured in terms of: changes in skin conductance 
before and during auditory stimulation, psycho- 
galvanic response (PGR), habituation of PGRs to 
auditory stimuli of varying duration, and number of 
spontaneous: fluctuations. To avoid bias, clinical 
ratings were completed before patients filled in the 
IPAT Questionnaire, and results of the clinical and 
psychological tests were not available to the investi- 
gator who measured skin conductance. 

Thirty-one patients, including 17 with anxiety 
states and 14 with thyrotoxicosis, were studied. No 
significant differences were found between patients 
in either diagnostic group in respect of the above 
measures. À highly significant correlation between 
clinical ratings of anxiety and IPAT Anxiety Scale 
scores was demonstrated. None of the physiological 
measures were significantly correlated with clinical 
ratings of anxiety. The present results cast doubt upon 
the reliability and validity of skin conductance 
measures as indices of anxiety. 

Steven Greer, M.D., M.R.C.Psych., М.А.М№..С.Р., 

Department of Psychological Medicine, 

King’s College Hospital, Denmark Hill, London, S.E.5. 


Propranolol in Neurotic and Thyrotoxic 
Anxiety. By I. Ramsay, S. GREER and C. BAGLEY. 
The effect of D-L-propranolol on anxiety was 
studied in thyrotoxic patients and in patients with 
neurotic anxiety states in a controlled, double blind, 
cross-over trial Each patient received propranolol 
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160 mgm. daily and placebo, administered alter- 
nately in random order for two fortnightly periods. 
Outcome was assessed in terms of: (i) clinical ratings 
of anxiety, (ii) the IPAT Anxiety Scale Questionnaire, 
and (iii) various measures of palmar skin conductance. 
No significant differences between propranolol and 
placebo were found in respect of clinical ratings and 
psychological test measures of anxiety among 
patients in either diagnostic group. There was a 
significantly greater fall in palmar skin conductance 
with propranolol than with placebo among thyrotoxic 
patients only. In the anxiety state patients a signi- 
ficant improvement in anxiety levels (as measured by 
clinical ratings and IPAT scores) had occurred at the 
end of the trial, irrespective of the order of administra- 
tion of propanolol and placebo. It is concluded that 
propranolol has no demonstrable advantage over 
placebo in relieving anxiety among patients with 
anxiety states or with thyrotoxicosis. 

lan Ramsay, M.D., M.R.C.P., M.R.C.P.(Ed.), 
Regional Endocrine Centre, 

North Middlesex Hospital, London, N.18. 


The Depression of Widowhood at Thirteen 
Months. By Pump E. Bornsrem, PAULA J. 
Cravro, James A. Harmas, Wurm L. 
Maurice and Еш Ross. 

A randomly selected group of rog white widows 
and widowers who had been evaluated one month 
after the deaths of their spouses were reinterviewed 
12 months later. Four of the original group had 
died, and 92 of the remaining 105 subjects were 
available for interview. 

Using specific criteria for depression, 17 per cent of 
the subjects were found to be depressed at follow-up. 
The strongest predictor of depression at 13 months 
was the presence of depression at one month (12/16). 
Depression in the group had declined over the year 
from 35 per cent to 17 per cent. 

The 16 depressed subjects were compared to the 
76 non-depressed subjects on a number of demo- 
graphic, personal and physical variables. As was true 
at one month after the death, there were minimal 
differences in the two groups. The depressed group 
had more additional symptoms of depression (besides 
those used to make the diagnosis) and more lack of 
support (physical, emotional, and financial) ; thus they 
more often lived alone, were more likely to have very 
low incomes, and had Jess previous religious affiliation. 
The depressed group had less previous experience 
with death. Family history of psychiatric illness, 
personal history of psychiatric illness, physicians, 
visits, most physical symptoms, and use ‘of sleeping 
medicines and tranquillizers, showed no difference 
between the two groups. 
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Although 17 per cent of this population were de- 
pressed one year after the death, only 2 per cent (2 oui 
of 109, neither in the depressed at one year group) 
sought psychiatric help, so this condition should not be 
grouped with the depressions of psychiatric patients. 
Paula J. Clayton, M.D., 

Associate Professor of Psychiatry, 
Washington University School of Medicine, 
4940 Audubon Avenue, St. Louis, Missouri 63110, U.S.A, 


Myasthenia Gravis and Schizophrenia—-A Rare 
Combination. Ву N. L. GrrrrgsoN and T. D. E. 
RICHARDSON. 

A survey of the literature reveals the infrequent 
coincidence of schizophrenia and myasthenia gravis 
in the same patient. Such a patient is described in this 
paper. The possibility of a mutual antagonism is 
suggested. 

N. L. Gittleson, M.A., D.M., M.R.C.Psych., 

Middlewood Hospital, Sheffield S6 rTP. 


Anterior Bifrontal ECT: A Clinical Trial. By 
RicHARD ABRAMS and MICHAEL ALAN TAYLOR. 

An open clinical trial is reported of a new tech- 
nique of treatment electrode placement for ECT, 
termed anterior bifrontal ECT (ABF/ECT). This 
method was suggested by Inglis to minimize the 
memory-loss of both dominant and non-dominant 
hemisphere dysfunction by keeping the direct effects 
of the electric current as far removed from both 
temporal lobes as possible. 

Seventeen depressed in-patients received courses 
of eight ABF/ECT, given daily on weekdays. Memory 
performance and the severity of the depressive illness 
were evaluated before treatment and after termina- 
tion, using the Wechsler Memory Scale and the 
Hamilton Rating Scale for Depression. ABF/ECT 
significantly lowered depression scale scores, and 
comparison with data from a previous study showed 
these changes to be intermediate between those 
produced by bilateral ECT (B/ECT) and unilateral 
ECT (U/ECT). 

Significant changes in Wechsler Memory Scale 
scores were not obtained with ABF/ECT, and this 
finding is similar to that reported in the past for daily 
administration of U/ECT. 

These data fit an hypothesis linking the depression- 
relieving and dysmnesic effects of B/ECT to bilateral 
temporal lobe stimulation, and account in part for 
recent observations that U/ECT and B/ECT have 
different effects on the clinical state and memory 
function of depressed patients. 

Richard Abrams, M.D., 
Department of Psychiatry, New York Medical College, 
5 East топа Street, New York, N.Y. 10029, U.S.A. 
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Book Reviews 


CONTEMPORARY PSYCHIATRY 


Contemporary Psychiatry. By Lawrence H. 
Snow. Lloyd-Luke (Medical Books) Ltd. (for 
Year Book Medical Publishers, Inc., Chicago). 
1972. Pp. 316. Price £4.20. 

If one were to judge this book simply by its title, 
one might easily assume that this was yet another 
routine textbook of current psychiatric medicine: 
contemporary therapeutic techniques, newly-intro- 
duced psychotropic drugs, and so on. It came as a 
most pleasant surprise therefore, to discover that, 
although it is indeed a ‘contemporary’ text, psychi- 
atry is here examined from a developmental and 
psychodynamic point of view. Instead of the usual 
succession of chapters dealing with the various 
psychiatric syndromes and their treatment, this book 
starts from basic principles: the ego, its development, 
conscious and unconscious processes—and shows 
most clearly (without being ‘sectarian’, i.e. Freudian) 
how neuroses and psychoses can arise from faulty 
ego-development processes occurring very early in 
the life of the individual. Later chapters deal some- 
what routinely with marriage and the family, sexual 
problems, interview techniques and therapeutic 
processes, but these in turn are all related very 
neatly to the developmental mechanisms discussed 
earlier. 

One needs to be familiar with psychiatric termi- 
nology and practice in order to appreciate this book 
fully (it is by no means a layman's text). I found it 
particularly helpful in that it provided a first-class 
theoretical framework upon which to hang my 
psychiatric knowledge and experience, the rationale 
of which thus became much clearer. 

This is not a basic textbook of psychiatry by any 
means; it is rather an additional text, but a most 
valuable and interesting one. It could be read with 
profit by all psychiatric personnel. 

T. К. Мпѕом. 


GENETICS 


The Genetics of Mental Disorders. By Error 
SLATER and VALERIE Cow. Oxford University 
Press. 1971. Pp. 413. Price £5.50. 

For many years the numerous admirers of Eliot 

Slater's contributions to psychiatric genetics have 


447 


been hoping that some time he would write a 
comprehensive textbook on this topic. Now, finally, 
this has happened. Slater's choice of Valerie Cowie for 
collaborator is, of course, a very fortunate one. 

The expectations which are justified in the case of 
a book by these two authors are certainly fulfilled; it 
presents practically all relevant facts, and it does so 
with extreme clarity, in a well-balanced, critical and 
constructive way. 

'The organization of the book is interesting. One 
might have expected that the major part of it would 
have been concerned with the fields to which Slater 
has devoted his main interest and research. This is 
obviously not so. The endogenous psychoses, the 
deviations of personality and the neuroses, to the 
study of which Slater has given so many important 
contributions, take up only one-third of the text. It is 
evident that the authors prefer to write more on 
facts and less on theory and speculation. Hence the 
very detailed description of the organic disorders, 
metabolic disorders, and mental subnormality. These 
chapters contain an overwhelming amount of useful 
information. 

In the chapters on schizophrenia, in addition to 
presentations of all relevant facts, very careful atten- 
tion is given to the pros and cons of each of the 
genetical models under discussion today. At a time 
when polygenic theories are so fashionable it is 
noteworthy that the authors, on very good grounds, 
tend to prefer the monogenic theory, implying full 
penetrance in homozygotes and approximately 25 per 
cent penetrance in heterozygotes. 

The discussion of the rapidly developing research 
on affective disorders gives a very instructive survey 
of the many different pieces of evidence which have 
been obtained in recent years, and it gives the most 
complete evaluation of these findings published until 
now. In the chapters on organic conditions the 
relatively large section on Huntington's chorea should 
be mentioned. The detailed discussion of the clinical 
problems in this genetically simple disorder is of 
great didactic impetus. The fact that most psychotic 
pictures in chorea are of ‘endogenous’ type is indeed 
fascinating and thought provoking. 

The appearance of this book is an event. It is an 
invaluable source book, and it is such stimulating 
reading. And it does not contain one superfluous word. 


Erm STROMGREN. 
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PSYCHOANALYSIS 


Practical and Theoretical Aspects of Psycho- 
analysis. By Lawrence S. Kusm, M.D. 
International Universities Press, Inc, New 
York. 1971. Pp. 252. No price stated. 


This book is a revision and expansion of Dr. Kubie's 
earlier work published in 1936 and directed, at that 
time, ‘to help those people recognize sound analytical 
procedure . . . and to introduce them to these Insti- 
tutes for the training of psychoanalysts’ as ‘a protec- 
tion against charlatans’. It was intended as a guide for 
those who were seeking help in personal difficulties 
and for their medical advisers. 

It has been brought up to date in two respects: 
first in recognizing that the essential features of 
psychoanalysis, both theoretical and applied, have 
been accepted in the scientific and medical world; 
and second, in taking account of new approaches and 
discoveries. In these it has largely succeeded, but it 
remains of less value to those in this country than to 


those in the United States. Much space, for example, . 


is devoted to private practice elements (including the 
rationale of fee-paying), to individual therapy, and 
to the practice of psychoanalysis by doctors and not 
laymen. 

It is the pure Freudian ‘milk of the word’ on such 
issues as the unconscious, transference, the symbolic 
nature of neurotic symptoms, the dynamic nature of 
all nervous and mental disorders (arguing that terms 
such as ‘normal’ and ‘abnormal’ are meaningless), 
the intensity and duration of couch therapy, and its 
clear-cut differentiation from all other therapeutic 
approaches in psychiatry and medicine. 

Much is made of the scientific status of psycho- 
analysis in that it contributes new and verifiable 
knowledge about the nature of man and of his 
behaviour. The claim is based upon the equivalent of 
‘case law’, which to the natural sceptic is valueless but 
to the open-minded must be taken seriously. It 
follows that the author’s conclusions are reached by 
reference to typical examples of individual cases. No 
experiments as such are cited, and no use is made of 
current epidemiological and clinical methods of 
objective assessment. 

But it is made plain by the author that the very 
nature of the subject matter—that which has been 
repressed and repudiated, or which is bound up with 
deep anxieties in all individuals—renders the more 
traditional scientific methods irrelevant. The claim 
is that psychoanalysis makes for greater freedom of 
action in the individual, no longer fettered by un- 
conscious, arbitrary anxieties and conflicts. This 
freedom results not only from insight but from the 
new experiences brought into consciousness by free 
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association, It is thus creative, having more in common 
with art than with science. 

The chief, and in some ways outstanding, merit of 
this book is its clarity of style. There is hardly any 
‘jargon’ and no hint of dogmatism. For those who 
know little of psychoanalysis or whose prejudices 
against it are strong, this is a most admirable and 
acceptable exposition. Another valuable feature is 
that, given certain premises, it is a logical and intern- 
ally consistent presentation—the reverse of the far 
more obfuscating approach of the so-called ‘eclectic’, 
choosing, almost at random, what is deemed to be 
the best features of all theories. It is, therefore, of 
relevance to the innumerable psychiatrists and 
psychologists in this country whose negative attitude 
to psychoanalysis arises from ignorance or prejudice 
or both, 


RECRUITMENT OF NURSES 


Factors Affecting Recruitment of Nurse Tutors. 
By Ann Durron. King Edward’s Hospital 
Fund for London. 1968. Pp. 79. Price 75p. 

Ann Dutton, a staff lecturer in sociology in the 

University of London, was commissioned by the 

King’s Fund and the Royal College of Nursing to 

find out why there was a shortage of nurse tutors. 

This she did by a number of questionnaires relating 

to the work of tutors, and attitudes positive and 

negative to going into tutoring. The questionnaires 
were completed by a representative group of Ward 

Sisters at teaching, general and psychiatric hospitals, 

and also by 40 tutors in training. Unfortunately she 

did not include any male charge nurses in the 

survey, which makes the results Jess useful, at least 

for those of us working in psychiatric hospitals where 

a disproportionate number of tutors are male. 

Sisters see themselves as ‘vividly conscious of their 
role as nurses conceived in the Florence Nightingale 
tradition’, and are reluctant to leave the excitement ` 
of the ward situation for the isolation (as they see it) 
of the school of nursing where they ‘wouldn’t have 
the same feeling of really helping humanity’, and 
would find it difficult to think of themselves as 
nurses. A great many sisters feel that teaching 
demands special powers, particularly ease of ex- 
pression, and also fear that their academic qualifica- 
tions are inadequate, an apprehension which is, 
unfortunately, a real one for the majority of psychi- 
atric sisters. 

Tutors in training tend to see themselves as helping 
students with psychological and human problems, 
while the sisters feel that tutors should be more 
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concerned with teaching theory, conflicting views 
which could lead to an explosive situation. 

Ann Dutton’s formula for improving recruitment 
(wastage, she found was not a major factor producing 
the shortage) is ‘to foster friendly, cooperative 
relationships between the different groups of hospital 
staff by every means within the existing situation’, 
as the disharmony between different groups of 
hospital staff revealed in the survey ‘seems not only 
to be a significant contributory factor in student 
wastage rates and the poor image of tutoring but also 
to show a negative correlation with patient recovery 
rates’. On a more practical level, the author has in the 
body of the report implied the need for better main- 
tenance grants while in training, the opportunity for 
part-time courses, and the possibility of other 
courses being set up outside London as, at the time 
of the survey there was only one non-metropolitan 
course, located at Preston. 

Some of the attitude statements, particularly in the 
first questionnaire used, seem crude; the failure to 
include men in the survey is a serious weakness; and 
the more practical proposals contained in the body 
of the report could have been summarized at the end. 
Nevertheless this book deserves serious consideration 
by all psychiatrists interested in nurse training, and 
should be obligatory reading for all members of 
nurse education committees, 

PETER Broox. 


NEUROSCIENCES 


Brain and Human Behaviour. Edited by A. G. 
KanczMan and J. C. Eccrzs. Berlin, Heidelberg 
and New York: Springer-Verlag. 1972. Pp. 475 
+ x. Price DM. 98.00. 


This volume is divided into five main sections based 
on a symposium held in Chicago in October 1969 
and sponsored by the Loyola University. The main 
sections are devoted to molecular and synaptic 
organization, chemical mechanisms and pharma- 
cological approaches, neurophysiological correlates, 
psychological aspects and epistemological aspects. 
Each section includes three to six papers but only some 
are followed by a printed discussion. World famous 
workers in the neuro-sciences took part in this 
symposium from I. S. Beritashvili to H. Hyden, and 
from R. Granit to J. Piaget. Fiere and there philoso- 
phical and mechanistic theories of behaviour are 
mingled with neurophysiological observations of 
electron-microscopic aspects of the molecular organi- 
zation of synapses for chemical transmission. 

The introduction to this book by Karczmar was 
obviously prepared a little while after the end of the 
symposium, as it quotes some of his own work in 
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1970 and the work of others in 1970 and 1971. The 
volume, however, in spite of its heterogeneity of 
approach contains a great deal of information in 
each one of the fields in which each author is an 
expert, with a considerable number of bibliographical 
references. A subject index of 9 pages completes this 
very well printed and illustrated volume, which leaves 
the reviewer somewhat puzzled by the amount of 
detailed knowledge in particular fields and the little 
factual integration between neurophysiology, neuro- 
anatomy, behavioural sciences, religion, the body and 
the mind. The contribution by Holger Hyden, which 
represents only a small part of his brilliant work, 
should be read by all those interested in brain and 
human behaviour, but each author has contributed 
his very best, even if some have utilized already 
published material. 
G. PAMPIGLIONE. 


CASEWORK 


The Caseworkers’ Use of Relationships. By 
Marcarer L. Ferarp and Noer К. HUNNYBUN. 
Tavistock Publications. 1972. Pp. 133. Price 75p. 


Social Work and Medical Practice. By Her- 
SCHEL А. Pris and Marion B. H. WHYTE. 
Pergamon Press. 1972. Pp. 81. Price £1.95. 


Doctors and even psychiatrists are too little aware 
of the specific skills and practical methods of social 
work. The first of these books is a reprint in paper- 
back of a brief and lucid account of the processes of 
casework and its underlying psychodynamic princi- 
ples. Well illustrated by examples it is an admirable 
introduction to its subject. The second book seeks 
to describe the history, organization and methods of 
social work to doctors and students. It is short and 
contains much useful information and some well 
selected references, but it lacks incisiveness especially 
in the early chapters which attempt to portray a 
comprehensive historical background. It is disap- 
pointing that the book as a whole does not entirely 
live up to its author’s aims to present the fundamental 
concepts of social work. 

RiaHarp Mayou. 


PSYCHOSOMATIC 


Psychosomatic Disorders: A Behaviouristic 
Interpretation. By SHELDON J. LACHMAN. 
Chichester: John Wiley & Sons. 1972. Pp. 208. 
Price £325 (cloth), £1.75 (paperback). 

Are psychosomatic disorders learned? In 1963 
Dr. Lachman asserted that they can be. Taking the 
idea that intense or prolonged emotional reactions 
may lead to psychosomatic illness, he linked it with 
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autonomic learning theory. For example, he postu- 
lated that through conditioning a variety of new 
stimuli may evoke a given physiological response 
pattern; and that patterns may be selectively learned 
by differential reinforcement. Lachman’s theory 
encompasses genetic and environmental predisposi- 
tion, individual differences, and the psychosomatic 
vicious circle; he considers its application to the 
common psychosomatic conditions but mentions 
their treatment only briefly. 

The book contains an extremely useful set of 
testable hypotheses, 

H. G. S. SERGEANT. 


LSD 


LSD: Personality and Experience. By Harriet 
Linton Barr, Ковевт J. Lancs, Ковевт R. 
Horr, Leo GOLDBERGER and GEORGE S. KLEN. 
Chichester: Jobn Wiley & Sons. Pp. 247. 
Price £4.50. 


Is throwing a psychoactive spanner into the works 
a promising strategy for investigating the functioning 
of the brain? The authors describe an experiment in 
which they gave 100 micrograms of LSD to each of 
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go out-of-work actors. During the course of the 
experimental day the Rorschach teat and a variety of 
questionnaires were administered, and the experi- 
menters made observations. There was a 20 subject 
control group, but the fact that only a placebo had 
been administered was obvious to subjects and 
experimenters alike. 

The results are interpreted within a psychoanalytic 
framework. The main conclusion is that the effect of 
the drug on any individual is predictable in terms of 
that individual’s personality. The work was carried 
out in 1959, and thus at a time when cultural 
expectations as to the likely nature of LSD’s effects 
would not have been as strong a set as they would be 
today. 

The authors are clearly dealing with enormously 
important matters, for they are attempting to make 
higher-order mental functioning into experiment. 
The reader is left with respect for their daring—but 
also with very considerable doubt as to how their 
undoubtedly fascinating data are to be interpreted. 
We know too little about the machine and much too 
little about the spanner for this sort of approach to 
offer much illumination. 

GRIFFITH EDWARDS. 
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Books Received 


Depressive Illness: Some Research Studies. Edited by 
Brian Davies, Bernar J. CARROLL and Коварт M. 
Mownnav. Charles C. Thomas. Price $19.50. 

Current Psychiatric Therapies, Volume ХП. Edited 
КА Н. MassERMAN. Grune & Stratton. Price 

16.00. 

Lecture Notes on Psychiatry. By James Wiin (third 
edition). Blackwell Scientific Publications. Price £1.00. 

Behaviour Therapy in Mental Disorders. By J. C. M. 
WILKINSON. Pastures Hospital, Derby. Price sop. 

Maternal Deprivation Reassessed. By MICHAEL 
Rurrzn. Penguin Education. Price 5op. 

Social Work with Children. By Juuier Berry. Routledge 
G Kegan Paul. Price £1.80. 

Mentally Retarded Children: An Intensive Study of 
100 Cases. Research Panel of the Motibai Thackersey 
Institute of Research in Mental Retardation, 
Bombay. Popular Prakashan, Bombay. Price Rs. 28.00. 

Treatment of the Borderline Adolescent: A Develop- 
mental Approach. By James Е. Masrerson. John 
Wiley. Price £5.50. 

Adolescence: A Select Bibliography. By D. R. Boorer 
and S. J. Моролткоур. MTM Publishing House, 
Caerphilly. Price £1.25. 

Changing Families: A Family Therapy Reader. Edited 
by Jay Harey. Grune & Stratton. Price $9.75. 

Family Therapy and Research: An Annotated Biblio- 
graphy of Articles and Books Published 1950-1970. 
By Ina D. Grick and Jay Hargv. Grune & Stratton. 
Price $12.50. 

Psychological Aspects of the Care of Hospitalized 
Patients. By Lama RonmsoN (second edition). 
Blackwell Scientific Publications, for F. A. Davis Company, 
Philadelphia. Price £1.25. 

Emotional Care of Hospitalized Children: An 
Environmental Approach. By MADELINE PETRILLO 
and SmaAv SANozR. Blackwell Scientific Publications for 
J. B. Lippincott, Philadelphia. Price £3.75 (paperback 
edition £2.75). 

Tactics and Techniques in Psychoanalytic Therapy. 
Edited by Perer L. GiovAccuiNt. Science House, Inc. 
Price $2.00. 

The Detection of Psychiatric Illness by Question- 
naire. By Davip P. Согрвевс. (Maudsley Mono- 
graph No. 21). Oxford University Press. Price £3.50. 

Quantitative Aspects of Psychological Assessment: 
An Introduction. By Pamir Lev. Gerald Duckworth. 
Price £3.25 (paperback edition £1.50). 

An MMPI Handbook, Vol. 1. Clinical Interpretation. 
Ву W. Grant DAHLSTROM, GEORGE SagLAGER WELSH 
and Leona E. Dantsrrom. Oxford University Press, 
for Minnesota University Press. Price £9.00. 


Systematic Psychology: Prolegomena. By E. B. 
TITCHENER, Cornell University Press. Price £3.40 
(paperback edition £1.10). 

Drug Abuse: Proceedings of the International Drug 
Abuse Symposium. Edited by Curis J. D. ZARA- 
FONETIS. Henry Kimpton. Price £9.00. 

Proceedings of the Fourth National Conference on 
Methadone Treatment, San Francisco, January 
1972. Edited by АукАм GOLDSTEIN et al. National 
Association for the Prevention of Addiction to Narcotics, 
Price $8.00. 

The Meaning of Criminal Insanity. By Herbert 
FiNGARETTE. University of California Press. Price £4.50. 

Violent Man: An Inquiry into the Psychology of Violence. 
By Hans Toon. Penguin Education. Price дор. 

Criminological Research Trends in Western 
Germany. By С. Kaner and Tu. WÜRTENBERGER. 
Springer-Verlag. Price DM да. 

Criminal Statistics. Edited by EuckNE DOLESCHAL. 
National Institute of Mental Health. No price stated. 

Perceval’s Narrative: A Patient’s Account of his 
Psychosis, 1830-1832. Edited by Grecory BATESON. 
Oxford University Press. Price £4.00. 

Nonverbal Communication: Notes on the Visual 
Perception of Human Relations. By JurcEn Ruzscu 
and Werpon Kers. University of California Press. 
Price £2.25. 

The Human Senses. By Frank A. GELDARD (second 
edition). John Wiley. Price £5.25. 

The Myth of Mental Шпезв. By Tuomas S. Szasz. 
Granada. Price 75p. 

The Growth of Personality: From Infancy to Old 
Age. By Gorpon К. Lowe. Penguin Education. Price 


45р. 

Emotional Problems. Ву Prerer FrETCHER (revised 
edition). Pan Books. Price 40p. 

Women in Transition. By ANDrew J. DuBrin. Charles C. 
Thomas. Price $11.75 (paperback edition $6.75). 
Psychiatry and Architecture: A Review of the Litera- 
ture. Edited by Јонч С. Hows 1s. Society of Clinical 

Psychiatrists, Price зор. 

The Journal of Alcoholism, Vol. 7, No. 1. Edited by 
H. D. Chalke. (Journal of the Medical Council on 
Alcoholism.) Annual subscription (four issues) 
£4.00. B. Edsall & Co., London, S.W.T. 

Orthomolecular Psychiatry, Vol. 1, No. 1 (formerly 
Schizophrenia). Edited by J. Ross MacLean. 
(Journal of the Huxley Institute for Biosocial Re- 
search.) Lowrie Associates, Inc., Minneapolis). No price 
stated. 

King Edward’s Hospital Fund for London: Annual 
Report, 1971. King Edward’s Hospital Fund for London. 
No price stated. 


Many of these books will be reviewed at a later date. 
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STATISTICS IN THE JOURNAL 
Dzan SR, 

Alas! Every issue of your journal becomes harder to 
read, as research articles become more and more 
studded with numbers. Statistics is a valuable science 
but seems to be infiltrating every paragraph of 
medical text these days. May I make some suggestions 
to assist authors to pass on information in a memorable 
manner? 

First let us agree to a simple method of reporting 
significance. I suggest the following: 

‘Significant’ improvement (or difference)— 
means р < -o1 (ie. the chance of a fluke result 
is remote). 

*Fairly significant' 

05 > p> dl. 

This is neater and may help to avoid the trap of 
equating high significance with therapeutic import- 
ance. 

Second, perhaps we could avoid the continental 
habit of unnecessary precision. To mention ‘8 out of 
22 patients (36:4 per cent)’ is absurd when the 
0*4 per cent represents a small portion of one patient, 
less than one leg in fact! Why not omit the head 
count and say ‘35 per cent of patients’? Being so much 
simpler it allows readers to concentrate on the psychi- 
atric findings without distraction, and facilitates 
quick comparisons. 

Of course the full figures must be available for 
research and reference purposes, but these can 
profitably be confined to the tables. The less critical 
or more hurried reader can then assimilate the essen- 
tial information from the text, quickly and in greater 
comfort. 


improvement—-means 


A. С. Carr. 
The Maudsley Hospital, 
Denmark Hill, 
London, SE5 ЗАХ. 
[Dr. Carr is perfectly right. We hope contributors 
will adopt these very sensible suggestions.—Exps.] 


THE SCHIZOPHRENIAS AS NERVOUS TYPES 
Dear Sm, 


Dr. Claridge (Journal, July 1972, pp. 1—17) rejects 
the traditional view of the schizophrenias as quali- 
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tatively distinct diseases, and suggests that they 
represent in an exaggerated form cognitive and 
personality characteristics found distributed among 
the general population. 

The fact that certain characteristics, e.g. height or 
I.Q., are distributed among the general population 
does not preclude there being entities related to an 
exaggerated form of these characteristics, such as 
dwarfism and mongolism. 

We have been taught that schizophrenia, unlike 
dementia, is a disintegration of personality without 
equivalent intellectual and cognitive deterioration, 
and that disturbance of attention (clouding of 
consciousness) is characteristic of delirious and 
confusional states, including the effect of LSD. 

If we are to accept Dr. Claridge's suggestions that 
there is a qualitative disturbance of arousal and 
attention in schizophrenia, ought he not to include 
dementias, confusional and delirious states in his 
definition? 

V. S. NEHAMA. 
Prestwich Hospital, 
Prestwich, 
Manchester. 


Dear Sr, 

In reading Dr. Claridge’s ‘The Schizophrenias as 
Nervous Types’, given pride of place in your issue of 
July 1972, my thoughts returned to the days of my 
youth when I first made the acquaintance of Pavlov’s 
great works on the nervous system. It seemed to me 
then, as it does now, that his purely scientific dis- 
coveries of the positive and negative conditioned 
reflexes, and the complex dynamic processes govern- 
ing their action physiologically and patho-physio- 
logically which he elucidated, must provide the key 
to the mysteries of neurotic and psychotic illness. 

It seems that I was mistaken, however, judging by 
the efforts expended on developing Pavlov’s specula- 
tions on so-called typology both in the West and in the 
U.S.S.R. In what other branch of science would the 
speculations of a great scientist be given such promi- 
nence and attention to the detriment of his scientific 
discoveries? 

My own humble contributions to a causal theory of 
psychiatric states, using Pavlov’s basic scientific work 
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and my own long-continued clinical observation, 
are not mentioned by Dr. Claridge, and I am left 
wondering whether they come under the heading of 
the ‘immature nature of theorizing in the field’ (p. 2) 
or, more hopefully, as ‘creativity variously described 
as the ability to take conceptual leaps in the face of 
minimal information, the ability to see remote 
connections between apparently unrelated items, 
and the ability to retain a flexible approach to 
problem-solving in order to seek a solution whether 
one is possible or not’ (p. 5). I suppose only time will 
tell! 

WiLLiAM W. Gordon. 
Loch View, 
Gartcosh, 
Glasgow, G69 ВАЎ. 
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THOUGHT DISORDER IN 
MANICS AND SCHIZOPHRENICS 


Dear Sm, 

We were interested in the paper “Thought Disorder 
inManicsand Schizophrenics Evaluated by Bannister's 
Grid Test for Schizophrenic 'Thought Disorder', by 
W. R. Breakey and Helen Goodell (Journal, April 
1972, 120, 391-5), particularly as the greater part of 
their discussion was concerned with a critique of our 
own work (Brit. 7. Psychiat., 118, 671-3 (1971). 

Breakey and Goodell imply that our finding that 
schizophrenic and manic patients score significantly 
differently on Bannister's Grid Test for Schizophrenic 
Thought Disorder was due to-the fact that we selected 
schizophrenics with, and manics without, thought 
disorder. This was not so. 

Certainly we selected schizophrenic patients with 
thought disorder, but the manic patients also had 
thought disorder, as the investigation we were con- 
cerned with was to see whether a test of schizophrenic 
thought disorder could help with the clinical problem 
of the psychotic patient who presents with ‘over- 
activity, pressure of talk, loose association of ideas . . .". 
He might be schizophrenic or manic. 

One of our criteria for the selection of manic 
patients was that each should have a clinical picture 
consistent with mania as described by Slater and 
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Roth (1969), and part of their description is of a 
disturbance in the stream of thought, of varying 
degrees. Our manic patients showed such a disturb- 
ance. An additional assessment using a ‘proverbs test’ 
to assess thought disorder, carried out on the schizo- 
phrenic and manic groups in question at the time of 
completing the Grid Test, has recently been published 
(Harrison, Spelman and Mellsop, 1972) and high- 
lights the presence of clinical thought disorder in both 
groups. 

We feel it is not surprising that Breakey and Goodell 
did not find the test useful in discriminating persons 
with mania from persons with schizophrenia when the 
exhibition of thought disorder was not a necessary 
diagnostic point for inclusion in either group. As they 
point out, albeit indirectly, a test of thought disorder 
is not likely to distinguish non-thought-disordered 
patients from other non-thought-disordered patients. 


С. W. Мизор. 
M. S. SPELMAN. 
A. W. Harrison. 
University of Melbourne Department of Psychiatry, 
Clinical Sciences Building, 
Royal Melbourne Hospital, 


Victoria $050, Australia. 
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AFFECTIVE DISORDERS 


Dear Sir, 

I wonder if I might make a few comments on 
present trends in the psychiatry of states featured by 
anxiety, depression of mood or both, with special 
reference to the symposium on anxiety provided by 
the College this July? 

The prevailing attitude seems to be to regard 
patients whose symptoms include anxiety or de- 
pression, and even more so those in whom such is the 
leading symptom, as though these disorders were 
primarily disorders of affect. Attempts are then made 
to evolve rating scales, and other instruments, so that 
the degree of anxiety or depression may be measured 
and compared from patient to patient. In the same 
way, the physiological concomitants of mental anxiety 
are arrayed and measured, and work is done on the 
central nervous system to find which structures 
subserve the various affective reactions, 

l am far from suggesting that such work is un- 
important or valueless. What disturbs me, however, © 
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is that we seem to be acquiring a mental set—or 
displaying a set acquired in our medical schools and 
subsequent quest for ‘higher qualifications’ before 
we settled down to adapt to the special needs of 
psychiatry—so that when we come to discuss treat- 
ment for people suffering from neuroses this is very 
largely conducted in terms of what is the best (or 
latest) anxiolytic thymoleptic with which to block the 
patient's emotional responses. It is as though a group 
of physicians were to discuss the treatment of malaria, 
phthisis, pneumonia and other febrile conditions in 
terms mainly of the best available antipyretic. 

There is a great deal more to the nature of an 
anxious or depressive neurosis than merely the affect- 
ive reaction. It is not impossible, though I doubt it, 
that there are people who suffer from anxiety purely 
because of a disorder of the physiological anxiety 
mechanism, and of course we meet the occasional case 
of hyperthyroidism presenting with ‘nervous’ symp- 
toms, but the great majority of patients presenting 
with such symptoms show anxiety as a response to 
stresses involved in disturbed inter-personal relation- 
ships past and present—always provided they are 
given time and skilled help to show what it is all 
about. 

Admittedly an adequate theory of the development 
and vicissitudes of interpersonal relationships is a 
complicated and difficult matter. However, a vast 
amount of work has been done upon it during this 
century. A great deal is known and established. The 
general structure of dynamic psychopathology is 
perspicuous in some parts, obscure in others, nowhere 
complete, final and inalterable, and in general hard 
to grasp. One may have all sorts of legitimate doubts, 
reservations, or disagreements about particular parts 
of the large body of psychoanalytic theory and prac- 
tice, but surely today it should not be acceptable for 
anyone working in the field of the neuroses simply to 
ignore it. 

One of the considerations that led many of us to 
press for the foundation of our own Royal College of 
Psychiatrists was precisely that we recognized the 
disorders we are called upon to study and to treat as 
being essentially different from those met with in 
internal medicine. Nowhere, perhaps, is this more 
strikingly the case than in the field of the psycho- 
neuroses. It is therefore especially disappointing to 
find the College discussing the problem of anxiety 
on the basis of such a predominantly ‘Medical 
Model’: 

F. P. HALDANE. 
Department of Psychiatry, i 
West Middlesex Hospital, 
Isleworth, 

Middlesex. 
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KOHUT'S ‘ANALYSIS OF THE SELF’ 
Dear Sr, 

I wish to draw your readers’ attention to this work, 
which I feel has received inadequate notice in your 
recent book reviews (Journal, March 1972, 120, 350). 
I have personally found it to be the most stimulating, 
informative and helpful psychoanalytic publication 
of the past decade—one which should be reaching all 
serious psychotherapists. 

Kohut is primarily concerned with the develop- 
ment of the psychic structure ‘self? which though 
experientially close and vitally important in the 
experience of human existence has only lately come 
to the centre of psychoanalytic theory. He makes 
strikingly original contributions to the theory of the 
normal development of the self, deriving his theories 
from the reconstructions obtained in adult analysis. 
His case material is from persons whose disturbances 
in personality development do not seem severe and 
who do not display strikingly obvious psycho- 
pathology until the analysis is under way. Then the 
patient’s characteristic transference pattern is that of 
the ‘narcissistic transference’ which enables thera- 
peutic activation of archaic structures, viz. the 
‘grandiose self? and the ‘idealising transference’. 
Already these terms, for the experienced clinician, will 
indicate and illuminate the types of experiences 
Kohut is discussing. He asserts that these two archaic 
structures are the normal way-stations in the passage 
from the early primary narcissism of the infant when, 
under the impact of developing awareness and un- 
avoidable shortcomings of material care, the narcissis- 
tic equilibrium is disturbed. The infant attempts to 
salvage the earlier experience of ‘perfection’ (akin to 
Freud’s ‘purified pleasure-ego’) by the elaboration of 
psychic structures, involving the fantasy of either 
possessing all the capacity for satisfying its own needs 
for love and care—the grandiose self—which enables 
it to turn away from the disappointing mother; 
alternatively the ‘idealised parental image’ is elabora- 
ted; an omnipotent object whose perfection is shared 
by the infant. Kohut terms this object, in fact, discrete 
and independent, but in experience felt as part of the 
self, in ‘self-object’. This object is cathected with 
narcissistic libido, not with object libido and the 
infant therefore expects a similar control over the 
‘self-object’ that it expects of its own self and body 
and it is felt to be essential for the maintenance of 
comfort and safety, the narcissistic equilibrium. When 
this transference emerges the analyst can feel 
oppressed and ‘engulfed’ by the patient—he is in fact 
treated as a part of the patient and his environment, 
not as a separate person. Experienced psychothera- 
pists will be acutely and uncomfortably aware of 
this type of experience and of the patients who 
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bring them about and can be expected to welcome 
the help that Kohut’s exploration of the phenomenon 
brings. 

The author considers that the development of 
psychic structures that enable the individual to bind 
tension arising from frustration and thereby to 
achieve individual autonomous status is intimately 
connected with the developmental stages of 
narcissism. Under fortunate conditions—empathic 
mothering—the archaic structures of the grandiose 
self and the idealized parental imago become inte- 
grated with the developing psyche and the energies 
go to aid the normal investment of the self with self- 
esteem, the normal development of the super-ego, 
particularly contributing to ‘idealization’ of the 
super-ego, which enables the person to feel secure in 
the possession of guiding and leading ideals and 
values. Failure in these normal phases of development 
may result in ‘splits’ in the psyche, particularly in 
respect to the grandiose self which may co-exist in a 
dissociated manner with a ‘normal’ sense of self and 
which is inaccessible to reality testing by the ego. 
The process of therapy consists largely in gradually 
enabling the patient to admit to consciousness the 
co-existence of these two states of self and thereby to 
establish contact between the split parts of self. The 
resistances to this process are great as the ‘grown-up’ 
self experiences great anxiety, shame and embarrass- 
ment at exposure to these early fantasies. The threat 
of personal and permanent isolation is great as such 
fantasies may involve the patient fantasizing himself 
as Hitler or Attila, the destroyers of the whole living 
world. 

The analytical techniques that Kohut advocates 
spring directly from his reconstruction of these normal 
phases of development. He suggests that at these 
crucial phases the mother’s whole hearted pleasurable 
involvement in her child’s activities provide the 
essential matrix for healthy self-esteem and the 
development of a cohesive integrated self. The 
analytic situation is the matrix which recreates this 
early need-fulfilling environment and his attention 
and response, not primarily his interpretation, are 
what the patient requires and can respond to. He 
differentiates clearly and convincingly between the 
pathology of the transference and narcissistic neuroses 
and shows the rationale for the different techniques 
that are applicable. 

My own copy of the book is heavily underlined on 
very many pages. I have found it of great value, 
clinically in understanding certain difficult patients, 
theoretically in integrating analytic ideas that have 
been developing in the past 30 years that have to do 
with early stages of mental life. Kohut provides an 
alternative framework to that presented by the 
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Kleinian school and one which merits great attention 
in this country, where psycho-analysis has provided 
so much rich research and speculation in this 
fascinating area of mental life. 

MALCOLM Pes. 
Depariment of Psychiairy, 
St. George’s Hospital Medical School, 
Clare House, 
Blackshaw Road, 
London, S.W.17. 


‘HOMOSEXUAL BEHAVIOUR: 
THERAPY AND ASSESSMENT’ 
Dear Sir, 

May we make two comments on Dr. Johnson’s 
generous review (Brit. 7. Psychiat., July 1972, p. 109) 
of our book on the treatment of homosexuality 
(Feldman and MacCulloch, 1971)? 

Dr. Johnson suggests that tbe desire to appear to 
have changed their sexual orientation of the 42 per 
cent of the total sample who came for treatment after 
a Court charge might have inflated the overall rate 
of improvement. The opposite is the case: five of the 
seven who failed to complete treatment (included as 
failures in the analysis) were on Court Orders; the 
motivation for treatment of all seven ‘failed to com- 
plete’ cases was assessed, before treatment as ‘equi- 
vocal or low’; the association between pre-treatment 
motivation and outcome was statistically highly 
significant; whereas 64 per cent of the non-Court 
cases improved, only 44 per cent of the Court cases 
did so. Hence, those who presented in the context of 
a Court appearance can be divided into two groups; 
the first showed poor initial motivation and either 
failed to complete treatment or remained unchanged 
after a complete course of treatment; the second were 
little different in average level of motivation from the 
non-Court cases, and tended to complete a full 
course of treatment and to do so successfully. (All 
data mentioned above can be found in Chapter 3). 
We conclude that, far from inflating our overall 
success rate, the inclusion of a substantially sized 
‘Court’ group has reduced it. 

We would also like to reassure your readers that 
although the electrical circuits which we used 
throughout the development of this technique may 
look complicated, the problem has now been entirely 
solved by the recent introduction of P.A.C.E.*, an 
automated machine of great flexibility, which can 
administer anticipatory avoidance aversion therapy 
аз well as.classical conditioning, and can be used to 


* Programmable Automatic Conditioning Equipment. 
G. E. Bradley Ltd., Electral House, Neasden Lane, 
London, N.W.10. 
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take sexual interest latencies (see MacCulloch and 
Sambrooks, 1972). 

M. P. FELDMAN. 
Department of Psychology, 
The University of Birmingham, 
P.O. Box 363, 
Birmingham, B15 2TT 
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DE CLERAMBAULT’S SYNDROME 
ASSOCIATED WITH FOLIE A DEUX 
Dear Sr, 

Dr. Pearce (Journal, July 1972, pp. 116-7) is 
slightly over-inclusive. De Clérambault in fact 
included both morbid jealousy and erotomania in his 
group of ‘Psychoses passionelles’, and the fascinating 
case described by Dr. Pearce is surely one of eroto- 
mania. While I would not wish to quarrel with the 
statement that ‘the precise status of De Clerambault’s 
syndrome as a nosological entity in its own right 
remains somewhat questionable’, I feel that the use 
of the eponymous term is rather confusing. 

Raymonp Levy. 
The Maudsley Hospital, 
Denmark Hill, 
London, SEs 8AZ. 


RESULTS IN A THERAPEUTIC COMMUNITY 
Dear Sr, 

I am grateful to Dr. Myers for his courteous reply 
to my earlier letter (Journal, August 1972, p. 234) 
and do not wish to be unfair to the staff of the control 
ward in his study. 

However, the descriptions given of the ward make 
it difficult to gauge what its character actually was. 
We are told that 'violence, or the myth of violence, 
was a constant preoccupation of the nurses . . . the 
senior nurses saw the function of the ward as discipline 

. Sanctions tended to be punitive’. More funda- 
mentally the ward was said to be one for which no 
single consultant had overall responsibility; the 
ward doctor only interviewed patients presented to 
him by the charge nurse. Dr. Myers now says that 
this is ‘the best that can be achieved’ with a tradi- 
tional structure. Is this really true? 

D. ABRAHAMSON. 
Goodmayes Hospital, 
Barley Lane, 
Goodmayes, 
Alford, Essex. 
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A SINGLE DAILY DOSE OF 
A NEW FORM OF AMITRIPTYLINE 
IN DEPRESSIVE ILLNESS 
Dear Sm, 

The study by Dr. Ijaz Haider, of which the abstract 
was published in the May 1972 issue of the Journal 
(120, pp 521-2), compares three times daily dosage of 
amitriptyline to a nightly dose of a sustained release 
form of the drug. His finding that both drugs acted 
comparably led him to conclude that the sustained 
release single dose form represented an advance in 
antidepressive therapy, if further trials confirmed his 
results. 

We believe this conclusion to be unwarranted. 
Before such a conclusion is justified, the sustained 
release drug should be compared with once daily 
dosage of the regular preparation. Saraf and Klein 
(1971) have shown that single daily doses of imipra- 
mine are effective, produce no significant laboratory 
abnormalities, and can give fewer side effects. 
DiMascio and Shader (1969) reviewed studies 
comparing once or twice daily dosage with more 
multiple schedules. All comparisons showed either 
equal or greater clinical effectiveness for the less 
frequent schedule. Several investigators have found 
sustained release forms of phenothiazines to offer no 
benefit (Hollister, 1964; Hrushka et al., 1965; Vestre 
and Schiele, 1966). 

Before sustained release amitriptyline is considered 
an advance in anti-depressive therapy it should be 
compared to once daily dosage of the regular 


preparations. ARTHUR RirkIN. 
FREDERIC QUITKIN. 
Donan F. Krem. 

Hillside Hospital, 

75-59 269rd Street, 

Glen Oaks, 


N.Y. 11004, U.S.A. 
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FLUPENTHIXOL AND THE OUT-PATIENT 
MAINTENANCE TREATMENT OF 
SCHIZOPHRENIA 

Dzar Sr, 

The usefulness of fluphenazine depot injections in 
the maintenance treatment of schizophrenia is 
limited by the frequent occurrence of extrapyramidal 
symptoms and depression (1). Flupenthixol decanoate, 
a depot thiazanthene anti-depressant with anti- 
psychotic effects, is reported to be relatively free of 
these defects and effective in the in-patient treatment 
of schizophrenia (2). Over twenty months I have 
given intramuscular injections three-weekly in an 
average dose of 30 mg. (20-80 mg.) to 111 schizo- 
phrenics, 100 of whom continued as out-patients. 
Flupenthixol was effective in controlling schizo- 
phrenic symptoms in these out-patients, only two 
relapsing severely and eight mildly—and these were 
disturbed chronic paranoid patients. They tolerated 
it well (extra-pyramidal side effects were milder and 
less frequent (32 per cent) than with fluphenazine 
injections given over twenty months to 100 schizo- 
phrenics (3)). Severe akathisia occurred only once. 
Serial liver function tests were done on the first 55 
patients, only one of whom—found to have Gilbert’s 
syndrome—gave persistently abnormal results and he 
subsequently re-started the injections. One patient 
discontinued the drug because of persistent anergia. 
Another died suddenly of unknown causes. Fight 
out-patients, with two of whom the drug was stopped, 
became sufficiently depressed to warrant out-patient 
ECT or brief re-admission, but the occurrence of 
four cases of transient hypomania confirmed that it 
was not without anti-depressant effect. Forty per cent 
suffered side effects of any kind compared with 48 per 
cent of the fluphenazine out-patients. 

Though its efficacy in severe chronic schizophrenia 
may be limited and depression is still troublesome, 
the reduction in severity and frequency of side effects 
with flupenthixol make it a popular drug with staff 
and schizophrenics alike, the latter therefore being 
more willing to attend the out-patient department 
and co-operate in treatment. 

M. W. P. Carney, 


382 Clifton Drive North, 
St. Annes-on-Sea, 
FY8 2PN, Lancs. 
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AN OFFER OF EXCHANGE FROM U.S.A. 
Dear Sir, 

I am an American psychiatrist, at present working 
at the Chief Neighbor Island Unit of Hawaii State 
Hospital (90 in-patients and out-patient work on the 
islands), and I would like to work for a year or two 
in England, either by taking an appointment in the 
usual way or, possibly, exchanging job and house in 
Hawaii with an English psychiatrist. I am 39 years of 
age and qualified as M.D. (Class A) in 1958 at 
Hahnemann Medical School, Philadelphia. Further 
detail of training and experience are available on 
request, 

Any leads would be appreciated, 

Roserr BickeL. 
Hawaii State Hospital, 
Kaneohe, 
Hawaii 96744, 
USA. 


FUTURE PSYCHIATRIC CARE: 
A NEW SPECIALIST SECTION? 
Dear SR, 

Management and treatment of psychiatric patients 
will have to be more community orientated as District 
General Hospitals establish or extend their already 
existing psychiatric units, and as psychiatric hospital 
accommodation is reduced over the ensuing years. 

We have found that over 60 per cent of schizo- 
phrenics had some psychotic symptoms on discharge 
from hospital and about 20 per cent were still fairly 
severely affected. If to these figures are added the 
many more patients suffering from chronic affective 
illnesses, neuroses and personality disorders, the load 
presented to the psychiatric services outside hospital 
is quite considerable and poses a challenge which has 
never yet been adequately met by them. 

With the contemplated gradual run-down of 
psychiatric hospital wards and the take over of a 
large part of their function by psychiatric units of 
District General Hospitals and with the latter's 
limited space necessitating a quick turnover of 
patients, the urgent need for adequate and efficient 
community facilities and services will become much 
greater in times to come. 

It is essential, therefore, that appropriate planning 
is started jointly now by all involved authorities, 
which should encompass not only day hospital but 
also community establishments. 

For these reasons I have advocated the extension 
and integration of the ‘therapeutic community 
approach’ with services outside hospital so that there 
may be a smooth transition of patients’ management 
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and treatment from hospital to community. Such a 
scheme makes it imperative that the medical, nursing 
and social parts of the community services come 
under the direction of a psychiatrist. Furthermore, a 
well functioning and efficient community psychiatric 
set-up may well (perhaps) prevent one or other 
admission to hospital and reduce the number of crisis 
consultations overwhelming hospital clinics at present. 

It is up to us psychiatrists to plan and prepare for 
this trend in psychiatric care, and with this in mind 
I would advocate the formation of a Specialist 
Section for ‘Social and Community Psychiatry’ 
within the Royal College of Psychiatrists to lend 
impetus to the re-orientation in psychiatric manage- 
ment and planning in the light of coming changes 
which should incorporate the care and supervision of 
the mentally disordered in the community in an 
overall therapeutic programme. 

I would like to hear from anyone interested in 
forming such a Section and communications should be 
addressed to the undersigned. 

U. P. SEDEL, M.B., в.з., M.F.C.M., R.C.P., D.P.H., D.P.M., 

Principal Medical Officer for Mental Health and 
Community Psychiatrist 

Mental Health Department, London Borough of Haringey, 

Tottenham Town Hall, London, N15 4RT. 
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BURDEN RESEARCH MEDAL AND PRIZE 


Dear Sr, 


Entry for the Burden Research Medal and Prize 
is open to all registered medical practitioners who are 
working in the field of mental subnormality in the 
United Kingdom or Republic of Ireland. 

The award for 1972, total value £250, may be 
presented at Stoke Park Hospital on or about 1 April 
1973, for outstanding research work which has been 
published, accepted for publication or presented as a 
paper to a learned society during the three year period 
ending 31 December 1972. 

Five copies of the paper or papers, with applica- 
tion form, should be submitted to the Secretary of the 
Burden Trust by ro January 1973. 

Further information and application forms are 
available from the Secretary, Burden Trust, 16 
Orchard Street, Bristol, 1. 


W. A. HEATON-WARD. 
Stoke Park Hospital, 


Stapleton, 
Bristol, BS16 1QU. 


THE ROYAL COLLEGE OF PSYCHIATRISTS 


To those who were noi members of the Royal Medico-Psychological Association but who may be entitled to apply for Foundation 
Membership of the Royal College of Psychiatrists: If you held a post of Consultant status in the National Health 
Service, or a post of equivalent status elsewhere, at the date of the inception of the College (16 June 1971) and 
wish to apply for Foundation Membership, you should send full details to the Secretary of the Royal College of 
Psychiatrists at Chandos House, Queen Anne Street, London, WiM 9LE, NOT LATER THAN 15th JUNE 
1973. After that date Membership can be obtained only by passing the Membership Examination of the 
College. 


THE MEMBERSHIP EXAMINATION AND PRELIMINARY TEST 
DATES or EXAMINATIONS MEMBERSHIP EXAMINATION: 


PagLIMINARY Тезт: Monday 19 March 1973, and 
Monday 24 September 1973. 
MEMBERSHIP EXAMINATION: 
Written: 30 April 1973 and 29 October 1973. 
Clinicals and Orals: Week commencing 28 May 
1973 and week commencing 26 November 1973. 


Crosmco Dares FOR RECEIPT OF ÉNTRIES 
PRELIMINARY Tesr: 
March 1973: 19 January 1973 
September 1973: 24 July 1973. 


April/May 1973: 
Compleie—14 February 1973. 
Involving exemptions—1 February 1973 
October November 1973: 
Complete—31 July 1973. 
No exemptions. 
EXEMPTIONS 
For two years, and two years only, following the 


inception of the College (16 June 1971), candidates 
for the Membership Examination who possess certain 
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qualifications may be able to claim exemptions from 
the Preliminary Test and/or certain part(s) of the 
Membership Examination. All applications for 
exemption(s) must be made on the prescribed form. 


Preliminary Test 

All candidates in possession of a D.P.M. (or a 
qualification judged to be equivalent thereto by the 
Court of Electors) and who can show that they 
have had one year’s approved experience in psychi- 
atry may claim exemption from the Preliminary Test 
provided that they have fulfilled these conditions 
before 1 February 1973. 


Membership Examination 

Candidates for the Membership Examination may 
at any time before 1 February 1973 apply for exemp- 
tion from part(s) of the examination (except a final 


THE ROYAL COLLEGE OF PSYCHIATRISTS 


e 
oral) on the grounds of having obtained special 
experience or of having additional higher qualifica- 
tions or of having published original work. Each such 
application will be considered on its individual merits 
by the Court of Electors. 

The power to grant exemption from part(s) of the 
Membership Examination is limited by the Charter 
and Bye-Laws of the College to the two year period 
ending on 15 June 1973. Any candidate granted 
exemption(s) must therefore pass the Examination 
before 16 June 1973. Thus the last Examination from 
which partial exemption can be claimed will be in 
April/May 1973, for which the last date for entry (if 
applying for exemption(s)) is 1 February 1973. 

A candidate who has already been granted exemp- 
tion(s) but has failed part(s) of the examination may 
only apply for re-entry (with the exemption to which 
he may be entitled) up to 1 February 1973. 

К. Rawnstey, Dean. 
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If youd like more evidence 
of the special value of 


Neulactil 


in disturbed behaviour, 


we'll be pleased to supply it. 


In recent years the special benefits of 


*Neulactil'* in controlling impulsive, 
aggressive and antisocial behaviour 
have become increasingly widely re- 
cognized. Extensive use in senile 
dementia, mental subnormality and 
long-standing psychotic disorders, 
including chronic schizophrenia, has 
amply confirmed its value in lessening 
excitement and hostility, promoting 
co-operativeness and composure and 
improving contact and sociability. 
We have therefore now prepared a 
completely updated edition of the 
product handbook incorporating con- 
cise summaries of the latest clinical 
studies and documenting more fully 
the special advantages of "Neulactil 
therapy. A copy of this new guide, 
together with any additional infor- 
mation you may require, will be 
gladly sent on request. 


* trade mark 


May & Baker Ltd 
Dagenham Essex RMIO 7XS 


etui] May&Baker. 
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PERSONAL 
CHANGE AND 
RECONSTRUCTION 


F. Fransella 


Clinical Psychiatrist 
Royal Free Hospital School of Medicine 
Friern Barnet, London, England 


November, xii + 274 pp, £4.00 


By presenting a new theory in construct therapy, this 
book will surely serve as a major contribution to the 
existing literature concerning the many treatments, 
both medical and psychological, of curing the 
affliction of stuttering. 

Speech therapists, psychiatrists and research 
psychologists will fínd this volume to be of extreme 
interest. 


Contents 


Stuttering: Some facts and fantasies, The act. 
The Stutterer. The treatment of stuttering down the 
ages. Theory and treatment. Treatment past and 
present, 


Theory: Personal construct theory. its philosophy. 
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Heminevrin Syrup 
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a natural night's sleep without 
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continue with Heminevrin' capsules 
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it the start of the day: at night time: 
‘Cogentin’ Tablets ‘Cogentin’ Tablets 


In drug-induced parkinsonism 
Ср Cogentin' helps the patient 
when he most needs it 







in emergencies : 
‘Cogentin’ Injection 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for air mail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
#of all authors should be given at the end of the paper. 


> 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article, It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
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8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 13 times the size they will be 
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АМАЊАМЕ 


THE | 
ALONE 
ANTIDEPRESSANT 


“Anafranil. ..is very active and well tolerated 
апат likely to occupy a place of choice in 
the range of antidepressants" 


"A mosteffective antidepressant 2 


"Iregard Anafranil as an excellent supplement to 
the range of antidepressant drugs available "s 


Anafranil® 3-chloro-5-(3-dimethylaminopropyl)- 10 
Ti-dihiydro 5H dibenz [b. Tl azepine (clomipramine) 
hydrochloride, is available as capsules of 25mg, 
syrup containing 25bmg/5ml and ampoules containing 
25mg/2ml. 


СА Congr. Psychiat: Neurol. G5th Session, Dion 1967; p717 (Masson. Paris 1960) 
; 2 Med. Proc; ne {1968}. ; 
3. Nord. psycklat T. 23.228, 11909) 


Geigy Pharmaceuticals, Macclestield, Cheshire SK102LY 
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DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


MkpicAL Direcror: JAMES HARPER, M.B., F.R.C.P.({Edin.), Г. К.С. Psych 


St. Andrew's Hospital is a private psychiatric hospital situated in 130 acres of parkland 
in the county town of Northampton. In general, patients are admitted to Wantage 
House, a reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. In addition, there is accommodation 
mainly in private rooms, both in the main hospital and in various villas, for longet 
stay patients and geriatric patients. 

The hospital's amenities include Gloucester House, which comprises an occ upa- 
tional therapy department, a swimming pool, a squash court, and library, while in 
the grounds there are tennis courts, a 9-hole golf course, &c. 

Fees range from £35 per week, and subscribers to private medical insurance 
schemes, such as British United Provident Association and Private Patients Plan, 
may claim benefit in respect of these charges. 

Further particulars may be obtained from the Medical Director, St. Audrew’s 
Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 





BRITISH JOURNAL OF PSYCHIATRY, NOVEMBER 1072 








Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
is fit to leave.” | 

In ECT rapid recovery is not the only 
advantage of Brietal Sodium’. ECG studies 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater.’ 
Duration of anaesthesia is adequate. 

The solution is aqueous, non-irritant and 
relatively stable. 

1. 1960 Anaesth, 15: 411 

2. 1968 Arch Gen Psychiat,18: 605 

3.1964 Brit J Anaesth, 36: 307 


‘Brietal Sodium 


methohexitone sodium 


Eli Lilly and Company Limited, Basingstoke 
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PRONDOL' has a more specific action than other tricyclic antidepressants. Drowsiness, dry mouth, 
blurred vision and constipation rarely occur. Because PRONDOL patients remain comfortable even 
at high dosages they persist with their treatment. PRONDOL: tablets of 15 mg. and 30 mg. 


iprindole. Further information available on request. John Wyeth & Bro. Ltd., Maidenhead, Berks. 








principally in the brain, 
bringing trouble-free 
relief of depression 
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neuralgia 


the introduction 
of Tegretol 

has transformed 
the therapeutic 
Situation 

in this 


Miller, H., Britmed.J., 2, 577 (1968) 


Availability 

White, scored, compressed 
tablets containing 200 mg and 
white, unscored tablets 
containing 100 mg 5-Carbamoyl- 
5H-dibenz [b.f.] azepine 
(Carbamazepine B.P.) 


Detailed literature describing any 
Geigy product will be supplied 
on request. 


Gelgy 


Geigy Pharmaceuticals 
Macclesfield 
Cheshire, SK10 2LY 
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Aspects of Clinical Psychiatry in Sub-Saharan Africa* 


G. ALLEN GERMAN 


‘In a world where far more than half the inhabitants live 

under the menace of hunger, serious disease and early 

death, where smallpox, malaria, plague, cholera and 

undernutrition affect many hundreds of millions, the 

situation of psychiatry is not unlike that of public health 

in the pre-Pasteur period of our part of the world.’ 

. Baan, i968.) 
Baan was referring to the underdeveloped 
world, or the ‘third world’ as it is often called. 
This review is concerned with psychiatry in a 
small part of it—Sub-Saharan Africa—that part 
of the African continent inhabited by black 
Africans. At the time of writing, the term is 
used more specifically to describe independent 
black Africa, excluding South Africa—hence a 
bloc of cultures and sub-cultures with ethnic, 
economic, religious and customary patterns very 
different from those of the continents of Europe 
and North America where the bulk of current 


data and theory about psychiatric disorders - 


has been obtained and expanded. In view of 
such major differences in factors long thought 
to influence the occurrence and nature of 
psychiatric illnesses, the patterns of these 
disorders in Sub-Saharan Africa are important 
in clarifying theories about psychiatric disease 
despite the paucity of adequate research carried 
out to date. 

In this review of psychiatry in black Africa, 
certain selected areas of clarity and: confusion 
will be touched upon, and an attempt will be 
made to synthesize varying and often contra- 
dictory data with a view to making certain 
reasonably acceptable statements about clinical 
psychiatry in Africa. In attempting to do this, 
some of the difficulties facing the research 
worker in Africa, and in assessing research 

* This paper is the second of a series of three invited 
articles under the general headirig, ‘Psychiatry in Deve- 
„loping Countries’. The first, by Professor Carlos A. Leon 
on Psychiatry in Latin America, was published in the 
August issue (121, 121-36); the third, by Professor J. S. 
Neki on Psychiatry in South-East Asia, will follow shortly.” 
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reports from Africa, must be kept in mind. 


, Some of these may be briefly stated. 


1. Sub-Saharan Africa is not a cultural nor an 
ethnic entity, and this can lead to unwarranted 
generalizations, “There does seem a tendency for 
some writers, especially psychiatrists, to talk of 
“Africa”? and “the African" when in fact they are 
referring only to their own experiences and to their 
research amongst the patients with whom they have 
worked. Thus they give the impression of making 
valuable generalizations about Africa when they are 
doing nothing of the sort’ (Orley, 1968). 

2. There is as-yet no indigenous African ‘school’ of 
psychiatry, although with the formation of the 
Association of Psychiatrists in Africa in 1970 the 
groundwork has been laid for the development of a 
continent-wide tradition and for a forum for ex- 
change of ideas. Therefore much of what has been 
written has been in isolation; published in a scattered 
way throughout.the world medical press, and fre- 
quently based on work carried out by a host of short- 
term visitors to Africa with varying ideological and 
theoretical positions, psychoanalytic, anthropological, 
sociological and descriptive. This has resulted all too 


frequently in a wealth of data about some strange 


ritual of an obscure tribe, analysed with style and 
erudition but without comment on general trends, 
particularly as they relate to the more mundane 


. aspects of clinical psychiatry. 


8. The perceptual distinctiveness of the unique 
differences between African and Euro-American 
cultures seems often to overwhelm the observer, 
leading to too obvious explanations for ‘observed’ 
differences, and in some cases seems to have inspired 
observation of ‘differences’ which closer scrutiny 
suggests do not exist. ‘There is a risk in putting too 
much stress on the cultural aspect of strange forms of 
mental disorder’ (Lewis, 1958). 

4. The psychiatric researcher in Africa (nearly all of 
whom are trained in Europe), besides having to look 
carefully at cultural and social factors in mental dis- 
order, must constantly be prepared to assess the 
down-to-earth but massive contributions made to any 
mental state by organic deprivations. Perhaps a 
similar situation prevailed in Europe in the nineteenth 
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century, but the skills of that era have to be painfully 
relearned in the African setting where there is an 
organic or toxic contribution in at least 50 per cent of 
cases seen. The situation is complicated by the 
frequent lack of adequate routine laboratory methods 
for assessing such organicity. 

5. The sophisticated techniques of modern psychi- 
atric research are not readily applied in the African 
situation. Personnel, finance and data processing 
facilities are scarce; great distances are involved and 
target populations are often illiterate and semi- 
nomadic; adequate documentation is not easy, parti- 
cularly when personal names and addresses are 
frequently changed; in addition there is a serious lack 
of detailed background demographic and statistical 
information. These factors militate against Eu scale 
definitive research. 


These then are some of the more obvious 
difficulties. Others exist, such as the unavoidable 
ethnocentric bias of expatriate research workers, 
and the sheer complexity of African society today 
—A society with patterns ranging from nomadic 
and subsistence to the highly urbanized and 
technological. These patterns often exist side 
by side and are inextricably entangled, em- 
bracing a host of imported cultures from Latin 
America, the Caribbean, Europe, the Middle 
East, India and the Indian Ocean Islands 
(Assael and German, 1970). 

In view of these difficulties, the reviewer 
requires a framework, and for the purposes of 
this article it has been decided to employ an 
essentially European point of reference, utilizing 
European data and theory on prevalence, 
nosology and classification, treatment, and the 
prognosis of mental disorder. With this as a 
starting point the situation in Africa is com- 
pared, and where differences are found these 
are stressed and scrutinized more closely. 


OVERALL PREVALENCE AND RELATED MATTERS. 


Comparative estimates of the prevalence of 
psychiatric disorders in different cultures are of 
some importance in considering the question as 
to whether psychiatric disorder is culture- 
bound or supra-cultural in its manifestations. 
The value of such comparisons is increased if 
similar experimental techniques are used, and 
this is an area where many African studies, 
interesting in themselves, can be criticized. 


ASPECTS OF CLINICAL PSYCHIATRY IN SUB-SAHARAN AFRICA 


Early prevalence studies in Africa were mainly 
based on hospital statistics, thus ignoring large 
numbers of mentally ill people never admitted 
to hospital or never brought to the notice of the 
local chiefs or police. Carothers (1953), con- 
cerning himself with the ‘insane’, notes that the 
number of such persons in institutions in Kenya 
corresponded to o'r per 1,000 of the at-risk 
population compared with 4 persons per 1,000 
in England and Wales in 1938. Similar figures 
were noted elsewhere in Africa—o-3 per 1,000 
in Ghana (Tooth, 1950); 0-06 per 1,000 in 
Malawi (Shelley and Watson, 1936); and for 
what it is worth, 0:5 per 1,000 in Uganda at 
the present time (calculated by the present 
author). Such figures are almost certainly 
totally meaningless, and reflect the paucity of 
psychiatric diagnostic facilities, communica- 
tions, and basic health services. They fail to 
take into account the undoubtedly large 
numbers of mentally disturbed Africans kept at 
home, in prison or simply lost in the bush. 
In his 1953 study, however, Carothers goes 
further and includes data obtained from District 
Commissioners and chiefs for "insane people 
living at home’. With this addition, he con- 
cludes that the rate in Kenya of insanity was at 
that time 0-37 persons per 1,000 at risk. This 
led to the conclusion that ‘the incidence of 
insanity in Kenya Africans is probably very 
much lower than that in Europe and America’. 
Using a similar technique which depended on 
reports from chiefs, Tooth (1950) concluded that 
the prevalence rate of insanity amongst Africans 
in Ghana in 1950 was 0:96 per 1,000, three 
times the Kenya rate. 

Such figures are open to obvious criticism. 
Apart from an overtrusting reliance on the 
reports of chiefs, the African concept of ‘insanity’ 
would exclude depressed patients, those with 
severe anxiety states, sociopaths, and very 
probably the majority of those patients with 
acute psychotic episodes, a type of case very 
common in African psychiatry (vide infra). 

These early reports tended to perpetuate the 
notion that psychiatric disorder was strikingly 
rare in the African, and seemed to confirm the 
Rousseauesque idea of the primitive society; 
its freedom from stress, and by a non sequitur its 
freedom from mental illness. 


More recently, spurred on by the acquisition 
of independence by most African states and by 
the development of indigenous academic centres, 
epidemiological studies of a different type have 
begun to appear. Nevertheless, information 
remains scanty and conclusions are open to 
varying interpretations. One problem in pre- 
valence studies is the question of the definition 
of a psychiatric disorder, well discussed by 
Shepherd and Cooper (1964). They compare 
the study on an English housing estate by 
Martin, Brotherston and Chave (1957) with 
that of the mid-town Manhattan researchers 
(Srole, Langer, Michael, Opler and Rennie, 
1962)—studies in which different cut-off points 
for psychiatric morbidity were employed. In 
the first study the housing estate dwellers 
exhibited at least one symptom in 35 per cent of 
cases, whereas in Manhattan only 18 per cent 
of the subjects were free of psychiatric symptoms. 

Such problems of definition are particularly 
difficult in Africa, and because of this most 
African workers of late seem to have adopted an 
ultra-conservative approach. A few recent 
studies will be mentioned at this point. Of parti- 
cular importance is the work carried out by Giel 
and Van Luijk (1969) in Ethiopia, since they 
personally interviewed a random sample of 
their entire at-risk population, used a rural 
population, and also assessed the proportion of 
psychiatric patients attending a rural health 
centre. Their findings deserve to be summarized 
briefly. 


1, The survey of the population of a rural Ethiopian 
village demonstrated that over the period of the 
survey 9:1 per cent of the villagers showed. conspi- 
cuous psychiatric morbidity. The majority of these 
cases was described as psychoneurotic, and the overall 
prevalence rate for psychotic illness (0:3 per cent) 
was thought by the authors to be unduly low. (Since 
this represents 3 per 1,000 psychotic it is much more 
in keeping with British figures than the 0-37 per 1,000 
reported by Carothers). The authors concluded that 
their low figure was duc to psychotic patients being 
excluded from their community and banished to the 
bush, or to prison, or being removed by death 
resulting from neglect or starvation. 

2. When out-patient attendances at various hospi- 
tals in Ethiopia were considered, an interesting pattern 
emerged. Firstly, amongst all out-patients attending 
the general hospital in Addis Ababa, psychiatric 
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disorder was displayed by 18:5 per cent, while 
infectious disease was diagnosed in only 9*5 per cent. 
The authors point out that this striking difference 
may be due to the fact that Addis Ababa out-patients. 
come from a relatively well-to-do urban population. 
To some extent this view is supported by the different 
state of affairs obtaining amongst out-patients at a 
major provincial general hospital, where only 7 per cent 
were found to be psychiatrically ill as against 28-7 per 
cent with infectious disease. Finally, out-patients were 
studied at a rural health centre, where again a 
surprisingly high number were primarily mentally ill 
—19*5 per cent as compared with 17:1 per cent with 
infectious illness. This is a particularly important and 
significant finding, since rural health centres (and 
dispensaries) are probably the nearest one gets to rural 
general practice in Africa and probably offer the most 
unselected sample of sick people obtainable. 

Giel and Van Luijk defined the catchment area for 
this health centre and sought to find how many people 
consulted in the course of one year for psychiatric 
illness. They included consultations with local healers. 
or witchdoctors. Overall, the annual consulting rate for 
patients with psychiatric disorder was worked out at 
148 per 1,000 of the population at risk, compared 
with an annual consulting rate for psychiatric mor- 
bidity of 139-4 per 1,000 for England reported by 
Shepherd, Cooper, Brown and Kalton (1966). 


Although this study suffers from the difficulties 
already mentioned, it gives a very different, and 
almost certainly more accurate picture of 
prevalence rates than do those of earlier authors. 
It must be emphasized that the approach and 
orientation of the authors was a conservative 
one, but even accepting this the overall pre- 
valence rate for psychiatric morbidity of 9:1 per 
cent together with an annual consultation rate 
148 per 1,000 population at risk is very similar 
to figures from more developed countries. In a 
less conservative but highly informative study 
by Leighton, Lambo, Hughes, Leighton, 
Murphy and Macklin (1963) in a group of 
Western Nigerian villages, where psychiatric 
symptoms were counted rather than syndromes, 
the researchers found at least one significant 
psychiatric symptom in 40 to 45 per cent of the 
target population. It is interesting to compare 
this with the study of Martin et al., already 
quoted, where at least one psychiatric symptom 
was found in 35 per cent of English housing- 
estate dwellers. Referring to their findings and 
comparing them with a similar North American. 
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study, Leighton et al. comment ‘the similarity 
in the two samples is much more impressive than 
the differences. In view of the contrast between 
the cultures and life situations, this is truly 
remarkable. The similarity applies both to 
pattern quality (anxiety, depression, etc.) and 
to prevalence in most of the categories tabulated. 
We draw attention to the similarities for two 
reasons. The first is that many people have 
emphasized strongly that cultural differences 
must mean major difference in psychiatric 
disorder, an expectation that is doubtless due in 
part to theories of personality and culture. The 
second is that the literature on psychiatric 
disorder in Africa, based on hospital statistics, 
gives much emphasis to differences—the pre- 
valence of excitement and violence and the 
absence of depression’. 

Returning to the study by Giel and Van Luijk, 
perhaps the most thought-provoking and im- 
portant finding of the Ethiopian work—parti- 
cularly in a continent like Africa where infectious 
disease tends to occupy the centre of most 
medical thinking—is the finding that in an 
unselected sample of rural outpatients the 
number with psychiatric problems actually 
exceeded the number with infectious diseases. 
This observation is in part supported by a 
study carried out by the present author at a 
rural general hospital in a remote area— 
Teso District of Uganda. On three random days, 
16-8 per cent of all adult out-patients attending 
the hospital were considered to have done so 
primarily because of psychiatric disorder, This 
frequency of psychiatric disorder in African 
out-patient clinics with a largely unselected self- 
referred clientéle is again emphasized by recent 
Nigerian work carried out byan African general 
practitioner with a special interest in psychiatry 
(Mbanefo, 1971). Over a period of three months 
he saw 1,460 new cases in a clinic serving a 
mixed urban and rural population. Because of 
cases presenting with more than one pathology, 
1,732 diagnoses were made. There were 265 
diagnoses of malaria, 264 of psychiatric disorder, 
181 of respiratory infections, 262 of other infec- 
tious diseases, and 55 of some gynaecological 
problem. Thus just over 15 per cent of these 
cases were deemed to be psychiatric. The 
implication of these clinic studies seems clear: 
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psychiatric symptomatology presents itself to 
medical personnel with a frequency not greatly 
different from European experience, and psychi- 
atric disorder is one of the most common areas of 
morbidity facing the medical worker in Africa, 
be he doctor or auxiliary. 

In a quite different population group, a study 
by German and Arya (1969) has produced 
comparable results. This work was carried out 
amongst an African élite—the students of 
Makerere University College. Estimated annual 
prevalence rates for psychiatric morbidity 
during the academic year 1966/67 were calcu- 
lated, using a case finding technique described 
by Kessel (1960), and compared with similar 
estimated annual prevalence rates obtained in 
the same way for students at Edinburgh and 
Belfast Universities by Kidd and Caldbeck- 
Meenan (1966). The overall estimated annual 
prevalence rates were: Makerere 10:8 per cent; 
Edinburgh 11-6 per cent; Belfast 10-2 per cent. 
Of these patients 6-7 per cent at Makerere were 
psychotic, 85:9 per cent psychoneurotic and 
7:4 per cent showed personality disorder. 
Comparable figures for Edinburgh were 4:6 
per cent, 90:92 per cent and 5:2 per cent; for 
Belfast 2:0 per cent, g1-0 per cent and 7 per 
cent. Compared with students in Britain, these 
Makerere students are a unique group. The 
majority are the first generation of the educated. 
Great expectations rest on their shoulders. For 
most, arrival at a university means a sudden 
change from a traditional, family-centred way of 
life to the novel freedoms and restraints of a 
European-patterned centre of learning set in 
the forefront of the intellectual, political and 
technological revolution of mid-twentieth- 
century Africa. Nevertheless, the striking fact is 
that, in this age group, Africans appear to 
experience psychiatric disorder no more and 
no less than their European counterparts, and 
this similarity would seem to persist even when 
the data are broken down for broad groups 
such as psychoses, neuroses, and personality 
disorders. The authors suggest that social 
change per se in the absence of social disintegra- 
tion and subsequent evils does not appear to 
play an aetiological role in the primary causa-. 
tion of mental disorder, although it may colour 
symptom patterns. 
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Sex Ratio 

Statistics of mental hospital admissions in 
Africa consistently reveal an excess of male 
patients being admitted to hospital. Orley 
(1972) has studied admissions to Butabika 
Hospital, Kampala, during the year 1968, and 
reports the male-female admission ratio to be 
exactly 2:1. In Kenya, Carothers (1948) 
found that in a series of 558 consecutive first 
admissions of African patients, the ratio of 
men to women was also 2:1. Amongst 252 
mental patients admitted to Mirembe Hospital, 
Tanganyika, in 1954 the male-female ratio was 
2:8: 1 (Smartt, 1956). Smartt also presents 
figures from elsewhere in Africa in which the 
ratio of men to women amongst admissions 
varies from g:1 down to 1:9: 1. Cases 
admitted to mental hospital are obviously a 
selected group, and Orley has sought to explain 
this excessive number of hospitalized men by 
suggesting that violence is the major criterion 
leading to admission and that violence is more 
feared when it occurs in men. Undoubtedly this 
factor has some influence, but nevertheless there 
is some evidence which suggests that psychiatric 
disturbance or symptoms may occur at least as 
often in African men as in women. For example, 
Leighton et al. (1963) report a marked similarity 
in the frequencies of psychiatric symptoms 
amongst men and amongst women of Western 
Nigeria. This finding is in contrast to findings 
from Europe and America, and so far has not 
been adequately explained. Leighton et al. 
suggest that men in developing societies may be 
more exposed to stresses resulting from rapid 
social change than are their women folk, and 
speculate that the reverse may be the case in 
more developed societies. 


CONGLUSIONS 

These researches have been carried out in the 
face of considerable difficulties. They may be 
extensively criticized on points of methodology. 
Nevertheless the inescapable conclusion emerg- 
ing is that in the broadly quantitative sense there 
is considerable evidence for psychiatric disorder 
being no less frequent in Africa than in developed 
countries, particularly Britain. T'his appears to 
be true of psychotic disorders as well as psycho- 
neurotic conditions, and is seen both from field 


465 
prevalence studies and from the large numbers of 
out-patients with psychiatric complaints attend- 
ing treatment facilities both modern and tradi- 
tional. That in some cases the numbers of 
psychiatrically ill patients exceeds those with 
infectious diseases may point to a need to rethink 
the degree of emphasis given to providing psychi- 
atric treatment facilities in Sub-Saharan Africa. 


CLINICAL ÁsPECTS—PsvoHOSES 

The majority of psychiatrists working in 
Sub-Saharan Africa are employed in mental 
hospitals in the midst of societies where highly 
disturbed, violent, and destructive behaviours 
are the main criteria for admission. Much has 
therefore been written about acute, noisy 
psychotic conditions, much less about quieter 
psychoses such as psychotic depressions, and less 
still about the psychoneuroses. The result is that 
very little can be said that is meaningful about 
the absolute or the comparative prevalence 
rates of various psychotic conditions. What is 
impressive, however, is the repeated observation 
that acute transient psychoses, characterized by 
gross disruption of mental function and with an 
excellent prognosis, are the most common types 
of psychotic states seen in African hospital 
practice; the psychiatric literature in Africa 
abounds with descriptions of these illnesses and 
with attempts to define their nature. 


Acute transient psychoses 

French-speaking psychiatrists (Collomb, 1956; 
Vyncke, 1957; Rainaut, 1958; Ey, 1963) have 
applied the term bouffée délirante to acute short 
lived illnesses characterized by intense delusions; 
vivid, usually visual, hallucinations; marked 
agitation; subsequent amnesia for the episode 
and spontaneous remission. Collomb (1956) 
presents this diagnosis in 30 per cent of 2,000 
patients admitted to hospital in Senegal, and 
clearly distinguishes it from confusional states 
and organic psychoses. He suggests that the 
disorder is an expression of acute psychic 
conflict, precipitated by a meaningful event, 
and facilitated in its expression by the fact that 
amongst the Senegalese Wolof such behaviour 
is tolerated and may even be expected. It seems 
likely that the bouffée délirante of French-speaking 
workers approximates to the 'hysterical twilight 


466 
state’, ‘hysterical psychosis’, or ‘psychogenic 
psychosis’ of English and Scandinavian psychi- 
atry and is an acute reaction pattern to psychic 
trauma expressed in an exotic form due to other 
factors such as cultural expectations and tradi- 
tional beliefs. Other transient psychoses are 
frequently described in English-speaking Africa 
characterized by features similar to the bouffée 
délirante together with various phenomena such 
as confusion, depression, mania, homicidal 
excitement, oneiriform states and various other 
amorphous features (Carothers, 1953; Shelley 
and Watson, 1936; Tewfik, 1958; Field, 1962). 
In other cases the clinical picture is schizo- 
phreniform, with paranoid delusions prominent 
and often complicated by clouding of con- 
sciousness. Warious explanations have been 
put forward to account for these illness. Thus, 
Carothers (1953) suggests that a lack of cerebral 
sophistication, a lack of ‘conscious integration’, 
account for their ‘amorphous’ and ‘abortive’ 
form. Lambo (1955, 1960) has suggested a 
clinical similarity to hysterical, epileptic and 
other organic states, and in 1965a he emphasizes 
the importance of cultural factors. Tewfik (1958) 
notes a frequent history of fever prior to the 
onset. Haworth (1968) discusses these disorders 
in detail and argues forcefully for the concept of 
reactivity. He believes that there is no need to 
invent new names for these disorders, and 
emphasises the importance of ‘distinguishing this 
type of psychogenic reaction (having a socio- 
genic basis) from schizophrenia.’ Smartt (1964), 
who has suggested a new name for these acute 
psychoses, namely ‘hysterphrenesis’ [sic], also 
appears impressed by their psychogenic origins, 
and defines ‘hysterphrenesis’ as a frenzied state 
of hysterical origin. . 

Apart from psychogenesis operating within 
specific social and cultural settings, other authors 
suggest that organic factors facilitate the deve- 
lopment of the psychoses. Thus, in discussing the 
greater frequency of these disorders in African 
as compared with technologically advanced 
Western societies, Jilek and Jilek-Aall (19702) 
emphasize (1) the reduction of causative organic 
factors together with an improvement in hygiene 
and nutrition in Western society and (2) the 
tendency for primitive socicties to respond 
sympathetically to acute ‘emergency’ reactions 
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while similar psychotic behaviours in Western 
societies cause social rejection and hence are 
discouraged. These same authors also point out 
the important fact that similar acute transient 
psychotic states were well described in Europe 
at the end of the nineteenth and beginning of the 
twentieth century by Griesinger (1845), Meynert 
(1889) and Stransky (1904). These last two 
German authors used the term amentia to 
describe an acute hallucinatory confusion with a 
good prognosis, and Stransky (1907) suggested 
that the apparent decrease in the prevalence of 
amentia might be due to improvements in 
conditions of medical care. Faergeman (1963) 
in his well-known monograph on psychogenic 
psychoses describes three groups of short-lived 
psychotic states precipitated by psychic trauma 
interacting with a constitutional potential. 
These three types he classifies as (1) emotional 
syndromes, (2) disturbances of consciousness 
and (3) paranoid syndromes. Disturbances of 
consciousness are further subdivided to include 
impairments of consciousness, delirious states 
and dissociations of consciousness where the first 
is almost always provoked by organic agents, 
the second by organic agents but sometimes 
psychogenic, and the third may be provoked 
equally by both. Such a formulation seems to 
include most if not all of the acute psychotic 
episodes described in Africa. These would 
appear to be preconditioned in part by back- 
ground organic factors and in part by cultural 
patterns. Organic factors, such as birth trauma, 
brain-damaging illnesses in infancy and sub- 
nutrition, are possibly responsible for sub- 
clinical cerebral dysfunction. Thus, Mundy- 
Castle (1970) has reported that in over 50 per 
cent of a large group of Ghanaian subjects there 
is an excessively high frequency of posterior 
slow activity in the electroencephalogram. He is 
inclined to attribute this phenomenon to a 
physiological reaction to disease or deprivation, 
and stresses the possible relevance of inadequate 
early nutrition to the development of the brain. 
It is possible, therefore, that there is a large 
reservoir of subclinical cerebral dysfunction in 
Africa which influences patterns of psychological 
integration and facilitates the appearance of 
psychoses in response to added psychic or 
physical stress or both. 
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Collomb (1956) has emphasized the cultural 
aspect, as already noted, and it is interesting to 
reflect that culture is to some extent a product 
of the personalities of a group of individuals, 
which personalities may in turn be influenced in 
their development by environmental factors. 
It seems difficult, if not impossible to disentangle 
organic and psychic influences in many of these 
acute brief-lived psychoses, whether one is 
considering aetiology or clinical picture, and 
indeed it may be pointless to try to do so. 

A contribution from Vitamin B12 deficiency 
suggests itself as a possibility. At the present 
time in East Africa we see many patients with 
overt clinical signs of generalized Vitamin B 
deficiency states, presenting with a fairly typical 
organic psychosis with signs of well-developed 
pellagra or beri-beri, or both. For the most part 
these seem similar to the pellagra psychoses 
mainly described in the U.S.A. A point of 
interest is that in East Africa as a whole vitamin 
deficiency-induced megaloblastic anaemias are 
very rare, as is Addison’s disease; and especially 
rare is sub-acute combined degeneration. In 
1970 Assael and German wrote: 


“These psychotic episodes frequently recur in the 
same patient. Various hypotheses may be put forward 
to account for these illnesses—for example, that back- 
ground brain damage renders the patient vulnerable 
to acute anxiety or both. Another possible hypothesis 
is that chronic or acute tension, in the absence of 
strong inhibitory controls, leads to an outburst of 
feeling sufficiently powerful to temporarily overwhelm 
the personablity. Such conditions have been noted in 
battlefield psychoses in Europe. Often these pheno- 
mena are similar to a massive hysterical disassociation 
and the differential diagnosis is often difficult and may 
be invalid. Hysterical states may arise in the setting of 
brain damage (Kennedy and Neville, 1957). Sum- 
ming this up, background organic factors may pre- 
dispose to a tenuous grasp of reality, permitting either 
additional minor organic insults, or severe psychogenic 
factors, or both, to precipitate an acute confusional 
and/or disassociation psychosis with ease.’ 

Acute transient psychoses appear to be 
characteristic of people living in poverty who 
are illiterate, undernourished and diseased. 
These conditions are not peculiar to Africa and 
"were well described in the European literature of 
50-80 years ago. Their prevalence can be 
expected to diminish, as in Europe, with im- 
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proved standards of nutrition and health. At the 
present time tbey are mainly a source of 
diagnostic confusion in Africa, and have to be 
distinguished from acute toxic confusional 
states in response to a major and specific physical 
cause such as typhoid, pneumonia or malaria. 
They must also be distinguished from epileptic 
phenomena, which are common in under- 
privileged African populations (Jilek and Jilek- 
Aall, 1970b). 

In the better-off literate classes all of these 
conditions are much rarer. Lambo (1955) notes 
the comparative rarity of acute psychotic 
episodes in a literate population, and German 
and Arya (1969) comment on the total absence 
of such psychoses in a population of African 
university students. Again their association with 
poor conditions of life and health is emphasized. 


Schizophrenia 

As in other parts of the world, a review of the 
manifestations of this disorder is confused by 
arguments as to the significance of various 
diagnostic features. But whereas British and 
American psychiatrists may argue about the 
dividing lines between schizophrenia and manic- 
depressive disorder, in Africa the major area of 
disagreement concerns the relationship between 
*true' schizophrenia with a chronic course and 
‘short schizophrenic episodes’ with a favourable 
prognosis. Some classify the short-lasting episode 
with the acute transient psychoses already 
described, and regard them as reactions to 
organic and psychic stress, while emphasizing 
that ‘true’ schizophrenia is identical in Africans 
and Europeans (Boroffka, 1964). In discussing 
schizophrenia in Africans, Lambo (1968) com- 
ments that 'the téndency to diagnose schizo- 
phrenia and its clinical variants only when the 
typically schizophrenic clinical symptoms have 
become well established excludes many patients 
of the type I have been describing.’ Here he is 
referring to short-lived illnesses of favourable 
prognosis occurring mainly in illiterate, rural 
Africans, and characterized by confusion, 
excitement, unsystematized delusions, transient 
auditory hallucinations, and often massive 
anxiety and conversion symptoms with occa- 
sional dissociations. He further points out that 
these illnesses, common in illiterate Africans are 


468 


rare in the literate, where the clinical picture of 
schizophrenia is similar to that described in 
Europe. Lambo, however, favours the inclusion 
of these illnesses amongst the schizophrenias, and 
many other authors take the same view, Thus, 
Laubscher (1937) states that in African schizo- 
phrenics ‘the picture of mental confusion stands 
out clear’. According to Tooth (1950), schizo- 
phrenia in the African is most likely to be 
confused with an organic psychosis. He con- 
siders that amongst the ‘bush’ people of Africa, 
a classical schizophrenic picture is likely to be 
symptomatic of organic disease, while schizo- 
phrenia itself presents as an ‘amorphous, endo- 
genous psychosis’. Forster (1958) suggests that 
schizophrenia amongst Northern Ghanaians is 
atypical, but Fortes and Mayer (1969) take a 
different view and comment that amongst the 
Tallensi of Northern Ghana ‘schizophrenia is 
easily diagnosable by Western criteria’. Clearly 
many authors include a variety of acute transient 
psychoses within their concept of schizophrenia, 
while others, such as Boroffka, do not. Since 
transient psychoses have a short course, usually 
with complete recovery, there is much argument 
as to the prognosis of schizophrenia in Africa. 
Murphy and Raman (1971) state ‘if one labels 
these acute psychoses as schizophrenia, one 
must apparently admit that the disorder carries 
a much better prognosis in some indigenous 
tropical peoples than it does amongst Europeans; 
and that our ideas regarding the chronicity of 
the disease may be wrong. If one excludes these 
acute psychoses from the category of schizo- 
phrenia, on the other hand, one finds that 
although traditional teachings concerning the 
chronicity of the latter disease are undisturbed, 
the apparent infrequency' of “true” schizo- 
phrenia amongst such disadvantaged peoples 
poses a no less serious question’. 

What seems often to be forgotten is that such 
arguments are not peculiar to Africa. Faerge- 
man’s (1963) monograph Psychogenic Psychoses is 
largely concerned with just this point, and in it 
Faergeman puts forward the view that a 
transient psychosis is not schizophrenic, since 
schizophrenia by definition is never transient. 
As already mentioned, Faergeman’s concept of 
a psychogenic psychosis appears particularly 
relevant to the ‘acute psychotic episode’ found 
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so frequently in Africa. On the other hand, if 
some of these acute psychotic episodes are 
regarded as atypical schizophrenias, this concept 
is also well described in the European literature, 
as is also the observation that the atypical form, 
often with an acute confused onset, has a 
favourable prognosis as regards deterioration 
(Bowman and Rose, 1959). It must be admitted, 
however, that confused amorphous psychoses 
with schizophrenic features are so common in 
Africa that they could hardly be termed 
atypical. Probably they are best separated 
conceptually from schizophrenia and regarded 
as part of the group of acute transient psychoses 
already described. If this is done then their 
frequency in the poorer socio-economic groups 
is in keeping with the view that acute psychotic 
reactions to stress are preconditioned in such 
groups by malevolent background factors such 
as organic disease and deprivation. A good 
immediate prognosis is also in keeping with such 
a formulation. Murphy and Raman's suggestion 
that the removal of these acute amorphous 
illnesses from amongst the ‘true’ schizophrenias 
will reduce the frequency of the latter to a level 
very much lower than that in Europe does not 
seem to follow, since there is no hard informa- 
tion available on the prevalence of schizophrenia 
in African populations, whether one includes 
the acute amorphous form or not. What is clear 
is that schizophrenia characterized by ‘classical’ 
symptoms and signs and running a chronic 
course does occur frequently in Africans in all 
socio-economic groups. Thus, Garothers (1953) 
states that ‘schizophrenia is par excellence the 
chronic form of insanity in Africans as in Euro- 
peans’; Murphy and Raman (1971), while 
finding that ‘mild’ forms of schizophrenia 
appear to have a better prognosis in Mauritius 
than in England, also point out that in more 
severe illnesses ‘the proportions remaining 
seriously disturbed (at long-term follow-up) 
are virtually the same’; Boroffka’s views have 
been noted already; while Lambo (1968) does 
not deny the occurrence of schizophrenia with a 
chronic course in the non-literate African. 
Kagwa (1965) notes that schizophrenics of all 
types form the greater proportion of chronié 
patients in Butabika Hospital, Kampala, and in 
an unpublished survey of those, the present 
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author has observed that over half are illiterate 
and of rural origins. Muhangi (1971), studying a 
rural population of people over the age of 50 in 
Uganda has reported an estimated point preva- 
lence rate of 2-3 per cent for classical chronic 
schizophrenia, but interestingly enough has 
commented that the tolerance of their com- 
munity has enabled these schizophrenics to 
remain out of hospital. This is in keeping with 
the views of Murphy and Raman, who, finding 
that where schizophrenia was relatively mild the 
prognosis in Mauritius was much better than in 
England, put forward the hypothesis that this 
might be so because of more ‘accepting’ social 
conditions in the less sophisticated society. 

It seems clear, therefore, that typical schizo- 
phrenia with a typically chronic course occurs 
in Africans of all socio-economic levels. How- 
ever, there is.no doubt but that amongst poorer 
people where, as already noted, predisposition 
favours an acute, fragmented, confused reaction 
to various stresses, a similar reaction of the 
personality commonly dominates the clinical 
picture of early schizophrenia. But this is 
probably a secondary group of symptoms 
analogous to the frequent anxiety reaction to 
early schizophrenia seen in more sophisticated 
patients, and soon disappears to reveal the 
primary symptomatology. Thereafter the course 
is likely to be a deteriorating one, although the 
consequences of this are often minimized by 
supportive and protective social attitudes. This, 
however, should not be overstressed. Muhangi's 
cases were clearly deteriorated behaviourally, 
and although socially accepted were generally 
lonely people. 

With regard to other aspects of the psychosis 
all the authors quoted appear to agree that 
systematized paranoid features are more com- 
mon in the educated, westernized African, 
although not totally absent in the unsophisti- 
cated; and that where paranoid features are 
present delusions of persecution are the rule, 
and grandiose delusions tend to appear only 
with greater personal integration. Other patho- 
plastic features are as would be expected; for 
example, bewitchment and magic rather than 
“electromagnetic waves are the usual means for 
effecting persecution and influence. 

Ја conclusion, like Laubscher, one is im- 
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pressed by the essential similarity of schizo- 
phrenia as it occurs in disparate cultures, a 
phenomenon which argues the formidable role 
of constitutional factors in aetiology and 
suggests that environmental aspects may have 
been over-emphasized. These environmental 
aspects, apart from determining a variety of 
transient psychoses which may be confused with 
schizophrenia, also add pathoplastic colour to 
the clinical picture and appear to soften the 
impact of chronicity and deterioration. They do 
not, however, seem to alter the structure and 
form of schizophrenia. 


Affective psychosis 

By the term ‘affective psychosis’ is meant 
manic-depressive illness, together with other 
disorders characterized by symptoms of de- 
pression. These disorders do not always reach 
psychotic intensity but are included here for the 
sake of convenience. Anxiety states are con- 
sidered with the psychoneuroses, a distinction 
which is traditional in British psychiatry, but 
which Carothers (1953) suggests might not be so 
clear-cut in Africa. 

Hypomanic and manic illnesses are generally 
accepted to be of frequent occurrence in African 
patients in all parts of the continent and have 
been well described by Aubin (1939). His 
description from Africa of elation with under- 
lying irritability, vivacity and pressure of talk, 
distractibility and loss of inhibition, with 
grandiose and expansive delusions and a 
condescending attitude to other mortals could 
readily apply to the European hypomanic. 
Such cases are common in African mental 
hospitals where they almost certainly form the 
majority of cases diagnosed as manic-depressive, 
although the frequency of manic-depressive 
disorder seen in hospital practice appears to 
vary widely from report to report. Thus, Shelley 
and Watson (1936) report the diagnosis in 
21:4 per cent of their admitted cases, Tooth 
(1950) in 19-7 per cent, Carothers (1953) in 
5*1 per cent, Vyncke (1957) in 18 per cent, and 
Wood (1968) in ro per cent. Such discrepancies 
seem more likely due to diagnostic differences 
and errors than to any clear variation in pre- 
valence from place to place. However, although 
the frequency of elated states is widely accepted, 
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there exists considerable controversy in the 
literature as to the rate of occurrence of de- 
pression in the African, and considerable evi- 
dence of a rapidly increasing tendency amongst 
psychiatrists working in Africa to make a 
diagnosis of depression. This problem has been 
well reviewed by Prince (1968) who points out 
that prior to 1957 fourteen authors, with one 
exception (Field, 1962), report that true 
psychotic depressions are rare and that if they 
do occur they are brief-lived and of little 
severity. Ideas of worthlessness and self- 
depreciation are very rare indeed and suicide 
uncommon. From 1957 onward Prince notes 
that twenty-one papers have been published 
which express the contrary view that depressive 
illness is a common phenomenon in the African. 
Nevertheless, these more recent authors con- 
tinue to agree that these illnesses vary from 
what is seen in the European in that patients 
rarely say they are unhappy, rarely depreciate 
themselves, and rarely commit suicide; on the 
other hand projective mechanisms and hypo- 
chondriasis are common. Asuni (1961) comes to 
a similar conclusion, and comments ‘the fact 
that earlier writers have emphasized the rarity 
of depression and later ones have expressed a 
contrary opinion may suggest a change in 
pattern of illness, but it is more likely that 
a better understanding of the situation is the 
answer’. Asuni, in the same paper, reports a 
low incidence of suicide in Western Nigeria 
(less than 1 per 100,000), but concludes that 
suicide rates amongst the Yoruba do not reflect 
the rate of depression because ‘depression does 
not manifest itself with the feeling of guilt, 
unworthiness, and self-reproach, with the con- 
sequent aggressive act directed inwards’. Similar 
views are expressed by Collomb and Zwingel- 
stein (1961), who report on 95 patients diagnosed 
as suffering from depression amongst 1,600 
admissions (6:9 рег cent). They note that 
depression in the African of Senegal is peculiar 
in that the patients do not appear to be deeply 
unhappy or miserable; ideas of self-accusation 
and guilt are absent, and suicide is rare; the 
disorder is characterized rather by ideas of 
persecution, anxiety, hypochondriasis and soma- 
tic complaints, and there is an excellent response 
to treatment with ECT. The present author 
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(German, 1972) reports a study from Uganda 
which sought to relate symptom patterns in 
depression to acculturation to Western patterns 
of life. In 50 consecutive patients diagnosed as 
suffering from depression, complaints of weak- 
ness and lack of energy, insomnia and anorexia 
were present in all; complaints of loss of sexual 
and social interests and signs of psychomotor 
retardation, although not present in all, were 
distributed evenly throughout the group and 
were not related to acculturation. Two features 
shown by the highly acculturated and sophisti- 
cated patients were not seen at all in patients 
who did not speak English, who had not been to 
school beyond the primary stage and who 
occupied themselves in traditional agricultural 
activities. These two features were as follows: 

(1) The spontaneous use of words implying de- 
pression or sadness. The non-acculturated patients 
almost invariably complained of weakness and 
of ‘feeling ill’. Only 4 patient at the top end of 
the acculturation scale used terms like 'de- 
pression’ spontaneously, and only 27 patients, 
again in the upper ranges of the scale, admitted 
to being sad or unhappy when questioned 
directly. Even in these cases sadness was denied 
as a primary phenomenon. They were sad 
only ‘because I am ill’. 

(2) The presence of ideas or delusions of guill and 
worthlessness. Only the same 4 patients at the 
top end of the acculturation scale admitted to 
guilty worthless feelings. Three of these were 
university graduates and the other had under- 
gone training in accountancy in England.* 

There appears to be general agreement at the 
time of writing that depression is quite common 
in African patients. In one study (Namboze et al., 
1972) depression was the commonest symptom 
pattern in a group of pregnant rural African 
women with a variety of psychiatric disorders. 
There is also some reason to think that de- 
pression may be more common in East Africans 
than amongst the typically more extraverted 
peoples of West Africa (German and Assael, 
1971). But why is it that the recognition of 


* Since then only one patient has been seen in whom 
delusions of guilt have appeared in association with un- * 
sophistication and lack of formal eduction. This was in a 
man of 35 converted at the age of 12 to the strict personal 
discipline of a narrow fundamentalist Christian sect. , 
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depression in the African is a relatively recent 
phenomenon? Has there been a real increase in 
incidence in recent years? Prince, in the review 
already mentioned, puts forward four possible 
explanations: 

1. That the diagnosis of depression is asso- 
ciated with ‘social prestige’. That is, that there 
is a tendency to associate depressive symptoms 
with particularly sensitive, intelligent and re- 
sponsible people: that in Colonial days Africans 
were not so regarded and therefore the diagnosis 
was not made. Strictly, it seems likely that this 
attitude is associated mainly with the depressive 
content of guilt and worthlessness, and as seen 
already such contents appear to be rare in 
African patients. What may have changed here 
is the willingness to diagnose depression in the 
absence of symptoms such as ideas of guilt and 
worthlessnes3. 

2. The concept of ‘masked depression’ has 
developed. Carothers comments that ‘de- 
pression masquerades at times in other forms in 
Europe and the chief or sole complaint may be of 
"physical" ог  "neurasthenic" symptoms’. 
Having admitted that depression may so 
masquerade in Europeans, he seems loth, 
however, to admit that the same may happen 
in Africans. Having stated that in Africa patients 
present with predominantly ‘physical’ or ‘neur- 
asthenic' symptoms he goes on to say that 
‘since the diagnosis of depression must in the 
final analysis, depend on eliciting this symptom, 
i.e. depression, such patients cannot be included 
under the heading of depressives’.* 

Putting (1) and (2) together it seems likely 
that depression is diagnosed more freely in 
Africans at the present time in the absence of 
symptoms of guilt and in the absence of spon- 
taneous admissions of being depressed. 

3. Much early writing was based on hospital 
admission data, and quiet, withdrawn de- 
pressives, since they do not fulfil African com- 
munity criteria for lunatics, are not often 
admitted to mental hospital, whereas hypo- 
manics and other exicted patients are. Thus 
early writers rarely saw depression, whereas 
modern writers do because of the great develop- 
ment of out-patient services and other com- 
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munity orientated services in modern Africa. 
This tendency to keep depressed patients at 
home is well ilustrated by Orley's (19702) 
account of a woman of 50 who had had a manic- 
depressive illness for 12 years. For 6 of these 
years she had remained at home doing no 
work, feeling weak, and keeping quiet. She was 
treated during this phase by traditional healers 
to no avail. Later she recovered spontaneously, 
and then relapsed and became excited, abusive 
and aggressive. For this she was admitted to 
mental hospital, and over the next few years 
she was repeatedly admitted because of similar 
excited episodes. Then followed another three- 
year period of remaining at home, quiet, doing 
no work and neglecting her appearance. She 
improved on anti-depressant medication, but 
her relatives refused to take her to hospital for 
further treatment while she was in this de- 
pressive phase. German (1972) also notes that, 
although three hypomanic patients are admitted 
to mental hospital in Uganda for every depressed 
pauent admitted, in the out-patient clinics the 
ratio of retarded depression to hypomania is 
about 7:5, and would be much higher than 
this if depressions without retardation were 
included. 

4. Finally, Prince suggests that there may have 
been a real increase in depressive illness in 
Africa in recent years. There is no hard evidence 
for this. Depression, without ideas of guilt, is 
common in totally unsophisticated non- 
acculturated Africans, but these cases do not 
appear to have been diagnosed in the past for 
reasons already noted. However, depression in 
Europe reaches its peak incidence over the age 
of 50, and increasing longevity of African popu- 
lations may be a factor producing a real increase 
in incidence. Before 1:960 the average life 
expectancy in East Africa was less than 40 years. 

If depression is common in Africa, possibly as 
common as in Europe, there can be no doubt 
that the symptom patterns are somewhat 
different from those in Europe, as already 
mentioned. Self-directed symptoms are rare, 
and persecutory delusions, hypochondriasis and 
somatic complaints predominate. Carothers 
(1953) suggests that this is due to a ‘lack of 
responsibility’ in the African, but this should 
perhaps be qualified to ‘lack of personal res- 


472 
ponsibility in favour of the group’. It might be 
suggested that feelings of guilt and worthlessness 
can only develop in the presence of a highly 
developed sense of personal identity as distinct 
from and in competition with the surrounding 
group. The majority of African patients are 
‘group orientated’ rather than ‘self-orientated’. 
This tenuous sense of self can be seen in the 
ease with which personal names may be com- 
pletely changed several times in one or two 
years with difficulty in remembering previous 
names. The family, village or clan group, 
however, is not forgotten. It may be that ideas of 
personal responsibility and hence ideas of 
personal guilt can only appear when the group 
as a locus of identification is given up in favour 
of an individual identity associated with a 
competitive and aggressive attitude to other 
people. If this is so, and the evidence suggests it 
may well be so, then delusions or ideas of guilt, 
feelings of self-depreciation and worthlessness, 
and preoccupations with sin may all result from 
pathoplastic rather than pathogenic factors in 
the aetiology of depressive illness (see also 
Diop, 1967). 

Suicide may be in the same category, but 
present reports as to the frequency of suicide in 
Africans are contradictory. As noted, Asuni 
gives an estimate of less than 1 per 100,000 in 
West Africa, and Laubscher (1937) also reports 
an incidence of less than 1 per 100,000 in South 
African negroes. But Fallers and Fallers (1960) 
report higher incidence figures for East Africa, 
and their figure for Busoga District of Uganda 
(8:5 per 100,000) begins to approach that for 
England and Wales. Such figures must be viewed 
with considerable caution. Social and cultural 
factors probably prevent the too frequent 
diagnosis of suicide just as much in Africa as in 
Southern Ireland. Orley (1970a) bas pointed 
out that, at least for the Baganda, ‘suicide is a 
terrible act’. The body of a suicide is feared, 
burial is in haste and without respect for the 
body, and no one can inherit from a suicide. In 
addition to such attitudes, detection of suicide 
for official purposes depends on the efficiency 
and strength of law-enforcement agencies such 
as police and magistrates—both of which are 
usually inadequate in most African countries. 
Reliance on official reports such as coroners’ 
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records is likely to be misleading, and the 
frequency of suicide may well be nearer Fallers 
and Fallers’ figure than otherwise. 


Organic psychoses, epilepsy and alcohol 

Organic factors appear to operate in at least 
two ways in the production of mental disorder, 
and both of these appear to be of considerable 
importance in Africa. 

In the first case organic disorders and depriva- 
tions, whether cerebral or systemic, seem to 
exert a powerful background conditioning effect 
which facilitates the appearance of subsequent 
acute mental disorder in response to minimal 
precipitations, and colours the symptomatology 
of such disorders when they appear. This type 
of effect has been discussed in the section on 
transient psychoses, and may well be responsible 
for the observations which led Carcthers in 1951 
to suggest that some African patients seem to 
suffer from ‘frontal idleness’; and Bert (1951) to 
assume a certain background lability of cerebral 
processes in some Africans. With such pre- 
conditoning, added stresses, organic or psycho- 
genic, acquire an unexpected aetiological power 
and produce a range of psychotic reactions of 
amorphous symptomatology which, in more 
developed societies, are more often seen in old 
age or in other states in which some degree of 
cerebral impairment is clearly in the back- 
ground. 

In the second case, organic illnesses such as 
pneumonia or typhoid operate as a primary acute 
cause of mental disorder, precipitating acute 
or subacute delirium. In other cases the organic 
process is more chronic or destructive and leads 
on to dementia. This second group of organic 
mental disorders is especially common in Africa 
and reflects the presence of a wide range of 
serious organic illnesses in all parts of the 
continent (Shelley and Watson, 1936; Dem- 
bovitz, 1945; Tooth, 1950; Rainaut, 1958; 
Collomb and Plas, 1958; Salles, 1961 and 
Lambo, 1962). Reviewing the observations of 
these authors, Jilek and Jilek-Aall (1970a) list 
the following conditions in order of their 
relative importance as aetiological agents: 
‘Meningo-encephalitis of various aetiology. 
Trypanosomiasis. 

Malaria (cerebral malaria). К 
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Syphilis. 

Pulmonary infections. 

Amoebic dysentery. 

Bilharziasis. 

General malnutriton, especially protein deficiency 

(also leading to hormonal imbalance). 
B-avitaminosis. 

Drug addiction. (Cannabis indica or hashish, bhang; 

Catha edulis; miraa; Datura stramonium). 

Helminthic infestations (cerebral cysticercosis, ascari- 
asis, ancylostomiasis, trichinosis, filariasis). 
Climatic effects (heat stroke, rapid dehydration). 

In the experience of the writer (in Eastern 
Africa) ethyl alcohol (and methyl alcohol) 
should appear at the top of this list, and stress 
should also be given to typhoid, paratyphoid, 
tuberculosis and tropical ulcer. As Jilek and 
Jilek-Aall (1970a) also observe, it is often 
important to consider poisoning, either deli- 
berate, or resulting from excessive consumption 
of 'traditional' medicines containing active 
pharmacological substances. Brain damage from 
trauma (either in road accidents or by criminal 
assault) is an increasingly common cause of both 
acute and chronic brain syndromes. Often 
multiple pathologies are present, and, as Shelley 
and Watson (1936) found, malaria, hookworm 
(with anaemia) and schistosomiasis are so 
common in most African patients as to be very 
frequent complicating factors of other physical 
disorders. Parenchymal neurosyphilis (GPI.) is 
found throughout Sub-Saharan Africa; it is 
more frequent than in Britain, and shows no 
special features not found elsewhere, although 
tabes dorsalis is extremely rare (Masawe and 
German, 1972). 

'The resulting acute brain syndromes do not 
appear to differ in any essential way as regards 
clinical picture from the classical descriptions of 
Wolff and Curran (1935). This is also true of 
chronic brain syndromes. Probably the most 
significant and noteworthy feature of these 
organic conditions is the relative rarity of brain 
syndromes due to old age, arteriosclerosis and 
hypertension. Ámongst these senile dementia 
is the most common. Thus, Lambo (1965b) finds 
49 cases of senile dementia amongst 71 patients 

. over the age of 60 with an organic psychosis. 
There were only 17 cases with cerebral arterio- 
sclerosis and 5 with a toxic-infective confusional 
state. 
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Epileptic manifestations of all kinds are 
extremely frequent in clinical practice in Africa 
(Carothers, 1948; Gelfand, 1957; Planques and 
Collomb, 1957; Bird et aL, 1962; Aall-Jilek, 
1965; Powell et al., 1966), and may well be 
responsible for a proportion of those cases seen 
with acute transient psychotic episodes. In 
reports from Tanzania (Aall-Jilek, 1965; Jilek 
and Jilek-Aall, 1970b) the relationship between 
high prevalence rates of epilepsy, poor social 
conditions and disease is stressed. These authors _ 
consider brain damage resulting from lack of 
obstetrical care, or from brain-damaging infec- 
tions in infancy together with widespread 
protein-calorie malnutrition, as important in 
the aetiology of epilepsy in Africa. They believe 
their prevalence rate for epilepsy of 20 per 1,000 
was probably an underestimate, but point out 
that the Wapogoro tribe, amongst whom they 
worked, is a particularly poor and disadvantaged 
group of people. Orley (1968; 1970b) found a 
much lower prevalence rate (2-3 per 1,000) in 
Buganda, a wealthy and fertile district of 
Uganda with good health services. Orley also 
stresses the deleterious effects of social attitudes 
towards the epileptic in Buganda. Thus epilepsy, 
believed to be infectious, leads to harsh segrega- 
tion of the African child, to his being taken away 
from school, and to a belief that his brain 
becomes ‘spoilt’ permanently. Orley points out 
that many see epilepsy as a purely ‘African’ 
disease and not therefore understood or treat- 
able by Europeans. At the same time he com- 
ments (as does Aall-Jilek) on the gratifying 
clinical response of most epileptics to simple and 
cheap medication with phenobarbitone; but he 
also mentions that most unsophisticated African 
patients expect a ‘once-and-for-all cure’, and 
are unwilling to take daily medication in- 
definitely—a problem also in the long-term 
treatment of schizophrenia. Finally, Asuni and 
Pillutla (1967) have confirmed in Nigerians the 
association between temporal lobe epilepsy and 
schizophrenia-like psychoses described in 
English patients by Slater and Beard (1963). 
Alcohol addiction and resulting psychoses are 
extremely common in Eastern Africa (German, 
1972). Wood (1968) reports that in 13 per cent 
of all admissions to Butabika Mental Hospital, 
Kampala, in 1965, alcohol was an important 
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cause of acute mental disorder. On the other 
hand, Asuni has informed the present writer 
that alcoholic psychoses are extremely rare in 
clinical practice in Western Nigeria, a difference 
which is very difficult to account for. In Uganda 
cultural factors are important in the develop- 
ment of alcohol addiction, and German (1972) 
points out that: 

1. There is widespread ignorance of the 
dangers of excessive drinking. 

2. Alcohol is regarded as strengthening, an 
aphrodisiac, and a remedy for worms. 

3. There is no background religious convic- 
tion that drunkenness is sinful. 

4. Local beers are unfiltered, used as a substi- 
tute for food, and fed to babies. 

These appear to be some of the factors which 
have contributed to the unhappy fact that 
alcoholism has become a major public health 
problem in Uganda. From a clinical viewpoint, 
acute alcoholic psychoses (‘pathological 
drunkenness’), delirium tremens, and alcoholic 
dementias are common and similar to these 
states elsewhere. However, in Uganda, many 
patients are admitted in a confused, clouded 
state after heavy drinking, but unlike the simple 
drunk take 5-10 days to recover. This long- 
lasting effect of heavy drinking may be due to 
prolonged hypoglycaemia, which has been 
described as a common consequence of alcohol 
intoxication in Uganda (MacSearraigh, 1969). 
As a result it has become routine to administer 
dextrose intravenously to intoxicated patients 
admitted in semi-comatose or comatose states 
to hospitals in Uganda. 


CiLINICAL AspEcTs—PsyCHONEUROSES 


‘There used to be a myth current in Europe 
that there were no mental illnesses in Africans, 
but it has become obvious in medical circles 
there there are, in fact, plenty of “mad” people 
in Africa, so the myth has been changed to 
suggest that there is no neurosis amongst 
African subjects.” Thus does Orley (1970a) 
preface his description of neurotic conditions 
amongst the Baganda, going on to point out that 
the African is surrounded by stresses and 
worries relating to physical dangers, high infant 
mortality rates, crop failures, and the very 
important and ever present fear of bewitchment 
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or of other evils caused by the constantly present 
world of malevolent and hostile spirits. He goes 
on to state that large numbers of people in 
rural as well as urban areas complain of persist- 
ent, diffuse symptoms which would be regarded 
as of neurotic origin in Europe. In an area 
where parasitic infestations and other physical 
ills are common it is only too easy, particularly 
for the doctor dealing with a hundred cases in a 
morning, to treat such patients for something 
physical (usually without much success). 

The confusion over the use of terms like 
‘psychotic’ or ‘psychoneurotic’ is such that in 
African psychiatry, fortunately perhaps, little 
attempt has been made to use them except as 
descriptive terms for the intensity of symptoms. 
In this article, however, for convenience sake, 
mild states of depressive illness have been 
considered together with the more severe 
affective psychoses. As mentioned, these de- 
pressions in Africa tend to present with hypo- 
chondriacal complaints, insomnia and feelings of 
weakness. Anxiety is commonly mixed with this 
clinical picture as a secondary feature. 1t is now 
necessary to consider anxiety, hysteria and 
obsessional states more fully; but before doing so 
it should be pointed out that many conditions 
which seem clearly due to massive and un- 
controled anxiety present in the African as 
psychotic episodes, and as such have been 
described under the section on acute transient 
psychoses. Although various factors seem to 
contribute a picture of clouding of consciousness 
to some of these acute psychoses, nevertheless 
many of them are clearly precipitated by stress, 
are characterized by hallucinations and delu- 
sions with meaningful contents, and respond 
rapidly to rest and non-specific sedation. They 
are probably best thought of as psychogenic 
psychoses occurring in poorly integrated per- 
sonalities, and as such are clearly part of con- 
cepts such as anxiety and hysteria. Carothers 
(1953) refers to these psychogenic psychotic 
states as ‘unclassified’, but, perhaps significantly, 
discusses them together with psychoneuroses 
rather than with psychoses. 


Anxiety states 


Anxiety appears to be widespread in African 
populations. According to Carothers (195) 


‘anxiety is always felt to be an outcome of a 
bewitchment (and poisoning) which is threaten- 
ing one’s personal or procreative life. Therefore, 
phobias are always frankly related to some 
known or unknown source of witchcraft, and 
physical symptoms take predominantly the 
forms of gastric and cardiac neuroses and of 
impotence’, While this is still largely true, the 
last ten years has seen a rapid growth in the 
numbers of sophisticated and educated Africans 
who present their anxieties in a somewhat 
different way, and who, sophisticated enough to 
consult a psychiatrist willingly, have been more 
intensively studied. A good example of such 
‘sophisticated’ anxiety states, yet with a pecu- 
liarly local colour, is the ‘brain-fag syndrome’ 
(Prince, 1960, 1962; German et al, 1970; 
German and Assael, 1971). This is a condition 
seen in Áfrjcan schoolchildren and students, 
who complain of severe headache made worse 
by reading (usually textbooks), pain in the eyes, 
and an inability to remember school lessons or 
lectures or what is read. Together with these 
there are often other psychophysiological symp- 
toms-—palpitations, sweating and tremors—and 
usually a complete denial of anxiety about 
studies. The authors who have described this 
condition suggest that the symptoms themselves 
are not peculiar but that what is unique is the 
social matrix in which these symptoms develop. 
Also interesting is the frequency of the condition 
—over 50 per cent of school children were 
afflicted in some schools investigated by Prince 
in Nigeria. There is a unique background 
usually of illiterate peasant parents investing all 
their wealth and vicarious ambition in one 
child, chosen from many to be the recipient of 
education (not always the most intellectually 
able child), who comes to see education as a 
magic key to wealth, status and power, and 
possibly links it with basic survival drives. 
Isolated from parents by his increasing sophisti- 
cation, from teachers by rigid hierarchical 
barriers in schools, and from other students by 
his need to conceal his anxieties lest he lose face, 
and struggling to learn in a second language, it 
is perhaps not surprising that so many succumb 
‘to anxiety. Group psychotherapy and anti- 
depressant medication are said to be helpful in 
maintaining these students at school. 
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Apart from these cases one must agree with 
Carothers as to the common association between 
anxiety symptoms, fear of bewitchment, or fear 
because of the ever present possibility of having 
broken some taboo or neglected some ritual. 
The focusing of such fears on heart, stomach and 
genitalia is strikingly common, and, as Kagwa 
(1965) states, ‘diffuse free-floating anxiety is 
uncommon’. The same author describes well the 
characteristic complaints of restlessness, vague 
fears, palpitations of the heart and diffuse bodily 
sensations colourfully described which are so 
common in out-patient clinics in most African 
countries. Carothers (1953) denies the capacity 
of the African to describe his symptoms in rich 
and colourful detail. The experience of the 
present author is exactly the opposite and 
would agree with that of Vyncke (1957) who 
stresses that ‘la richese d’images’ is characteristic 
of the anxious African. ‘Il faut reconnáitre que 
les indigénes ont l'art de décrire d'une facon trés 
imagée et trés vivante tout ce qu'ils ressentent. 
Ils comparent. Ils concrétisent. C'est la base 
méme de tout raisonnement chez eux'. Com- 
parisons of pain or sensations with ‘moving 
waters in the head' or 'insects pinching in the 
skin’, or ‘steel spikes being driven into the 
bones’ are common. 

Gelfand (1947) points out that anorexia 
nervosa may occur and may be fatal, and stresses 
the frequency of cardiac neuroses with symp- 
toms of palpitations, precordial pain and 
dyspnoea. Muwazi and Trowell (1944) are 
impressed by the numbers of such patients in a 
general medical out-patient department, and 
show how many Africans, having no knowledge 
of the function of the heart or the circulation of 
the blood, are fearful of any sensation which 
suggests that the heart is ‘moving’. 

In conclusion, the general consensus appears 
to be that, apart from ‘psychotic’ or ‘frenzied’ 
anxiety, these anxious states are essentially 
similar to anxiety as described in the European, 
and respond to similar therapeutic measures, 
including intelligent and authoritative re- 
assurance. But it should be noted here that, in 
view of the frequency of anxieties related to 
bewitchment or non-observance of ritual, 
authoritative reassurance may be effective only 
if given by a specialist in these matters, i.e. the 
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witchdoctor (or priest-healer, as his role in 
society is best described). The effect of inter- 
vention by a priest-healer may be dramatic, and 
lest this be thought a colourful example of 
African backwardness it should be pointed out 
that the situation seems analogous to the effect 
of the confessional on the devout, but guilty, 
Roman Catholic patient in Western Europe 
(German, 1969). 


Hysteria 

Dembovitz (1945) has said that ‘hysteria is the 
hall-mark of psychiatry in Africans. While 
noting that he was talking of African soldiers, 
with much need and opportunity for secondary 
gain, one must nevertheless agree that hysterical 
manifestations are exceedingly common in 
Sub-Saharan Africa. Like anxiety, hysterical 
manifestations may figure largely in the 
symptomatology of acute transient psychoses, 
and so common is this type of psychotic picture 
that Smartt (1964), as already noted, has 
suggested the term ‘hysterphrenesis’ for it. 
Kagwa (1965), with the same point in mind 
talks of ‘hysteroid syndromes’ and defines these 
as ‘transitional states between hysteria and 
psychosis’, a concept more easy to understand 
if ‘psychosis’ is used in a purely descriptive and 
quantitative sense. Although such acute psy- 
chotic illnesses, with massive hysterical dissocia- 
tions, conversions or twilight states are common, 
milder conversions and dissociations are even 
more common. Assael and German (1970) 
suggest that the frequency of hysterical mani- 
festations may be related to poor socio-economic 
conditions via the effect on integrated per- 
sonality development of physical deprivations 
(especially those affecting Cerebral develop- 
ment); possibly in África an emphasis on systems 
of thought dominated by affect rather than 
cognition also plays an important role (Haworth, 
1968). Kennedy and Neville (1957) stress the 
frequent association between hysteria and brain 
damage, and Slater (1965) appears to suggest a 
similar association with a variety of physical and 
mental disorders. It is of interest that hysteria 
appears to be diagnosed less frequently as 
societies achieve better standards of nutrition, 
health and education. In Africa, where high 
standards in these areas have not yet been 
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achieved, and where thinking remains domi- 
nated by, in Haworth’s words, ‘affective- 
mythopoietic constructions of reality’, hysterical 
manifestations occur with a frequency, drama 
and colour reminiscent of descriptions of the 
disorder in Europe at the end of the nineteenth 
century. There seems to be general agreement 
with regard to this, and authors such as Caro- 
thers (1953) and Vyncke (1957) emphasize the 
frequency of aphonia, deafness, motor pareses, 
blindness, ‘fits’, and other conversion symptoms, 
together with amnesias and fugues. These 
conditions are most common in adolescents, 
but are also seen in older age groups; precipi- 
tants are usually fairly obvious; and, as Kagwa 
(1965) notes, the onset of symptoms often occurs 
during a febrile episode. Orley (1970a) notes the 
hysterical quality of trances and possession 
states, and makes the important point that such 
states are culturally sanctioned, are expected of 
the individual in certain religious rituals, and are 
often rewarding in that persons who have 
successfully achieved such states may set up in 
lucrative practice as a diviner and healer. Other 
writers (Kagwa, 1964; Muhangi, 1972) have 
discussed the frequent outbreaks of ‘mass 
hysteria’ (usually in schools) in Africa, and 
Muhangi sees this as a more primitive response 
to the same anxieties which precipitate 'the 
brain-fag syndrome’ in more mature and 
sophisticated students. It is of interest that the 
student group examined by Muhangi was of 
low socio-economic background, intellectually 
disadvantaged, and contained a high proportion 
of refugee children. 


Obsessional-compulsive states 
Obsessional-compulsive illnesses, as distinct 
from obsessional-compulsive symptoms in the 
setting of other psychiatric disorders, are not 
very common in European psychiatry. In 
Africa they are very rare indeed. Tooth (1950) 
diagnosed three cases in West Africa; Carothers 
(1953) mentions none; Vyncke (1957) describes 
the only case in which he made this diagnosis, 
and it may be of significance that his patient 
was a student of theology; while German and 
Arya (1969), studying a population of university ' 
students, stress the complete absence of 
obsessional-compulsive illness in their material. 


BY ALLEN GERMAN 


Carothers suggests that the rarity of such states 
in individual Africans is due to the fact that the 
entire African mode of life is controlled by 
group obsessional rituals. It is true that ritualistic 
observances dominate most areas of living in 
traditional African cultures and provide clear- 
cut standards of right and wrong. The tendency 
towards group identification rather than self- 
identification may be responsible for the 
frequency of projective mechanisms and the 
rarity of self-directed accusations in depressive 
illness, as already noted; similarly the need for 
obsessional-compulsive rituals as a defence 
against anxiety may find satisfaction in the 
group rituals of the African tribe. 


CONCLUDING REMARKS 

The general picture of African psychiatry that 
emerges at.the present time has an overall 
similarity to psychiatry in other parts of the 
world. Differences seem to be determined in 
part by physiological deprivations and physical 
disease and in part by cultural differences and 
widespread illiteracy. It seems probable that if 
the comparison were to be made between 
psychiatric disorder today and psychiatric 
disorder in Europe one hundred years ago the 
differences would be even less marked. The 
prevalence of psychiatric morbidity seems much 
the same as elsewhere; schizophrenia, manic- 
depressive disorder and organic psychoses 
exist in their familiar forms, although in different 
proportions; neurotic illness is widespread, 
although little studied; psychogeriatric problems 
are beginning to appear. Differences are mainly 
of a pathoplastic sort, and such differences as 
exist are likely to become less as development 
accelerates. At present the main differences 
seem to be (1) the frequency of amorphous, 
easily precipitated and recurrent transient 
psychoses; (2) the better social prognosis of 
schizophrenia, probably because of more accept- 
ing attitudes towards the disorder; (3) the 
relative absence of self-directed and self-centred 
symptoms such as notions of worthlessness and 
guilt, and obsessional-compulsive rituals; (4) the 
presence instead of the widespread use of 
‘projective mechanisms as seen in the frequency 
with which paranoid thinking of the persecutory 
type dominates the symptomatology of many 
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illnesses, and finally (5) the high frequency of 
hysterical symptoms and states, often occurring 
with psychotic intensity, and possibly related to 
physical and emotional deprivations. 

Referring to the tendency to think that 
because culture and other matters are very 
different as between Europe and Africa therefore 
the systems of psychiatric thought developed in 
Europe and America are likely to be of scanty 
relevance to the African scene, Sir Aubrey Lewis 
has this to say: ‘This seems to me a fallacy 
proceeding from unsound premises, and leading 
to a reductio ad absurdum. There is no convincing 
evidence that the aetiology and pathology 
(including the psychopathology) of the varieties 
of mental disorder is different in Africans from 
what it is in Europeans, or that the incidence is 
grossly different, or that very diverse traditions, 
religious and social institutions have had more 
than a pathoplastic influence on the manifesta- 
tions of mental illness. It may be that there are 
stronger and deeper differences in cause and 
form than I am implying, but it has not been 
demonstrated’ (Lewis, 1961). 

It would appear that such basic differences 
still have not been demonstrated, and it seems 
unlikely that they ever will be. 
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The Nature of Anxiety" 


By MALCOLM LADER 


Introduction 

My choice of subject for this Memorial 
Lecture is one which I hope would have been 
approved of by the late Dr. Shorvon, who must 
have often applied his great therapeutic acumen 
to the treatment of anxious patients. I intend 
to present neither a compendious review of 
some aspect of anxiety nor a catalogue of recent 
research work. Rather, I shall outline some 
conceptual and practical problems met in 
investigatin? an emotion. Such problems have 
occupied medical men and also many philoso- 
phers, psychologists and theologians. 1 shall 
outline the types of anxiety, using the term 
loosely, and then attempt a scientific analysis 
ending with some speculative model-making. 


Normal anxiety 

The Arabian scholar, Ali ibn Hazm (994- 
1064) wrote: ‘No one is moved to act, or 
resolves to speak a single word, who does not 
hope by means of this action or word to release 
anxiety from the spirit’. Theologians such as 
Seren Kierkegaard (1844) and Reinhold 
Niebuhr (1941) have emphasized that anxiety 
is the price paid for personal freedom, for the 
recognition of the reality of freedom. 

Anxiety is an ubiquitous phenomenon in 
everyday life. The executive dithering over 
decisions, the factory worker unable to keep up 
the pace, the salesman on commission failing to 
clinch deals, all exemplify work situation 
anxiety. Marital friction, parental problems 
with rebellious adolescents, and even leisure 
and social activities, may give rise to the vague 
emotion of anxiety. Because of their common 
occurrence, these anxieties can be legitimately 
labelled ‘normal’, that is by the statistical norm. 
. However, like dental caries, such anxiety is still 
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abnormal in the absolute sense. Perhaps one of 
the criteria for Utopia is absence of all anxiety, 
the state of Grace. 


State and trait anxiety 

Many psychologists carefully distinguish be- 
tween ‘state anxiety’ and ‘trait anxiety’ (Levitt, 
1968). State anxiety refers to anxiety felt at a 
moment in time—‘I feel anxious now’, whereas 
trait anxiety refers to a habitual tendency to be 
anxious in general—‘I often feel anxious’. The 
latter is better termed 'anxiousness'. Of course 
an individual with high trait anxiety may not 
be experiencing state anxiety at any particular 
instant, but he is more likely to than someone 
with low trait anxiety. Furthermore, a highly 
anxious person may avoid anxiety by minimizing 
anxiety-provoking situations in his life. Trait 
anxiety can be assessed subjectively by the 
individual himself, or objectively by his relatives 
and associates sensing his anxiety. In both cases 
state anxiety must be frequent for the self- 
realization or independent judgement of high 
anxiety-proneness to be made. If a person's life- 
situation becomes more anxiety-provoking he 
will eventually regard himself or be regarded by 
others as anxiety-prone, unless allowances are 
made for the increased stresses. 

Anxiety, both as a trait and as a syndrome, is 
strongly influenced by genetic factors (Slater 
and Shields, 1969). For example, we admini- 
stered the Middlesex Hospital Questionnaire 
to 17 pairs of identical and 15 pairs of fraternal 
adult male twins, The MZ intraclass correla- 
tion coefficient for the free-floating anxiety scale 
was -|-0:56 (P < o-or) and for phobic anxiety 
-+-0-60 (P < 0-005); the corresponding values 
for the DZ twins (--0: 12 and —o-12) were not 
significant (Young, Fenton and Lader, 1971). 


Pathological anxiety 
The next distinction, of most importance to 
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practising physicians, is that between normal 
and pathological anxiety. Pathological anxiety 
occurs when a patient complains of anxiety 
which is more frequent, more severe or more 
persistent than he is, accustomed to and can 
tolerate. Some patients describe anxiety symp- 
toms as a change in their emotional status. They 
regard themselves and are judged by their 
relatives as having been relatively free from 
anxiety hitherto; they see their present symp- 
toms as a departure from their previous norm 
(pathological state anxiety). The anxiety symp- 
toms occur as an ‘attack’ and fit the medical or 
process model of illnes (Cohen, 1955). In 
contrast, other patients admit to always having 
been more anxious than their peers (pathologic- 
ally high trait anxiety). Here, the condition is 
one of abnormal personality and fits the devia- 
tion model of disorder. However, the two types 
of condition commonly occur together, with 
increased life-stresses raising the anxiety of an 
already anxiety-prone individual 

The recognition of pathological anxiety is an 
operational change, and essentially occurs when 
an individual seeks medical or other help. There 
may have been a distinct rise in anxiety level; 
an alteration in life situation, such as promotion 
at work or more family responsibilities, may 
increase anxiety beyond tolerance. Alternatively, 
an anxious person may realize he can seek help 
after viewing a relevant television programme, 
or reading a newpaper article. 


Clinical anxiety 

Like other emotions, anxiety is a feature of 
many clinical states. It is common in depressive 
states and may be associated, with motor agita- 
tion. In phobic syndromes the anxiety is directed 
towards an object or situation but is irrationally 
disproportionate; in obsessive-compulsive dis- 
orders the obsessive ritual may lower the level of 
anxiety temporarily. Contrary to accepted views, 
anxiety may be quite pronounced in patients 
with chronic hysterical conversion symptoms. 
Anxiety can also be a symptom of schizophrenia, 
organic confusional states or epilepsy and is 
understandable as a response to the other mental 
symptoms, e.g. to guilt in the depressive, or to 
perceptual distortions in the schizophrenic or 
delirious patient. Anxiety may also be the major 
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feature of the clinical picture without other 
disturbances, and be ‘free-floating’, ie. not 
attached to any object: the term 'anxiety state' 
describes this illness. The prevalence of anxiety 
states is variously estimated as 2 to 5 per cent of 
the total population and 7 to 16 per cent of all 
psychiatric patients. It is most common in 
young adults, affecting both sexes equally 
(Lader and Marks, 1971). 

This condition of pervasive, severe anxiety 
without apparent cause, occurring in panic 
attacks or more continuously, poses many 
problems for the clinician. Our understanding of 
pathological anxiety is fragmentary, but morbid 
anxiety seems to differ only in degree and notin 
quality from normal anxiety, that emotion which 
we all experience. Consequently, we can 
approach morbid anxiety by a scientific study 
of normal anxieties. In this respecf' one should 
attempt a definition, but I believe that anxiety 
is not definable. Similarly, physicists accurately 
quantify the effects of gravitation force but 
cannot define this force. It is easier to discern 
the effects of anxiety than to define it or to 
suggest a consistent plan or model of the mecha- 
nisms underlying the production of anxiety, 
normal or abnormal. Depending on one’s 
viewpoint, anxiety is an intra-psychic pheno- 
menon (or more strictly speaking, a noumenon), 
a behavioural response to cognitive factors, an 
intervening variable modifying behavioural 
styles, a central concomitant to a specific physio- 
logical pattern, a response to stress, etc. I shall 
outline three of these interpretations: subjective 
aspects, cognitive factors and physiological con- 
comitants of anxiety. 


SUBJECTIVE Aspects 

Mind-body relationship 

Anxiety is experienced, i.e. it has intra- 
psychic features; indeed, many regard it as 
primarily an intrapsychic state. Inevitably we 
encounter the problem of the mind-body 
relationship. Descartes developed the dualistic 
ideas which in one form or another still permeate 
Western thought. Wundt (1894) conceived of 
physical reactions as consequences of mental, 
events and of bodily changes acting in turn on 
the mind. Recent less distinctly dualistic models 
include that of Bertrand Russell (1921) in whieh 
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the mind ends a bodily chain of increasing com- 
plexity. This model blurs the distinction be- 
tween mind and body, but implies that the 
relationship between them is itself complex. 
Many medical scientists implicitly assume an 
isomorphism or parallelism in which events in 
the body have a counterpart in the mind and 
vice-versa (Hillman, 1960). Everything occurs 
simultaneously in both spheres, and therefore 
events cannot occur in the mind in isolation. 
The ‘interface’ between mind and body is 
assumed to be extensive but simple, although 
one cannot say whether this relationship differs 
fundamentally from, for example, the translation 
of physiological events into biochemical pro- 
cesses. Nevertheless, the assumption of parallel- 
ism in research in this area sidesteps the issue 
of the mind-body relationship by simplifying it 
to the poin#where it can be ignored. 


Consciousness 

Conscious occurrences form only a very small 
proportion of all brain events. Other processes— 
non-conscious, subconscious, preconscious—can 
be inferred indirectly but examined only when 
brought into consciousness or allowed beha- 
vioural expression. The techniques for rendering 
non-conscious events conscious are mainly those 
of psychoanalysis in the Western World and 
meditation in the East. A substantial proportion 
of psychoanalytical theory was developed origin- 
ally from the key concept of subconscious 
anxiety. However, Freud (1915) carefully dis- 
tinguished conscious affects from unconscious 
affect-formations. He states: We know that an 
affect may be subjected to three different 
vicissitudes: either it remains, wholly or in part, 
as it is; or it is transformed into a qualitatively 
different charge of affect, above all into anxiety; 
or it is suppressed, i.e. its development is 
hindered altogether’ . . . “In every instance 
where repression has succeeded in inhibiting 
the development of an affect we apply the term 
“unconscious” to those affects that are restored 
when we undo the work of repression’. ‘So that, 
strictly speaking, ... there are no unconscious 
affects in the sense in which there are un- 
“conscious ideas.’ Thus ‘unconscious emotion’ is 
a ‘potential disposition’ rather than an emotion 
itself. 
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Unfortunately psychoanalytical techniques 
are lengthy and complex. All observational 
techniques alter in some way the phenomena 
being observed, the ‘reactive error’ in research. 
With psychoanalytical techniques, the observa- 
tional error is probably important and yet 
cannot be estimated. Consequently, data ob- 
tained using these methods do not comply with 
scientific criteria. That non-conscious events 
occur or that non-scientific methods of study 
are fruitful cannot be gainsaid, but the diffi- 
culties must be emphasized. Scientific studies in 
the laboratory are limited to conscious anxiety, 
i.e. of which the subject is aware and of which 
he complains. 


Semantics 

Although we cannot define subjective anxiety 
because of the philosophical problems of 
consciousness and the mind, we can attempt a 
description. The English language has many 
words near-synonymous with anxiety (Lewis, 
1967). In many Western languages two groups 
of words exist: firstly, those derived from the 
Latin anxietas, and meaning disquiet; 
secondly, those derived from angor which 
refer to a sense of constriction. In common 
speech, anxiety signifies both of the Latin roots; 
in psychiatry, it is a relatively recent introduc- 
tion, partly as a mistranslation for the German 
word angsi. Therefore, ‘anxiety’ as used by 
psychologists or psychiatrists should be recog- 
nized as a technical term with the limitation in 
meaning but increase in precision in a technical 
term. As Davitz (1969) puts it: the use of such 
everyday words adds ‘a certain human richness 
to... technical vocabulary, but it also adds a 
considerable potential for confusion in a field 
that hardly needs additional sources of noise in 
the channels of professional communication’. 


Properties of anxiety 

Some properties of subjective anxiety are 
characteristic but not exclusive to it. Anxiety has 
an unpleasant, anhedonic quality which can be 
almost unbearable. However, other emotions 
such as guilt and revulsion are also unpleasant. 
Furthermore, under some conditions and in 
some people anxiety may be pleasurable and 
danger actively sought. Racing-car drivers and 
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circus performers experience anxiety, and the 
spectators experience danger vicariously. A 
second property of anxiety is that it is a pros- 
pective emotion directed towards the future, 
like hope and pleasant anticipation. This 
contrasts with emotions like guilt, regret and 
gratitude which refer to past events. 


Anxiety and fear 

An important but difficult distinction is 
between anxiety and fear, as in both states 
impending danger is sensed. In fear the source 
of danger is recognizable and the feeling pro- 
duced is reasonably commensurate with the 
danger. In anxiety, there is either no discernible 
danger or the danger is by commonsense 
standards disproportionate to the emotion 
produced. This exemplifies the general distinc- 
tion between directed and diffuse emotions. 
Similar relationships hold for glee after good 
news and a general sense of well-being; for hate 
towards a particular individual and misanthropy 
in general. With anxiety it is a value-judgement 
whether the danger justifies the emotion, and it 
is more logical to regard anxiety and fear as 
opposite ends of a continuum than to allot them 
to rigid categories. Other aspects of these 
emotions, such as the feeling itself and its 
physiological concomitants, are very similar, 
although bodily feelings are often greater in fear 
(Davitz, 1969). Driving in heavy traffic illus- 
trates the difference. An imminent collision 
produces an emotion which, because the threat 
is readily apparent, is labelled fear. If the 
collision is averted, an even more powerful 
emotion ensues which although tinged with 
relief is primarily anxiety. It has no easily 
discernible roots but is a complex of appre- 
hensions of death, injury, family responsibilities, 
etc. 


Соамтттув Facrors 


Siress is a change in environmental conditions 
which observers regard as of some objective 
danger; threat refers to an individual's perception 
of a particular situation as dangerous (Spiel- 
berger, Lushene and McAdoo, 1971). First, a 
person must evaluate that he is in fact facing a 
threat. Next, a secondary appraisal is carried out 
to evaluate what can be done to cope with that 


THE NATURE OF ANXIETY 


threat. With practice, dangerous situations are 
dealt with without anxiety, e.g. crossing a busy 
road. The appraisal of threat involves a con- 
tinual searching of the environment for potential 
danger and an evaluation of any cognitive clues. 

The concept of threat has been widely incor- 
porated into theories of anxiety. Rogers (1951) 
noted that people become anxious when they 
perceive a threat to their self-concept following 
discrepancies between the subject's self-image 
and other perceptions of himself which cannot 
be ignored. In an existential analysis, May 
(1950) regarded anxiety as a feeling of diffuse 
apprehension which is vague, objectless, and 
associated with feelings of uncertainty and 
helplessness. Lazarus, too, has described anxiety 
as a reaction to threat when the source of 
threat remains ambiguous (Lazarus, 1966; 
Lazarus and Opton, 1966). - 

Failure to integrate data into either the self- 
concept or predictive model of the environment 
is implicit in the ideas listed above. All these 
ideas centre round a mismatch or dissonance 
between expectancy based on a cognitive model 
and reality, or at least our perception of it. We 
try to organize our view of the world into a 
consistent and integrated pattern so that we can 
predict events. Anxiety results when this 
pattern breaks down so that its elements are 
mutually incompatible and prediction becomes 
impossible. Conversely, if the pattern is so 
set and consistent that predictability is perfect, 
boredom sets in. Cognitive incongruity also 
makes it difficult to respond correctly, since it is 
not clear which is the most appropriate response. 
The response itself may produce further stimuli 
which heighten the incongruity. 


PHYSIOLOGICAL CONCOMITANTS 

Physiological changes are the aspects of 
anxiety most familiar to a medically trained 
person. Physiological and biochemical changes 
occur as concomitants of all emotions, but are 
particularly marked in anxiety and anger. 

Symptoms of anxiety include tightness in the 
throat, difficulty in breathing, a sense of 
constriction in the chest, epigastric discomfort or 
pain, palpitations, dizziness and weakness, and ' 
dryness of the mouth. Other bodily disturbances 
may be objectively apparent; running in panig, 


BY MALCOLM LADER 


screaming, tremor, sudden micturition or 
defaecation, vomiting, and sweating. Facial 
expression is the most obvious indicator of 
anxiety. As Darwin pointed out, some of these 
changes may be vestiges of earlier, useful 
behaviour, e.g. damp sweating hands to climb 
trees. 

Many attempts have been made to measure 
the physiological changes underlying these 
symptoms (Lader, 1969). Cardiovascular mea- 
sures include the pulse rate and blood pressure, 
and measures of muscle blood flow (forearm 
blood flow) and skin blood flow (finger pulse 
volume). Sweat gland activity can be estimated 
indirectly by recording the palmar skin con- 
ductance, and other autonomic measures include 
salivary secretion and pupil size. A peripheral 
somatic measure is the electromyogram recorded 
from the fin surface overlying the muscles of 
interest; respiration can also be assessed (Brown, 
1967; Venables and Martin, 1967). The tech- 
niques are essentially refinements of clinical 
observations and the findings confirm these 
observations. T'hus, pulse rate is elevated, fore- 
arm blood flow is increased, and finger pulse 
volume is decreased; sweat gland activity is 
augmented, salivation reduced and E.M.G. 
activity greatly increased. The electroencephalo- 
gram has also been evaluated in anxiety and 
shows a more alert pattern, that is increased 
beta activity and less alpha rhythm. However, 
there are no physiological changes specific to 
anxiety. 

Such physiological results have been inter- 
preted in terms of the concept of arousal. 
Arousal is generally defined as the level of 
behavioural activity of an individual along a 
dimension from relaxed sleep to emotional 
excitement (Epstein, 1967; 1971). However, 
as sleep is a complex state, I would restrict 
the concept of arousal to the waking state. 
Arousal underlies all affective states and is high 
in emotions such as panic, anger, ecstasy, 
revulsion, hate and sexual excitement. The 
factors determining arousal level include ex- 
ternal factors such as the intensity of stimula- 
, tion, and ‘internal’ factors, e.g. expectancy and 
ideation. 

The concept of arousal permits a clearer 
understanding of the relationship between 
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physiological changes and emotion. Thus, 
physiological changes reflect arousal and not 
any particular emotion. No physiological 
measure is an unambiguous index of anxiety: 
the particular emotion present is inferred from 
the context of the arousal, from overt behaviour 
and from introspective accounts, all taken 
together. Physiological changes are but one 
part of an overall pattern which is construed to 
be anxiety. 

There is some experimental evidence that 

each individual has an optimal level of arousal. 
Taylor (1964) recorded the skin conductance 
(palmar sweat-gland activity) of car-drivers. 
Fluctuations in activity occurred fairly regularly 
in each individual and varied little with traffic 
conditions, although there was great between- 
individual variability. Careful analysis of the 
data supported the 'idea that drivers adopt a 
level of anxiety that they wish to experience 
when driving, and then drive so as to maintain 
itus. 
The concept of arousal is imprecise and its 
practical application is complex. If arousal is a 
unitary phenomenon then several physiological 
measures each reflecting its level should inter- 
correlate. In general this is not so, and attempts 
have been made to fragment the concept into 
many components such as ‘autonomic’ arousal, 
‘cortical’ arousal, etc. However, such measures 
need not interrelate highly. For example, the 
overriding physiological needs of the body 
create ‘floor’ and ‘ceiling’ effects which reduce 
correlations between measures of various systems 
with differing physiological limits. The ‘floor’ 
effect can be illustrated in a relaxed individual, 
whose forearm blood flow is low. Further 
relaxation may not be followed by a drop in 
blood flow, as some flow is needed in even 
relaxed muscles. The ‘ceiling’ effect occurs in a 
person whose heart rate is already markedly 
raised. With further anxiety his heart rate 
cannot rise much more before it reaches the 
limits of the cardiovascular system. 

Thus physiological changes are concomitants 
of a wide variety of emotional states, especially 
the pronounced ones such as rage and panic. 
Physiological measures are undoubtedly useful 
as indicators of the intensity of arousal during 
one emotional state—the heart-rate, for 
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example, is faster in panic and rage than in 
anxiety and anger. Less conclusive attempts 
have been made to discern distinct patterns of 
physiological response associated with emotional 
states of fear and anger induced in normal 
subjects (Martin, 1970). Thus, heart-rate in- 
creased more in fear, while diastolic blood 
pressure was higher in anger. Cardiac output, 
palmar conductance and respiration rate were 
all greater in fear than in anger. In these studies 
the induced fear may have been more intense 
than the anger, but even so it is possible that 
somewhat different response patterns were 
associated with the two emotional states. As 
behaviour following anger and that following 
fear differ (Cannon's ‘fight or flight’), physio- 
logical preparedness for such behaviour should 
also differ. The evidence is still tentative, but 
eventually patterns of response might be distin- 
guished and ascribed to particular emotional 
states without total reliance on verbal reports. 

The widely-cited experiments of Schachter 
(1966) elucidate the interactions between 
cognitive factors and physiological arousal. He 
injected small doses of adrenaline, some subjects 
knowing what effects to expect, others remaining 
in ignorance. The subjects were then placed with 
a stooge who acted either in a euphoric manner 
or angrily. Observation of the subject and his 
self-report both indicated that subjects ignorant 
of the effects of their injection showed and felt 
more emotional experience (euphoria or anger) 
than informed subjects. In a second experiment 
subjects given either adrenaline, a placebo or 
chlorpromazine watched a comedy film. The 
adrenaline subjects showed more amusement 
than those given placebo, who in turn were 
more amused than those given the sympathetic 
blocking agent chlorpromazine. Thus awareness 
of physiological arousal seems to be the substrate 
on which cognitive clues induce a specific 
emotion. Although other interpretations exist, a 
reasonable hypothesis is that an emotion is 
induced by the interaction of at least two states, 
high physiological arousal and appropriate 
sensory input. 


A MODEL OF ANXIETY 


A model of ‘normal anxiety can be con- 
structed using the concepts discussed so far, 
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consisting essentially of external stimuli and 
‘internal’ stimuli (thoughts, needs) being 
appraised for possible threat (see Fig. 1). The 
cognitive factors are affected by past experience 
and by genetic factors. 

If a threat is detected, two processes follow. 
Firstly, the activity of certain parts of the C.N.S. 
increases but remains coordinated and inte- 
grated-—C.N.S. arousal. Secondly, an affect, 
anxiety, is experienced which is appropriate to 
the stimulus in qualitative terms but is excessive 
in amount if the sensory stimuli and intra- 
personal factors interacted outside conscious- 
ness. If the interactions were fully conscious, 
the emotion is both qualitatively and quantita- 
tively appropriate, being fear in response to an 
objective danger. 

How is the state of anxiety recognized and 
described? Although both the development of 
emotional expression in children and their 
acquisition of language have been extensively 
studied, there have been surprisingly few studies 
on the acquisition of emotional language. How 
does a child learn to describe his feeling state 
appropriately as ‘fear’, ‘anger’, etc. ? His mother 
teaches him the correct word, inferring his 
mental state from his situation, his behaviour 
and his facial expression. The cues are partly 
overt physiological changes, such as sweating, 
pallor and trembling. Thus, although the 
experience of anxiety is innate, the use of the 
correct words to describe the feeling is a learned 
skill. Furthermore, because of the rewarding 
properties of the mother's solicitous attention, 
overt signs of anxiety may be reinforced. 

Methods for coping with anxiety interact with 
most of the points of the system. Thus, external 
stimuli apparently causing anxiety can be 
identified and removed by environmental mani- 
pulation. Appropriate coping behaviour can 
be learnt, thus adding to and modifying past 
experience; the most fundamental form of 
coping behaviour is adaptation, to which I shall 
return. There may be reappraisal of the threat, 
especially if it does not materialize or is trivial. 
Also there are the large range of psychological 
mechanisms so meticulously studied by Freud, , 
which include denial, repression, reaction 
formation, projection and regression. 

Can such a model be drawn up for morbid 
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Fic. 1.—A model of normal anxiety and coping mechanisms. 


clinical anxiety? Firstly, pathological trait 
anxiety can be regarded as an extreme deviation, 
as the upper end of a normally distributed con- 
tinuum of anxiety-proneness as a personality 
factor. Genetic factors are important here and 
interact with previous experience to render an 
individual abnormally liable to feel anxious 
under minimal stress. 

Secondly, as with normal anxiety, many 
transactions between stimuli, external and 
internal, and the appraisal of those stimuli 
must be assumed to take place outside con- 
sciousness. Because of previously acquired irra- 
tonal associations, the interaction assumes a 
critical character and gives rise to unconscious 
affect-formations and to conscious anxiety. 
Psychoanalytic therapy and less intensive forms 
of psychotherapy attempt to bring into con- 
sciousness these transactions in order that their 
irrationality may be appreciated and normal 
coping mechanisms effectively mobilized. 

A third possible mechanism is physiological 
*arousal not secondary to conscious, cognitive 
assessment of sensory input. 'T'his is less common, 
but anxiety may occur in temporal lobe epilepsy 


and in amphetamine and lysergide misuse, both 
conditions associated with overarousal of the 
C.N.S. The quality of the anxiety appears 
genuine in contrast to adrenaline or lactate 
infusions which increase peripheral activity and 
induce anxiety often of an unconvincing quality: 
subjects say they feel ‘as if? they were anxious 
(Bonn, Harrison and Rees, 1971; Franken- 
haeuser and Jarpe, 1963). 

In these conditions, the overarousal is not 
related to external stimuli. Schachter’s results, 
outlined earlier, suggest that an overaroused 
individual will search actively for cognitive 
factors to explain the high arousal and that 
any factors discerned will determine the content 
of the emotion experienced. The psycho- 
dynamic and the physiological approaches are 
interdependent. If subconscious events are 
accompanied by overarousal then the search for 
cognitive clues will be set in train. Stimuli at the 
onset of the emotion will be regarded as causative 
even if they are accidental or only partly contri- 
butory. This secondary conditioning is common 
in phobias. If cognitive clues are lacking, the 
emotional state will be inchoate, diffuse and 
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non-specific. Anxiety is so ubiquitous that one is 
tempted to regard it as the most fundamental 
emotion, the one experienced in a non-specific 
overarousal state. However, it is possible that 
some people experience different feelings in this 
state—suspicion in the paranoid, euphoria in the 
hypomanic, perhaps even hunger in the obese. 
The hypothesis, therefore, is that morbid 
emotions are dependent on overarousal states, 
and that the particular emotion aroused is 
dependent on personality factors, both genetic 
and acquired. This hypothesis could be tested by 
inducing overarousal, e.g. with adrenaline or 
lactate infusions, without cognitive clues and 
relating reported emotions to personality traits. 

A fourth mechanism may be postulated. As 
outlined carlier, itis well established that anxious 
patients are physiologically overactive. Another 
consistent finding has been the impaired adapt- 
ability of anxious patients: they adapt less to 
experimental situations than do non-anxious 
controls. Thus, after a stimulation procedure 
anxious patients persist with high activity levels 
and continue to respond to repetitive stimula- 
tion, whereas calm subjects show a decrement in 
response, so-called habituation. This has been 
shown for several measures, including the 
galvanic skin response (Lader, 1969; Lader and 
Wing, 1966). 

Level of activity (arousal level) and adapta- 
tion or habituation are related: if activity rises 
adaptation decreases (Lader and Mathews, 
1967). Consequently, if activity rises above a 
critical level adaptation no longer occurs. 
Chronic or repetitive stimuli raise physiological 
arousal levels and also impair the individual's 
ability to adapt to those stimuli. Once past the 
critical level the physiological overarousal 
becomes self-perpetuating, so that cessation of 
the stimuli has no effect. In clinical terms, 
chronic or repeated stimuli—so-called *Ше- 
stresses'— will eventually precipitate a panic 
attack in the short term or an anxiety state in 
the longer term. The stimuli are real external 
ones and are appraised consciously, and the 
early response to them is rational fear. However, 
as the postulated positive feedback system takes 
over, the emotion becomes excessive, irrational 
anxiety. As Janet pointed out, panic and patho- 
logical anxiety are disorganizing and disinte- 
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grating. The anxious patient is thus at a double 
disadvantage—his level of arousal is high and his 
coping mechanisms are impaired. Removal of 
the stresses may not be followed by lessening of 
anxiety. 

There is another positive feedback loop in the 
model. Peripheral physiological changes such as 
sweating can be perceived by the subject and 
may thereby reinforce his emotional state. 
Such autonomic feedback may increase during 
the clinical course of an anxiety state, and the 
patient proffers increasingly detailed accounts 
of his symptoms. Nevertheless, this mechanism 
falls short of that postulated by William James 
(1891), in which ‘bodily changes follow directly 
the perception of the exciting fact, and that our 
feeling of the same changes as they occur is 
the emotion’. 

Summarizing, the hypothesized getiological 
features of the model are fourfold—anxiety- 
proneness as a personality deviation, sub- 
conscious appraisal of stimuli, primary physio- 
logical overarousal, and secondary overarousal 
following breakdown of adaptation. All four 
features interact. The last of these mechanisms 
has the greatest heuristic value for experimental 
purposes. 

The model can be translated into physio- 
logical terms—cognitive appraisal in the cere- 
bral cortex, arousal a property of the reticular 
formation, emotions linked to that vague entity, 
the limbic system. Support for such localization 
is accruing from animal experiments, but there 
are obvious difficulties in extrapolating to man. 


Treatment of anxiety 

Although adaptation is impaired in anxiety 
states, the majority remit spontaneously. In the 
short term panic attacks are self-limiting, rarely 
lasting longer than an hour (Lader and 
Mathews, 1970). Reserve resources are mobi- 
lized to lessen the anxiety, but such mechanisms 
are hypothetical. Some clinical observers have 
described a state of ‘anxiety with exhaustion’, 
when the symptoms of anxiety diminish and are 
replaced by fatigue (Curran and Partridge, 
1943-69). The successful treatment of specific 
phobic states by sustained exposure to the phobic * 
object suggests that even intense anxiety can be 
coped with eventually (Boulougouris and Marks, 
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1969). Similar techniques are being tried in 
anxiety states (Bonn, Harrison and Rees, 
1971). 

Drugs are commonly used to counteract 
anxiety, most being either the older drugs, the 
barbiturates, or the newer ones, the benzo- 
diazepines. They are palliative, not curative, 
taking the edge off the anxiety, and as they lower 
C.N.S. arousal they may produce drowsiness. 
One hopes that more specifically anti-arousal 
drugs are possible, in the way that specific 
anti-epileptic agents have supplanted general 
nervous system depressants such as bromides 
in the treatment of epilepsy. 

Most anti-anxiety drugs are self-administered, 
alcohol being the commonest. The great social 
use of alcohol indicates its ability to relieve 
‘normal’ anxieties, but some alcoholics and 
alcohol addicts are ‘secondary’ in that alcohol 
assuages a™pathological anxiety state. Other 
drugs of abuse, such as heroin and cannabis, 
may in some users relieve anxieties as well as 
induce euphoria. 

In the treatment of anxious patients, beta- 
adrenergic blocking agents may effectively 
counter autonomic symptoms such as palpita- 
tions, diarrhoea and sweating; other physical 
symptoms such as worry and irritability may 
not be helped (Granville-Grossman and Turner, 
1966). Dr. Peter Tyrer, working in my labo- 
ratory, has found sotalol, a beta-blocker, to be 
quite effective in treating some patients with 
anxiety states. Such results emphasize the 
importance of the sympathetic nervous system 
in symptom mechanisms. 

Other methods of inducing peripheral changes 
include relaxation exercises, hypnosis and auto- 
genic training, and all have had their advocates. 
These techniques concentrate on muscular 
relaxation, and assume that because muscle 
activity may be increased in anxious states 
induction of muscular relaxation will lower 
anxiety levels (Jacobsen, 1938). There is little 
evidence for this, and any benefit from these 
treatments is probably due to a general soothing 
effect. 

Recently, automated techniques to lower 
arousal and anxiety levels have been introduced. 
In one, a physiological measure such as electro- 
myogram, skin conductance  (sweat-gland 
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activity) or alphà rec) ed, quantified 
and displayed to ES ig the other, the 
patient is rewarded in some way when he 
achieves some criterion of lowering the physio- 
logical activity (Lader and Mathews, 1971). 
We have been examining both feedback and 
instrumental conditioning techniques, using on- 
line computer facilities. The technical difficulties 
are not great and the techniques may prove 
useful. 

It is believed that among other ways in which 
anxiety may be reduced there should be included 
its conversion into hysterical symptoms. This 
may be true for acute hysterical conversions, in 
which removal of the symptoms is followed by 
an increase in anxiety levels. In chronic con- 
version states anxiety levels are still high, and 
the relationship between conversion symptoms 
and anxiety is not a simple reciprocal one 
(Lader and Sartorius, 1968). 

In the short term, depersonalization and 
derealization sometimes appear to be protective 
mechanisms against anxiety. I have previously 
documented one of these cases, in which in- 
creasing anxiety suddenly diminished and was 
replaced by a state of derealization (Lader, 
1969). We have repeated this observation on 
several occasions. Derealization might be a way 
of abruptly diminishing sensory overload, but 
it is a coarse mechanism as it also distorts 
sensory input. 

Leucotomy is effective in carefully selected 
patients, with previously good social adjust- 
ments, with severe, longstanding anxiety, and 
who have not responded to other treatments. 
The operation itself has been modified to a 
highly selective section of the inferomedial 
quadrant of the frontal lobe, orbital cortex 
undercutting or stereotactic lesions. In the 
model, this interrupts the main feedback loop. 
The adaptive powers of the patients^are also 
restored after leucotomy (Marks, Birley and 
Gelder, 1966). 

Finally, and most important of all, are the 
non-specific measures. Sympathy, understand- 
ing, the patience to listen, firm and repeated 
reassurance, and measured optimism are the 
surest forms of treatment in the physician's 
armamentarium. 
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CONCLUSION 

Anxiety is a protean and complex pheno- 
menon. If speculation has outstripped facts this 
reflects the paucity of data rather than the 
burgeoning of hypotheses. Anxiety is best 
regarded as an emotional response syndrome. 
A disease syndrome is not defined by any 
single symptom or sign, nor is an emotion under- 
standable in terms of an isolated feeling or a 
physiological change. T'he character and identity 
of an emotion is inferred from the pattern and 
development of particular reactions, the condi- 
tions eliciting the reactions and the state of the 
individual Each emotion comprises many 
component reactions occurring concurrently 
and sequentially, Anxiety as an emotional 
response can be examined in terms of several 
dimensions such as the subjective, cognitive, 
behavioural and physiological, and progress 
will ultimately come by studying all aspects and 
neglecting none. 


ACKNOWLEDGEMENTS 
I am indebted to my many colleagues for their helpful 
advice and comments on this paper, and especially to 
Dr. I. M. Marks for many useful discussions on the topic 
of anxiety. 


REFERENCES 

Bonn, J. A., Harrison, J., and Regs, W. L. (1971). 
*Lactate-induced anxiety: therapeutic application.’ 
British Journal of Psychiatry, 119, 468~70. 

Brown, С. С. (Ed.) (1967). Methods in Psychophysiology. 
Baltimore: Williams and Wilkins. 

Bouroucouxs, J., and Мавкз, I. M. (1969). ‘Implosion 
(flooding): a new treatment for phobias.’ British 
Medical Journal, й, 721—9. 

Conen, Н. (1955). “The evolution of the concept of disease,’ 
Proceedings of the Royal Society of Medicine, 48, 155-60. 

Curran, D., and PAxTRIDGE, M. (1943-69). Psychological 
Medicine: A Short Introduction to Psychiatry. Edinburgh: 
Livingstone. 

Davrrz, J. К. (1969). The Language of Emotion. New York: 
Academic Press. 

EPSTEIN, 5. (1967). ‘Toward a unified theory of anxiety,’ 
in Progress in Experimental Personality Research, 4, 

p. 1-89 (ed. Maher, B. A.). New York: Academic 
Press. 

—— (1971). “The nature of anxiety with emphasis upon 
its relationship to expectancy,’ in Handbook of Modern 
Personality Theory (ed. Cattell, R. B.). Chicago: Aldine. 

FRANKENHAEUSER, M., and ]АкрЕ, G. (1963). ‘Psycho- 
physiological changes during infusions of adrenaline 
in various doses.’ P. logia, 4, 424~32. 

Freup, S. (1915). "Ihe Unconscious,’ in Collected Papers, 
Vol. IV (1925-49). London: Hogarth Press. 


THE NATURE: OF ANXIETY А 


GnaNvrILLE-GROSSMAN, К. L., and Turner, P. (1966). 
‘The effect of propranolol on anxiety.’ Lancet, i, 


798-90. 

Human, J. (1960). Emotion: a Comprehensive Phenomenology 
of Theories and their Meanings for Therapy. London: 
Routledge and Kegan Paul. 

Jaconsen, E. (1938). Progressive Relaxation. Chicago: 
University of Chicago Press. 

James, W. (1891). A Textbook of Psychology, Vol. 2. London: 
MacMillan 


KigRKEGAARD, S. (1844). Begrebet Angst. English transla- 
tion: The Concept of Dread (1946). Princeton: University 
Press. 

Laner, M. H. (1969). ‘Psychophysiological aspects of 
anxiety,’ in Studies of Anxisty, p. 53-61 (ed. Lader, 
M. H.). British Journal of Psychiatry Special Publication 
No. 3. 

—— and Marxs, I. M. (1971). Clinical Anxiety. London: 
Heinemann Medical 

—— and MATTHEWS, A. M. (1967). ‘A physiological 
model of phobic anxiety and desensitization.’ 
Behaviour Research and Therapy, 6, 411-18. 

(1970). ‘Physiological changes during sponta- 
neous panic attacks,’ Journal of Psychosfffhatic Research, 
145 377-82. 

—— —— (1971). 'Electromyographic studies of tension.’ 
Journal of Psychosomatic Research, 15, 479-86. 

—— and Sartorius, N. (1968). ‘Anxiety in patients with 
hysterical conversion symptoms.’ Journal of Neurology, 
Neurosurgery and Psychiatry, 31, 490—5. 

— and Wma, L. (1966). Physiological Measures, Sedative 
Drugs, and Morbid Anxiety. London: University of 
Oxford Press. 

Lazarus, R. S. (1966). Psychological Stress and the Coping 
Process. New York: McGraw-Hill. 

— and Ортон, E. M. (1966). ‘The study of psychological 
stress: a summary of theoretical formulations and 
experimental findings,’ in Anxiety and Behavior, 
p. 225-62 (ed. Spielberger, C. D.). New York: 
Academic Press, 

Lzvrrr, E. E. (1968). The Psychology of Anxiety. London: 
Staples Press. 

Lewn, А. (1967). ‘Problems presented by the ambiguous 
word "anxiety" as used in psychopathology.’ Israel 
Annals of Psychiatry and Related Disciplines, 5, 105-21. 

Mares, I. M., Briey, J. L. T., and Gerner, M. С. (1966). 
‘Modified leucotomy in severe agoraphobia: a con- 
trolled serial inquiry.’ British Journal of Psychiatry, 
112, 757-69. 

Martin, В. (1970). ‘Anxiety,’ in Symptoms of Psycho- 
pathology. A Handbook, p. 216-59 (ed. Costello, С. G.). 
New York: Wiley. 

May, R. (1950). The Meaning of Anxiety. New York: 
Ronald Press. 

NrgBUHR, В. (1941). The Nature and Destiny of Man: a 
Christian Interpretation. New York: Charles Scribner, 

Rogers, С. R. (1951). Clisnt-centred Therapy. Boston: 
Houghton Miffiin Company. * 

RussgLr, B. (1921). The Analysis of Mind. London: Allen 


and Unwin. 





° BY MALCOLM LADER 491 
ScuaourER, S. (1966). "The interaction of cognitive and TayLor, D. Н. (1964). ‘Drivers’ galvanic skin response 


physiological determinants of emotional state,’ in and the risk of accident.’ Ergonomics, 7, 439-51. 

Anxiety and Behavior, p. 193-224 (ed. Spielberger, Vananzxs, Р, H., and Martin, I. (Eds.) (1967). Manual of 

C. D.). New York: Academic Press. — Psycho-physiological Methods. Amsterdam: North- 
SLATER, E., and Surerps, J. (1969). ‘Genetical aspects of Holland. 


anxiety,’ in Studies of Anxisty, р. 62-71 (ed. Lader , 
M. H.). British Journal of Psychiatry Special Publication Wonot, W. (1894). Lectures on Human and Animal Psychology. 
No. 3. London: Swan Sonnenschein. 

SrizusERGER, C. D., Lusneng, R. E., and МоАроо, W. С. Younc, J. P. R., Fenton, G. W., and Laner, M. H. (1971). 
(1971). “Theory and measurement of anxiety states,’ ‘The inheritance of neurotic traits: a twin study of the 


in Handbook of Modern Personality Theory, chapter 10 Middlesex Hospital Questionnaire.’ British Journal of 
(ed. R. B. Cattell). Chicago: Aldine. Psychiatry, 119, No. 551, 393-8. 
=> 


A synopsis of this paper was published in the May 1972 Journal. 


М. H. Lader, B.Sc, M.D., Ph.D., M.R.C.Psych., Member of External Scientific Staff, Medical Research 
Council; Honorary Senior Lecturer, Institute of Psychiatry, University of London; Honorary Consuliant, 
The Bethlem Royal and Maudsley Hospital; Honorary Research Fellow, Department of Pharmacology, 
University College, London; Institute of Psychiatry, University of London, London, S.E.5. 


Bet. J. Psychiat. (1972), 121, 493-505 


Enhanced Relief of Phobias by Flooding During 
Waning Diazepam Effect 


By I. M. MARKS, R. VISWANATHAN, M. S. LIPSEDGE and R. GARDNER 


Sedatives such as barbiturates, benzodiaze- 
pines and alcohol are valuable reducers of 
anxiety, but their effects do not endure for 
long after the drug has been metabolized and 
excreted. Phobics often become able to enter 
their phobic situation under the influence of 
sedatives, but as the drug effect wears off they 
begin to escape from the situation once more. 
This might be a form of drug-dissociative 
behaviour. In animal experiments, behaviour 
learned in the sedative drugged state often fails 
to transfer to the undrugged state (Miller, 1964). 
However, this effect might be more pronounced 
during the phase of peak drug effect than 
during the phase when the drug effect is wearing 
off. In rats, exposure to the phobic situation 
during slow withdrawal of sedative drugs was 
found to be effective in extinguishing condi- 
tioned avoidance responses (Sherman, 1967). 
That more lasting behavioural changes can 
follow treatment given both in the drug and in 
the non-drug state is suggested by evidence 
adduced by Baum (1971); he found that, 
in rats, avoidance behaviour which was learned 
both in the alcohol and in the non-drug state 
was more resistant to extinction than avoidance 
acquired in a non-drug state alone. The same 
might apply to approach behaviour in human 
phobics. 

In phobic patients the role of sedatives alone is 
generally only palliative, and psychological 
methods are usually required for lasting relief of 
fear (Marks, 1969; Marks et al., 1971; Watson 
et al, 1971). Short-acting intravenous barbi- 
turates are said to enhance the desensitization of 
phobic patients (Mawson, 1971; Friedman and 
Lipsedge, 1971); some of this effect might be 

'due to exposure in fantasy during the rapid 
waning of drug level; although work with intra- 
venous thiopentone (King and Little, 1959) 
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might suggest a direct effect of drugs without 
any exposure. This paper reports enhanced 
extinction of phobias by prolonged exposure of 
patients to the real phobic situation (ie. 
flooding in practice) during the transitional 
phase from drug to non-drug state while drug 
effects were declining. The drug employed was 
oral diazepam (Valium) elixir. An oral agent 
was chosen in preference to intravenous drugs 
because it is easier and safer to give, and there is 
no evidence that oral diazepam is any less 
effective a sedative than intravenous diazepam. 
Furthermore, if an oral agent is found to be 
useful it can be administered by non-medical 
personnel, and therefore has potentially wider 
applicability. 

The original aim of the study was to make 
exposure in vivo more pleasant for patients 
without impairing its efficacy through drug 
dissociation, 

PATIENTS 

The experimental subjects were 18 patients referred 
for the treatment of specific disabling phobias. The 
phobic situations involved included spiders, dogs, 
cats, birds, balloons, blood and heights. All but four 
of the patients were aged 18-30, the others being 
older, and all but three were women. All phobias 
had been present fdr more than a year, and mean 
duration exceeded 12 years. 


Design (Fig 1) 

All patients received up to two of three treatment 
conditions in a balanced design which controlled for 
order and duration of treatment and was blind for 
patient, therapist and psychiatric rater. Every 
patient had two treatment sessions, each lasting two 
hours, separated by a three-day interval. The three 
treatment conditions were (1) two hours continuous 
flooding in practice during ‘waning’ diazepam effect; 
flooding began four hours after oral ingestion of 
o-1 mg. of diazepam per kilogram body weight. 
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(2) As for (1) but flooding began at ‘peak’ diazepam 
effect one hour after diazepam ingestion. (3) Flooding 
as for groups (1) and (2) but after placebo ingestion. 
"There were 12 treatment sessions altogether in each 
treatment condition; in the entire trial there were 
36 treatment sessions. No patient was taking any drug 
outside the treatment setting. 

Patients were assigned at random to the three 
treatment conditions with regard to diazepam versus 
placebo and with regard to flooding at one versus 
four hours after oral administration of elixir. Patients 
were told the nature of flooding treatment before- 
hand, and it was explained that the therapists were 
testing whether treatment could be further improved 
by the addition of a drug. They were given a standard 
explanation to read (see Appendix). 

The treatment sequences were balanced as in 
Table I. The design was slightly unusual in including 
six patients who had the same treatment twice. This 
was because that sequence was of special interest and 
required comparison with that of two different 


treatments in the same patient. Because this design’ 


made usual analyses of variance inapplicable, signifi- 
cance of differences was analysed by 2-tail t tests. 
The degrees of freedom were reduced to partly 
compensate for the lower patient variability resulting 
from the design. An additional check was provided 
by analysing results after the first session, before 
crossover effects could have occurred. 

One patient completed treatment but did not 
return for her third assessment. She did well during 
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treatment and rated herself as well at two weeks 
postal follow-up. She was replaced by an extra 
patient treated in the same way as she had been. 


Tass I 
Treatment sequences 

Patient No. Session I Session II 
I and 10 Waning Peak 
2 and її Waning Placebo 
3 and 12 Waning Waning 
4 and 13 Peak Waning 
5 and 14 Peak Placebo 
6 and 15 Peak Peak 
7 and 16 Placebo Waning 
8 and 17 Placebo Peak 
9 and :8 Placebo Placebo 





When onc patient, after completing two sessions, 
required two more, her third and foyrth sessions 
were scored as though she were a new patient; so in 
fact there were 17 patients in the entire trial, one of 
whom passed through the design twice. 

All sessions followed a set pattern which ensured 
that the three treatment conditions were 'blind' for 
patient, therapist and psychiatric rater (Fig. 1). 
Patients presented at 9 a.m. on day 1 for treatment 
and were assesed on clinical, attitudinal and 
physiological measures (Watson et al., 1971; Marks 
et al., 1971). At то a.m. they drank an elixir which 


12 1 p.m. 2 3 4 p.m. 
elixir** Patient rates 
drunk session 

unpleasantness 
i 

continuous exposure 
po reel 
to real phobic 
situation 
1 1 
BLOOD BLOOD 
SAMPLE 


* Contained diazepam if exposure was during ‘waning’ diazepam, otherwise contained placebo. 
** Contained diazepam if exposure was during ‘peak’ diazepam, otherwise contained placebo. 


Fio. 1.—Experimental design. 
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contained diazepam if treatment was during ‘waning’ 
diazepam effect, or placebo if it was in the other two 
conditions. At 2 p.m. patients were assessed physio- 
logically once more and were then treated by flooding 
in practice for two hours (see Watson et al., 1971), 
throughout which heart rate and skin conductance 
were monitored. Át 4 p.m. patients rated the un- 
pleasantness of the session they had just completed. 
Three days later they had their second treatment 
session in the same way, and four days after that they 
returned for a third assessment but were not treated. 
All assessments were made before patients had taken 
any drugs. Venous blood samples were taken at 
11 am., 2 p.m. and 4.15 p.m. to check that patients 
had not taken diazepam secretly or by mistake out- 
side hospital and that the elixirs had been correctly 
administered, and to obtain the serum levels of 
diazepam. 

Flooding involved continuous exposure of the 
patient to the phobic situation as rapidly as he would 
tolerate without escape. Anxiety was not deliberately 
provoked, though exposure always resulted in initial 
distress. The sessions were conducted in as pleasant a 
fashion as was possible, with the therapist modelling 
contact with the phobic object when necessary, and 
praising the patient each time he made progress. 
Emphasis was on continued contact with all aspects 
of the phobic situation until no further anxiety could 
be detected physiologically or clinically. 


Assessment of improvement was on clinical, atti- 
tudinal and physiological measures. Clinical scales 
were 0-8 scales modified from Gelder and Marks 
(1966) and Watson et al. (1971). The patient and a 
psychiatric assessor rated the main phobia for the 
amount of fear and avoidance it caused; neither 
knew which treatment condition the patient was in. 
These four ratings were pooled into a combined 
rating. Patients also completed four ‘supplementary’ 
ratings of the main phobia in which fear and avoid- 
ance of thinking about the phobic situation were 
differentiated from fear and avoidance of being in the 
actual situation itself. In addition both patients and 
assessor rated depression, panic, derealization and 
obsessions, while the assessor alone rated free-floating 
anxiety, work and leisure. For the first 9 patients the 
assessor was a psychiatrist who was not the therapist. 
For the last 9 patients the therapist acted as assessor. 

Patients completed semantic differential attitude 
scales (0—6) from the three dimensions of general 
evaluation (pleasant-unpleasant, good-bad, nice-nasty), 
danger (s@fe-dangerous harmless-harmful, unthreatening- 

" threatening) and anxiety (calm-anxious, relaxed-tense, 
placid-jittery). These three dimensions were also pooled 
to give a combined score, since they overlap to some 
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extent (Marks, 1965; Marks and Sartorius, 1968). 
Concepts rated were the main phobia and, in the last 9 
patients, a control concept (DEVIL) which was not 


expected to change. 
Physiological assessment was of heart rate and 


skin conductance during phobic and neutral imagery 
just before the patient took his drug on the treatment 
days. Subjective anxiety during the imagery was 
rated by the patient on а 0—6 scale. Details of the 
scoring technique are given in Marks et al. (19714). 
Physiological assessment was only completed in the 
second block of 9 patients because a new method 
tried in the first block of 9 patients proved unsatis- 
factory and their results had to be discarded. 

Immediately after each session patients rated its 
unpleasantness on & 16 cm. analogue scale. The last 
9 patients also rated the session on the same nine 
semantic differential scales which were given for the 
main phobia and neutral concept. 


RESULTS 


Consistent results of treatment were obtained 
across different measures of change. Exposure to 
the phobic object produced significant improve- 
ment in the phobias under all three treatment 
conditions in clinical and attitudinal measures 
of change (Table II, Fig. 2). These changes 
reached greatest levels of significance in the 
‘waning’ diazepam condition, were next greatest 
in the ‘peak’ diazepam group and least in the 
placebo group. However, even exposure under 
placebo produced improvement of the same 
order as prolonged exposure without drugs in 
the trial of Watson et al. (1971). Improvement 
was consistent on most measures of change, 
including physiological measures. Reliable 
physiological measures were only available for 
the second block of 9 patients, and significance 
was not reached with this small number, 
although trends conformed to those found on 
clinical and attitude scales. (There were no 
significant changes in attitude towards the 
control concept DEVIL.) 

When the three treatment conditions were 
compared with one another (Table П) ‘waning’ 
diazepam produced significantly greater im- 
provement than placebo on the self-rating of the 
main phobia avoidance scale, on the combined 
main phobia scale, and on two of the supple- 
mentary self ratings of phobia. ‘Peak’ diazepam 
was significantly superior to placebo on only 
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TABLE II 


Mean change per treatment session 
All cells n = 12 except ‘physiological’ where n = 6 











Two hours exposure to real phobic Significant differences 
situation during between the 3 conditions 
Variable Diazepam (related t test, 2-tail) 
———— ————— — Placebo (blanks == not significant) 
‘Waning’ Peak 
Main phobia (0-8 scales) 
(i) Self-rating: fear g:r** 2:9* I'4 Waning vs. placebo p < +1 
(i) avoidance g:1*** 1:7 0:3 3 » p'o 
(11) Observer rating: fear g:g*** 2:7 1:6 3s » p< 
(iv) avoidance 3:4** 1-8 3:0** 
(3) to (iv) 
combined g:2** g: 1 1:6} 2 » Рр< 05 
Phobic attitude (0—6 scales) 
i) evaluative factor 1:7** 1:4** о.8* 
(ii) danger factor 2-0%%% 1.3} 1:195 
(iii) anxiety factor | I:5** 1:5** 1:0 - 
G) to (ii) 
combined pope 1:4 LI 
Supplementary self ratings of phobia 
(0—8 scales) 
fear of: phobic thought 2:5** 1:8 0*8 » » p< 
real phobic situation 3°2%* 2:2%*% 0-8 Е » р < 05 
avoidance of: phobic thought 1-2 0*9 1:2 
real phobic 
situation 2-6** 2:B** 0:3 EP » p< 02 
Р peak » р «'o2 
Physiological changes during phobic imagery 
skin conductance: maximum 
deflection 17:5 8-5 —5'4 
spontaneous 
fluctuations 1-6 —0:3 —1*1 
heart rate +9 2:0 1:8 
subjective anxiety 1:5 0-8 0:4 
Significance of improvement with cach condition after one treatment session: * р < :05 
(related t test, 2-tail) t <о2 
. еж < +01 
жеж < +001 


one measure—a supplementary self rating of ment 1), before any crossover effect could have 
phobia. ‘Waning’ diazepam was consistently occurred. Fig. 3 shows that results for the pooled 
superior to the ‘peak’ group, though the differ- main phobia and evaluative attitude to the 
ence was never significant. phobic concept followed the same trends as for 
Results for Session 1 alone, before crossover (Fig. 3): the two sessions combined. Two-tailed t tests 
As the treatment sequences in this trial involved showed differences on the pooled main phobia 
less patient variability than the usual incomplete for waning vs. placebo groups (р < +1) and on 
block design, and as crossover effects could have the patient avoidance scale for waning vs.. 
affected the results, the data for Session 1 alone placebo (p < :02) and for waning vs. peak 
were analysed separately (assessment 2—assess- groups (p < -05), the waning group always 
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IMPROVEMENT AFTER ONE 2-HOUR SESSION 
(n=12) 


phobic attitude 


main phobia (self and observer) 





Qe - --- © Exposure during placebo 
er - xi waning diazepam 


Om — —0 x - peak Е 
Fro. 2.—Changes in main phobia—sessions I and П. 
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Fig. 3.—Changes in main phobia—session I alone. 
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showing the most improvement. Similar results 
were obtained when the patient who passed 
through the design twice was omitted; outcome 
of this trial was thus unlikely to be due to the 
nature of the treatment sequences. 

Overall, exposure during ‘waning’ diazepam 
produced most improvement, exposure during 
placebo least, and exposure during ‘peak’ 
diazepam was in between and usually not 
significantly different from either of the other 
two groups. The rank order of effect of the three 
treatments was highly significant across 
variables. Kendall’s coefficient of concordance 
for the mean change was 0:31 for the main 
phobia scales (р < +01), 1-00 for the attitude 
scales (p < +001), and 0-75 for those combined 
with the supplementary self ratings (p < :001). 
For the physiological measures the coefficient 
was again 1:00 (p < -oor). 


Prognostic criteria 

Thirteen variables at the start of and during 
treatment were correlated with outcome criteria 
for each of the three treatment conditions and 
for the overall outcome. No consistent pattern 
was found. The only finding of interest was that 
the patient’s rating of session unpleasantness 
had no significant correlation with outcome to 
either diazepam condition, but correlated 
negatively (г — -68, p < -05) with outcome to 
treatment during placebo. 


Session unpleasantness 

At the end of each session patients rated its 
unpleasantness on an analogue scale 16 cms. long 
and also on semantic differential scales from 
evaluative, danger and anxiety dimensions. The 
mean unpleasantness was tery similar in all 
three treatment conditions, being a mean of 
8*5 cms. toward extreme unpleasantness on the 
16 cms. analogue scale. On the semantic differen- 
tial scales the means on the 0-6 scales were only 
3-4 for evaluation, 2:1 for danger and 4:1 for 
anxiety, ratings being very similar in the three 
treatment conditions. The overall unpleasant- 
ness of the sessions was thus not pronounced, 
ratings being lower than the authors had 
anticipated. 

Analysis of treatment records suggested that 
the similarity of unpleasantness across treatment 


ENHANCED RELIEF OF PHOBIAS BY FLOODING DURING WANING DIAZEPAM EFFECT M 


conditions was due to patients on diazepam 
allowing the therapist to confront them more 
rapidly than the placebo patients allowed. The 
time it took platients to finally touch the phobic 
object in the first session was measured. This 
varied greatly, but the mean time was 13’ for 
the peak group, 32’ for the waning condition, 
and 39’ for placebo sessions. 

There was no significant difference in the 
effects of Session 1 compared to Session 2, nor 
was there any obvious treatment sequence effect. 
Similar results were obtained with each treat- 
ment sequence, including the order of each 
treatment following itself. Over both sessions 
together the mean improvement on the o-8 
main phobic scale (self and observer ratings 
combined) was from 6-8 to 2:2. One of the 16 
patients did not improve overall, 4 improved by 
two or more scale points, while 11 improved by 
four or more points. Patients! and relatives 
reports, tallied with the ratings: the former 
restrictions due to their phobias were removed, 
e.g. a dog phobic became able for the first time 
to visit dog-owning friends, a spider phobic 
demonstrated spiders to friends, and a blood 
phobic became a registered blood donor. The 
first 9 patients were followed up for a mean of 
four months and retained their gains during this 
period. 


Relationship between different measures of change 

Although there was overall consistency of 
change for the groups across different measures 
in each treatment condition, there were no 
significant correlations within individuals be- 
tween clinical and physiological measures, and 
Skin conductance measures did not correlate 
significantly with heart rate. 


Serum levels of diazepam 

Patients had venous blood samples tested at 
II a.m., 2 p.m. and about 4.15 p.m., ie. at 
about 1, 3 and 6} hours after ingestion of the 
first elixir at 10 a.m. The serum levels of 
diazepam are seen in Fig. 4 for different times 
of the treatment day. They confirmed that 
patients had not secretly taken diazepam outside 
hospital and that the elixirs had been correctly: 
administered in the three treatment conditions. 
Despite uniform dosage per weight (о. т mg./kg.) 
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Fic. 4.—Serum diazepam levels in each treatment group. 


and the fact that most patients were fairly thin 
young women, there was enormous individual 
variability of serum level, so that means for 
each treatment group indicate little. The mean 
level declined steadily from an hour after 
ingestion onwards, and there is little evidence 
that this decline was faster between 3 and 61 
hours after ingestion than earlier. It is rather 
surprising that during exposure in the ‘peak’ 
condition mean serum levels were so similar to 
those in the ‘waning’ condition. In the ‘waning’ 


cqandition the level was lower during exposure 


than it had been in the preceding hours at a 
time comparable to the time of exposure in the 
‘peak’ group. Individual variability of level was 
so great that this probably arose by chance. 
Though the variance between patients was 
great, a given patient on two separate days had 
comparable serum levels of diazepam (Fig. 5). 
The correlation between Sessions 1 and 2 for 
absolute levels at 3 and 64 hours after ingestion 
was *85 (p < -oor) and was -79 (p < :01) at 
one hour after ingestion. For all times together 
the correlation was ·79 (р < -оот). However, 
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Fie, 5.—Serum diazepam levels in same patients on days 1 and 3. 
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correlation between the rate of decline in level 
on the two separate days was not significant, 
being only +14. 

Those patients who improved most of all had, 
compared to those who improved less, similar 
levels of serum diazepam, and similar rates of 
decline during the treatment session. However, 
we do not know the relationship between 
serum and brain levels of diazepam, nor, which 
is more important, between serum levels and 
psychotropic effect. 

Clinical and experimental evidence (Besser, 
1967) suggest that peak psychotropic effects of 
small doses of diazepam last about 4 hours after 
oral ingestion, and that most of these psycho- 
tropic effects decline by 8 hours. Such evidence 
decided the timing of treatment in the present 
study. A measure of psychotropic effect in this 
study supports this idea. This is the amount of 
subjective anxiety during phobic and neutral 
imagery at the 2 p.m. assessment just before 
treatment sessions began (see Fig. 1). During 
phobic imagery the mean subjective anxiety 
rating on a o-6 scale was significantly less for 
the ‘peak’ diazepam than for the placebo group 
(277 уз. 570, p < 02). The ‘waning’ group was 
in between (4-0). During neutral imagery the 
ratings were 0:7, 1:2, 0:7 respectively. The 
‘peak’ diazepam group thus had the least 
subjective anxiety when treatment by exposure 
began, as was expected. 


ANECDOTAL DATA 

Several events during treatment sessions were 
noteworthy. Some patients remembered past events 
connected with their phobia while they were exposed 
to the phobic situation. 'These memories seemed to be 
stimulated by contact with the situation, rather than 
to precede or follow improvement in any systematic 
fashion. A height phobic woman appeared to be 
habituating steadily to being on top of a roof, but 
suddenly screamed when she saw a man walking near 
the edge of a nearby rooftop. She then told the 
therapist for the first time that her phobia had begun 
years earlier after she saw a fireman fall to his death 
from a tower. Evocation of this memory was accom- 
panied by intensified fear and the patient screamed 
each time the therapist approached the edge of the 
.roof. Eventually she habituated to this situation as 
well. 

Acute distress often occurred during sessions, 
egpecially in the early phases. À blood phobic fainted 
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during her first session while watching a wound being 
sutured and nearly fainted again during the next 
session. After treatment was completed she became a 
registered blood donor. 

A spider phobic screamed vigorously while stretch- 
ing out her hand to touch a spider in a dish placed 
before her. At that stage avoidance had extinguished 
while the screaming aspect of her phobic behaviour 
still remained to be dealt with. Outsiders came 
running into the treatment room to see what was 
happening, and were surprised to see the patient 
screaming while reaching out to the spider at the 
same time. 

Similar dissociation was also noted between sub- 
jective and physiological aspects of phobic behaviour. 
This occurred in a woman who, when told her heart 
rate was back to normal in the presence of the phobic 
object, retorted ‘I don’t care what my heart does, 
only what I feel’, A claustrophobic showed dissocia- 
tion between avoidance on the one hand and sub- 
jective anxiety and heart rate on the other. When 
shut in a cupboard he said he felt calm, and his heart 
rate was normal, yet he insisted he still wished to 
escape, and then left the cupboard. He was the only 
patient of the 18 who did not improve by the end of 
the second session. In retrospect this may have been 
due to his being unwittingly encouraged to escape at 
one point. His first session was in the ‘peak’ diazepam 
condition, during which he improved. He was still 
anxious during his second physiological assessment 
before the second session began in the placebo condi- 
tion. Just before exposure started he mentioned that 
he had gastroenteritis with diarrhoea and nausea, and 
asked to go to the toilet. This was allowed, and when 
the patient returned the therapist decided in view 
of his debility to postpone the session until he felt 
physically well once more. The next week the patient 
was reluctant to attend, and during treatment insisted 
on escaping repeatedly in a way he had not tried in 
the first session. After this session he was not better 
than before the start of treatment, and he refused to 
have any further therapy, though he did attend for 
his third assessment. It is just possible that he 
illustrates drug dissociation, since the first session was 
during ‘peak’ diazepam while the second was with 
placebo. However, the only other patient to have this 
treatment order did well. The more likely explanation 
may be that the therapist allowed escape to occur by 
postponing the second session just when the patient 
was keyed up to begin; possibly it might have been 
wiser to carry on despite his mild physical debility. 

Dissociation between subjective anxiety and overt 
avoidance was also noted in a second blood phobic 
who was treated by prolonged exposure in practice 
just after the trial series ended. She fainted twice 


502 


when she saw blood during her single treatment session. 
After the seasion she felt sick and giddy every time 
she thought of the treatment, and she wrote-—“When 
I got back to College yesterday I must admit that I 
felt no better than I did when I first came to you. 

‘Last night I thought about what I had done and 
I really felt faint and sick every time that I thought 
about the blood. Then today I remembered what 
you had said about getting a book and reading it. 
So this afternoon I went to the library and got a 
book about blood. I was shaking and nervous when 
I carried it back to my room. I lay on my bed and 
started to read it. But as I read each word, I thought 
that I was going to faint and be sick. I felt that 
nothing would ever cure me, but I kept on saying out 
loud that I was not going to faint. But in vain, I felt 
really ill, I burst into tears and just could not go on 
reading. In my heart J was determined not to give in, 
so I said once more, out loud, that I was not going to 
let blood bother me. 

‘Then (half an hour after starting to read the book) 
all of a sudden I just got up, picked up the book and 
read a whole chapter without any fear or anxiety. 
The fecling was so marvellous that I ran down the 
cortidor to tell my friends. From now on there will be 
no going back. I know now that I am cured, but I 
will continue to read the book each night. I feel now 
that I could go and see the most bloodthirsty film and 
not flinch. 

‘I have painted a large poster of blood and put it 
on my wall to remind me.’ The next evening the 
patient watched a production of Macbeth. 

This patient also illustrates the interesting cognitive 
changes which occur as patients improve during 
exposure. Another patient, a dog phobic, was most 
reluctant to touch a dog at the start of her first session, 
and cried. As she was persuaded to stretch out her 
hand towards the dog’s back she said that every part 
of the dog, even the back, seemed like a head, which 
was the most frightening part of a dog for her. As she 
habituated to the dog this distorted perception 
subsided. Once her dog phobia improved, this 
patient increased in normally assertive behaviour 
with her parents and peers. Having successfully 
coped with one problem she gained confidence in 
dealing with other difficulties as well. This degree of 
generalization of improvement even to non-phobic 
problems was rather unusual. Several patients could 
not believe, when they were actually touching the 
phobic object, that they were really better, and some- 
times took a couple of days to get used to the idea 
that they were no longer phobic. However, great 
satisfaction could occur as soon as the phobia was 
mastered. The second blood phobic above showed 
this, and a claustrophobic cried for joy when she 
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finally accomplished a journey іп an underground 
train. 


Disausston 


The order of efficacy of the three treatment 
conditions was ‘waning’ diazepam most, ‘peak’ 
diazepam next, and placebo least. This was true 
both for Session 1 before crossover and for 
Session 2. ‘Peak’ diazepam was consistently 
though not usually significantly superior to 
placebo, which indicates that there was no drug 
dissociation with the moderate level of drug 
employed. It is possible that lasting improve- 
ment would have been impaired through drug 
dissociation had larger doses been employed. 
After 20 to 30 mgs. of intravenous diazepam 
very much longer exposure to the phobic 
situation has been reported to be required for 
improvement in the non-drug state? to result 
(McCormick and O’Gorman, 1970). Drug 
dissociation might perhaps have also occurred 
had exposure been for but a few minutes 
rather than for two hours. A further possibility 
in the present study is that the psychotropic 
effect, like the serum level, was waning even 
between 1 and 3 hours after ingestion, so that 
the so-called ‘peak’ group was actually a 
partially waning group, which might account 
for its slight superiority to placebo. A short- 
coming in this study is that no measure of 
psychotropic effect was made that was inde- 
pendent of the phobia. This would be desirable 
in any future replication. 

It is theoretically conceivable that the rate of 
degradation or excretion of diazepam is affected 
by an individual’s activity. Perhaps during great 
anxiety the rate is accelerated, thus obscuring 
differences in serum level in our two diazepam 
groups which would otherwise be apparent, but 
no data are available about this. Conversely 
anxiety might equally retard the rate of break- 
down of diazepam. 

All raters and the therapist in the present 
study were blind with respect to treatment 
conditions. The dose of diazepam was suffi- 
ciently small not to produce obviously visible 
sleepiness, and patients were not asked about the 
effect of their elixir so as to avoid clues being `° 
given to the therapist about their treatment 
condition. 
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The design was slightly unbalanced in that the 
time from assessment I to 2 was 72 hours, while 
96 hours elapsed between assessments 2 and 3. 
This was unavoidable, as physiological measures 
could only be made on Mondays and Thursdays. 
This was not expected to affect results materially. 
In fact the changes from assessments 1 to 2 
turned out not to be significantly different from 
those between assessments 2 and 3. Furthermore, 
the overall order of treatment effect —waning 
greater than peak diazepam and both greater 
than placebo—was also present on analysis of 
the effects of Session 1 alone. The same order of 
treatment effects was also present in the first 
and in the second blocks of 9 patients, i.e. it was 
not affected by greater experience with later 
patients, nor by which psychiatric rater was 
involved, since each block was rated by a 
different PSychiatrist. ‘The first block was rated 
by a psychiatrist who played no part in treat- 
ment, while the second was rated by the 
therapist. 

An aim of the present research was to make 
exposure treatment more pleasant without 
impairing its efficacy. T'his aim was not achieved, 
as all three treatment conditions were rated by 
the patient as similarly unpleasant. However, 
the degree of unpleasantness was less than 
expected—only slightly unpleasant on semantic 
differential and analogue scales. This was 
surprising in view of the great anxiety which 
patients showed during confrontation with the 
phobic object, and their physiological arousal 
during the process. There is some evidence that 
the diazepam was in fact exerting a psychotropic 
effect during treatment, as subjective anxiety 
during phobic imagery was lower with diazepam 
than under placebo. That this effect did not 
increase the pleasantness of the treatment might 
be due to the fact that therapists exposed patients 
to the phobic situation as rapidly as patients 
would allow. This pace was probably faster 
under diazepam than under placebo, so that the 
diazepam groups had more intense exposure 
during a given session. This could be expected 
to evoke more anxiety and increase the un- 
‚ pleasantness of the session to the same level as 
under placebo. Under diazepam patients 
touched the phobic object for the first time 
earlier in the first session than they did under 
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placebo. It may be that patients can only 
tolerate a particular maximum of anxiety 
during exposure before they escape, and that 
the same maximum is reached higher up the 
hierarchy under influence of a sedative than 
with placebo. In other words, mild sedation may 
increase the amount of confrontation that is 
possible. 

lt is interesting that heart rate and skin 
conductance rarely correlated significantly with 
one another or with clinical measures. This 
paucity of relationship amongst physiological 
measures, and between them and clinical 
measures, has often been found before (Marks 
st al., 1971; Mathews and Lader, 1972). 

The dissociation between different aspects of 
phobic behaviour observed in this study has also 
been noted elsewhere (Watson et al., 1971; Lang, 
1969). It is particularly striking under condi- 
tions like those of the present study, when 
patients lost some aspects of their phobias 
within a few hours, e.g. physiological activity 
and avoidance behaviour in the presence of the 
phobic stimulus, while attitudes sometimes took 
days longer to catch up with the changed 
physiology and behaviour. This cognitive lag 
has been noted previously (Watson et al., 1971). 

The present results need replication on other 
phobics such as agoraphobics, and in obsessive- 
compulsive disorders. If outcome is similar in 
further work, it opens a way to enhance fear 
reduction by exposure which starts several hours, 
not immediately, after oral sedation, and con- 
tinues for several hours while psychotropic effects 
are declining. Careful attention seems necessary 
to the timing and dose of drug, as well as the 
duration of flooding after drug administration. 
Elucidation of the mechanisms producing 
synergistic action of sedation with exposure 
awaits further work. 


SUMMARY 

Eighteen patients with chronic specific pho- 
bias were allocated at random to exposure for 
two hours to the real phobic situation (flooding) 
under one of three conditions: (1) exposure 
starting four hours after oral diazepam 0-1 
mg./kg. (‘waning’ group); (2) exposure starting 
one hour after oral diazepam o-1 mg./kg. (‘peak’ 
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group); (3) exposure starting four hours or 
one hour after oral placebo. Each patient had 
two treatment sessions in a balanced sequence, 
and each patient had either one or two of the 
three treatment conditions. Assessment was 
blind for the patient, therapist and independent 
rater. 

Exposure under all three conditions produced 
significant improvement. However, the ‘waning’ 
group was significantly superior to placebo, and 
the ‘peak’ group was in between. This trend of 
superiority was consistent for clinical, attitudinal 
and physiological ratings. The trend was already 
present significantly after the first treatment 
session, before crossover. The addition of 
diazepam did not increase treatment pleasant- 
ness. There was no evidence of drug dissociation 
at the moderate dosage employed. Serum levels 
of diazepam varied widely between patients, but 
were reliable within patients over two sessions. 
Serum levels bore no relation to psychotropic 
effect of diazepam. 
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APPENDIX 


Nores ABOUT TREATMENT BY EXPOSURE 


The treatment you will be having for your phobias 
involves your coming into contact with the object or 
situation you fear for 2 hours at a time under controlled 
conditions, during which time your fear will diminish. 
Exposure to the feared situation often produces anxiety. 
To make the treatment more comfortable we will give you 
a drug in liquid form beforehand to reduce anxiety. As we 
need to know the drug level in your blood during treat- 
ment we will require 3 small samples of intravenous blood 
from your arm at different times during each day of 
treatment. 

For treatment you will need to attend twice for an 
entire Monday and 'Thursday, and a third time a few days 
later for an hour only for assessment of progress. After you 
have attended 5 times you may well not need any further 
treatment, but will get further help should this benecessary. 

The treatment has been most effective in helping other 
phobic patients, but we are not yet quite sure how it 
works. We will therefore be treating you under carefully 
controlled conditions so that we can find out more about ' 
how the treatment works. On treatment days you will need 
to come to our out-patient department at exactly 8.30 a.m., 
where you will be collected by your doctor. You will Be 
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weighed, fill in some rating scales and have your heart 
rate and behaviour assessed. You will drink the anxiety- 
reducing drug twice—at 10 a.m. and 1 p.m. Blood will be 
sampled at її a.m., 2 p.m. and 4.30 p.m. At 12 noon you 
will eat your customary lunch—you can bring it yourself 
or go toa restaurant nearby. Beverages and sandwiches are 
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available in the out-patient hall. Exposure to your phobic 
situation will occur continuously between 2 and 4.30 p.m. 
You will be able to return home at 4.30 p.m. 

It is most important that you should not take any drugs 
for 2 weeks before treatment, nor should you drink any 
alcohol for 12 hours before coming. 


I. M. Marks, M.D., M.R.C.Psych., Sentor Lecturer, Institute of Psychiatry, De Crespigny Park, Denmark 


Hill, London, S.E.5 


R. Viswanathan, M.B., B.S., M.R.C.Psych., Senior Registrar, Moorhaven Hospital, loybridge, Devon 
M. S. Lipsedge, M.A., M.B., B.S., M.R.C.P., Senior Registrar and Lecturer, St. Bartholomew’s Hospital, London, 
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A Comparison of Oxypertine and Diazepam in 
Anxiety Neurosis seen in Hospital Out-patients 


By F. J. WADZISZ 


INTRODUCTION 

Oxypertine (Integrin, Winthrop Laboratories) 
is a phenylpiperazine derivative unrelated to the 
phenothiazines or benzodiazepines. It has 
powerful anti-psychotic properties demonstrated 
in early trials and reviewed by Skarbek and 
Jacobsen (1965). 

Later work has shown control of anxiety states 
at low dosage, 10 mg. t.d.s. (Bonn et al., 1971). 
Oxypertine reduces brain amines (Van den 
Driessche, 1967) which are thought to produce 
anxiety in man (Smythies, 1967). 

This trial compared oxypertine with diazepam 
(Valium, Roche), a benzodiazepine which acts 
by depressing the limbic system and by muscle 
relaxation (Rees, 1966). 


METHOD 


A double-blind between-patient study was 
carried out in 40 patients with anxiety neurosis, 
referred by their G.P’s to a hospital out-patient 
clinic. They were either new patients or ones 
poorly controlled on other therapy. Any with 

primary depression or known to be in early 
pregnancy were excluded. 

The trial duration was 4 weeks. Patients were 
followed up at 2 and 4 weeks and assessed at 
each interview on the Anxiety Rating Scale 
described by Hamilton (1959). As ratings were 
completed they were filed away and not referred 
to again until after the trial, since Jacobsen 
(1965) has shown that reference to previous 
assessments can influence subsequent scoring. 

Dosages were oxypertine 10 mg. or diazepam 
5 mg., both t.d.s. No other psychotropic drugs 

were given during the trial unless a hypnotic 
' was needed, when nitrazepam (Mogadon) was 
used. Six patients in the oxypertine group and 
B in the diazepam group received this hypnotic. 
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RESULTS 


Forty patients completed the trial, and the 
overall sex ratio was 1:7 female to 1-0 male. 
Age distributions were similar in both groups, 
and the median age was 36:5 years. AM but 
three of the patients had been currently ill for 
less than six weeks prior to the trial. 

The Hamilton Scale rates 13 symptoms or 
signs numerically, high score, signifying more 
severe disease, ie. О == symptoms absent, 1 = 
slight, 2 — moderate, 3 — severe, 4 = very 
severe, grossly disabling. Since 4 is rarely used 
the practical upper limit of the score is 39. 

The median initial score for the oxypertine 
group of patients was 22 and for the diazepam 
group 23. 

The dose of 1 capsule t.d.s. was considered to 
have been maintained by each patient. This was 
checked by counting the number of capsules 
returned; not an infallible method but consi- 
dered practical for this trial in a busy out- 
patient clinic. 

Because the two groups had similar charac- 
teristics it is valid to compare responses to the 
two treatments. A statistically significant im- 
provement after 2 and 4 weeks was observed in 
both treatment groups, p < 0:01, improvement 
after 4 weeks being greater than after 2 weeks. 
The median improvement in the score for the 
oxypertine group was 7:5 at 2 weeks and 14:5 
at 4 weeks, compared with 8 and 13 respectively 
for the diazepam group. Differences were not 
statistically significant (p > 0-05). 


Doctor's overall rating 

'The clinician noted whether the patient had 
improved by the end of the trial. These results 
were summarized as None, Slight, Moderate or 
Marked. Differences between the treatments 
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were not significant, 60 per cent of all patients 
obtaining moderate or marked improvement of 
their anxiety state. 

It was of interest to correlate the с in 
the Hamilton Anxiety Scores with the clinician's 
assessment of improvement in the patient's 
condition. There was a positive significant 
correlation between these measures of response. 
(Spearman's Kank correlation coefficient, r, — 
-Fo:8o p < 0-001). 


Side effects 

Care was taken not to prompt patients when 
reporting these. A standard question ‘How did 
you get on with the capsules?’ was asked at the 
second and final interview. 

From the patients! remarks it was apparent 
that drowsiness was the only side effect with 
either drug. Of the 20 patients on diazepam то 
reported this, but only 2 of the 20 patients in the 
oxypertine group. The difference is statistically 
significant, X? = 5:83, p < 0:025. 


Discussion 


Patients referred to a psychiatric out-patient 
clinic tend to be more severely ill than those 
treated by their family doctor. Myers (1971) 
treated 85 patients in general practice whose 
median initial Hamilton Score was 14:6. This 
compares to 22 for the oxypertine group and 
23 for the diazepam group in this out-patient 
trial. Àn overall moderate or marked improve- 
ment of 60 per cent (35 per cent marked) is 
therefore encouraging. 


The lower incidence of drowsiness, oxypertine 
IO per cent against diazepam 50 per cent, may 
well be a factor of importance in the future use 


of this drug. 
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Lentizol 


Three British 
clinical trials 


The effectiveness of Lentizol - 

the new sustained-release amitriptyline— 
has now been further confirmed by three 
British double-blind trials. 


One was a controlled hospital study’, comparing Lentizol with 
ordinary amitriptyline. Lentizol, given as a single dose at night, 
showed equal therapeutic effect to ordinary amitriptyline, but 
at two-thirds of the dosage. The single dose was also regarded as 
a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 4895? 

Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies**. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 ` 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary 
amitriptyline was equally effective. 


I. Brit. ў. Psychiatry (1972) 1201 65. 2. Brit. Med, ў. (1965) 2: 790-792. 3. Brit. J. Clin. Pract. (1972) 
261 33. 4. Practitioner (in press) 


Lentizol for a brighter tomorrow 


Capsules of 50 mg. and 25 mg. amitriptyline hydrochloride. Further information !s 
available on request. 





William R. Warner & Co. Ltd., Eastleigh, Hampshire, SOs 370. Tel: Eastleigh 3131. 
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Il bring her ~ 
back to reality. + 
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oral antipsychotic 
for initial and maintenance therapy 
in schizophrenia 


“characterised by its incisive effects notably against autism, 
delusions and hallucinations” 


“the duration of action of a single dose of pimozide satisfactorily 
covers 24 hours’” 


“the drug of choice when social re-integration is envisaged'? 


“the great advantage for the majority who respond is the lack of 
need for antiparkinson drugs” 


Thus, ORAP controls the primary symptoms of ORAP is supplied as tablets each containing 2 mg. 
schizophrenia, saves nursing time in the early stages of pimozide in containers of 100, 500 and 2,500. 
treatment, makes the patient more co-operative and Full information is available on request. 
amenable and, during rehabilitation, enables the 1. Int. Pharmacopsychiat. 4, 193, 1970 

patient to undertake tasks requiring mental alertness 2. Brit. J. Clin Prac. 25, 417; 1971 

and manual dexterity. 3. Acta Neurol. Belg., 68, 875, 1968 


effective,long acting 


(pimozide) 


 non-sedative, low side effect liability 
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* [n refractory cases and in the older age 
groups, Cetiprin (emepronium bromide) 
in a dose of 200 mg. three times daily is 
often more effective than Probanthine 
(propantheline bromide). In patients with 
nocturnal urgency and early morning 
urgency incontinence, Cetiprin in a dose 
of 400 mg. before retiring at night is 
usually curative. This drug may be 
combined with Valium (diazepam) or 
Librium (Chlordiazepoxide) without 
harmful sequelae.” 


J. Obst. Gynec. Brit. Cwlth. 79, 77 (1972) 
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Kabi Pharmaceuticals Ltd, Bilton House, Uxbridge Road, Ealing, London, W5 2TH 
Telephone: 01-567 4717 or 01-579 1871 
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Birth Order and Family Size of School-Phobic Adolescents 


By IAN BERG, ALAN BUTLER and RALPH McGUIRE 


It has been found that young people suffering 
from school phobia, particularly those of 
secondary school age in Britain, tend to be the 
youngest in their family (Hersov, 1960; Smith, 
1970). This paper reports an investigation 
carried out in an attempt to confirm and extend 
this observation. А hundred school-phobic 
youngsters admitted to Highlands, a psychiatric 
in-patient unit for adolescents, were looked at 
from the point of view of order in the sibship; 
in this respect they were compared with 91 non- 
school-phwbic children suffering from neurotic 
or conduct disorders admitted to the same 
hospital unit and with 127 randomly selected 
normal secondary school children stratified for 
age, sex and social class. The state of excessive 
dependency which appears to exist between 
mothers and their children in school phobia, 
even in early adolescence (Berg and McGuire, 
1971) may be partly due to the circumstance of 
the affected individual being a younger child 
in the family. 

Family size was also investigated. School 
phobia has not so far been shown to be more 
frequent in only children, nor has it been found 
to be related more generally to family size 
(Hersov, 1960; Smith, 1970). 

The school-phobic group consisted of the 
first hundred consecutive admissions of young- 
sters with this condition to Highlands. The mean 
age in both sexes was 13 years; standard devia- 
tion 1*5 years. The criteria on which they were 
diagnosed and the clinical features of a propor- 
tion of the cases has been described previously 
(Berg, Nichols and Pritchard, 1969; Berg and 
McGuire, 1971). Likewise, the non-school- 
phobic cases comprised the first 91 admissions 
to Highlands other than those suffering from 
school phobia; some of these have also been 
described previously (Berg and Griffiths, 1970). 
"Ihe normal secondary school group has also 
been reported in some detail previously (Berg, 

McGuire and Whelan, 1971). 


PROCEDURE 


The birth order and family size data were 
obtained when the mothers were interviewed. 
All children born to a mother were included. 
Adoptions and fosterings were excluded; allow- 
ances did not have to be made for twins, as 
there were none in the groups studied. 

The birth order of an individual can be 
expressed by Slater’s index m — г/п — 1, where m 
is the ordinal position in the sibship and n is 
family size (Slater, 1962). It is a value which 
varies between o and 1; the mean in a group 
of individuals should tend towards 0-5. The 
expected variance is given by the expression 
n + 1/12(n — 1). Details of the various calcula- 
tions involving this index are given by Slater 
(1962). A suitable programme for carrying out 
this analysis was written in ALGOL, and the 
data were fed into the University of Leeds 
KDFg computer, using on-line teletype facilities. 


RESULTS 


The birth order and family size data for the 
three groups of individuals are presented in 
Tables I to VI. The mean birth order of the 
school-phobic group, 0:5942, deviated by 
0:0942 from 0-5, indicating a significant ten- 
dency for these youngsters to come late in 
order of birth (P < 0-05), since this deviation 
is twice the standard error. It will be seen from 
Table I that this applies to sibship sizes greater 
than two; this is also apparent in Table II, 
which gives mean Slater values for each sibship 
size.* The mean birth order of the non-school 
phobic cases, 0-4672, showed a deviation from 
0:5 of only 0:0328, which is not statistically 
significant. Similarly, the mean Slater's index 
of the normal secondary school controls, o- 5186, 
showed a very small deviation of 0-0186, which 
is also non-significant. 

* Similar results were obtained when the sexes were 


analysed separately; thus, the mean values of Slater's index 
were in the 52 boys 0: 5733 and in the 48 girls 0:6188. 
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ТАВІЕ I 
Birth order and family size of гоо school-phobic youngsters 


Birth order 























The mean family size of the three groups 
were as follows: the school phobics 2:93, the 
normal secondary school youngsters 2-64 and 
the non-school-phobic cases 3:27. Combining 
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the first three sibship sizes and the remaining 
family sizes, chi square comparisons were made 
between the school phobics and the other two 
groups. There was no significant difference 
between the school-phobic youngsters and the 
normal secondary school children (y? = 2:0, 
df = 1 P > 0:05). The difference between 
the school phobics and the non-school-phobic 
cases did reach statistical significance (x? 
4:0, df = 1 P < 0°05). 


Discussion 

Birth order 

In a recent study of 63 school-phobic young- 
sters seen at the Maudsley Hospital who were 
comparable with the series reported in the 
present paper (Smith, 1970), a significant excess 
of youngest children was found when they were 
looked at in the expectation that cidest and 
youngest individuals ought to be found equally 
in an otherwise unbiased sample, and when 
they were actually compared to 735 neurotic 
youngsters without school phobia. Likewise, a 
significant excess of youngest members of a 
family was also discovered in a group of boys 
who disliked school, taken from a random 
sample of 6,000 Buckinghamshire children of 


Taare П 
Calculation of mean birth order of 89 school phobic youngsters from sibships of 2 or more and of standard error of mean 




















Sum of Sum of Slater's Percentage 
Sibship size Number values squares index family size 
2 40 16:00 16-00 0:40 40:0 
3 24 19:00 17:50 0.79 24:0 
4 11 7'67 7:00 0°70 11:0 
5 4 2°50 2:12 0-62 40 
6 . 4 3°60 3°36 0:90 4*0 
7 3 2:17 181 0:72 3-0 
8 2 1°29 1:08 0:64 2:0 
9 o 0-00 0-00 — — 
IO I 0:67 0°44, 0:67 o 
Totals 89 52.8857 49:3166 — 
Mean 0’ 5942 
Correction term 31:4258 
Total variance 17:8908 
Mean variance 0:2033 : 
S.E. of mean ч 0:0478 
Expected S.E. of mean о-0468 
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Taste П 
Birth order and family size of 91 youngsters with non-school- 
phobic psychiatric disorders 


Birth order 











1| 3 
2,16 15 
319 7 5 














Family size 














school age (Mitchell and Shepherd, 1967). 
These findings are in accordance with the 
findings of the investigation reported in this 
paper, namely that school-phobic youngsters 
from families with more than two children in 
them tend to come late in order of birth. 
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Before this result can be confidently accepted, 
some of the problems of measuring birth order 
more generally, especially in children, need to 
be considered. These have been discussed by 
Price and Hare (1969). T'hey maintain that any 
group of young people under the age of 15 must 
be affected by incompleteness of families, that 
is by the fact that their mothers have not 
necessarily finished having children. Price and 
Hare placed much emphasis on this factor in 
attempting to explain the observed excess of 
individuals coming early in birth order in small 
family sizes and late in order of birth in larger 
sibships in a sample of 1 1-year-old boys surveyed 
by the Scottish Council for Research in Educa- 
tion (1949). This view was put forward despite 
the conclusions of another paper (Berg, Fearn- 
ley, Paterson, Pollock and Vallance, 1967) 
which showed that the birth order distribution 
in a random sample of 589 individuals, taken 
from the 37,587 boys in the Scottish sample, 
remained stable in each family size for 17 years. 
This group of normal children deviated signi- 
ficantly from what would be expected theoretic- 
ally in having an excess of individuals coming 
early in birth order in family sizes 2 and 3, 
and this finding was explained by a hetero- 
geneity of birth rates by sibship size in the years 
in which these families were established. Price 


Taare IV 
Calculation of mean birth order of 88 youngsters with non-school-phobic psychiatric disorders 






































Sum of Sum of Slater's Percentage 
Sibship size Number values squares index family size 
2 31 15:00 15-00 0:48 34-1 
3 21 8:50 6-75 0:40 29:1 
4 16 6:67 4:89 * — 0'42 17:6 
5 IO 5:00 3:25 0:50 II*0 
6 6 3°40 2-60 0°57 6-6 
7 2 1°83 1:69 0'92 2:2 
8 2 0:71 0:27 0:56 2:9 
Totals 88 411143 344486 — 
Mean 0:4672 
Correction term 19.2089 
Total variance 15'2397 
Mean variance 0:1752 
S.E. of mean 0:0446 


, Expected S.E. of mean 
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Taste V 
Birth order and family size of 127 normal secondary school 
children 





Birth order 
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and Hare make the point that when the excess 
of individuals comes late in birth order, as was 
the case in the work presented here, incom- 
pleteness of sibships assumes less importance. 
They advise the use of a control group matched 
for age as a way of lessening bias, and the two 
control groups used in the work presented here 
serve this purpose. 
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Family size 

Almost the same proportion of only children 
(11-0 per cent) occurred in the group of school 
phobies presented in this paper and in the 
normal secondary school controls, as was the 
case in the Scottish sample (11-1 per cent). 
Hersov (1960) reviewed 50  school-phobic 
youngsters seen at the Maudsley Hospital and 
stated: "Ihe clinical impression that school 
refusal is more common among only children is 
not supported . . J. Smith (1970) came to 
similar conclusions. It was thus possible to 
provide confirmation of these views. 

When family size is considered more generally, 
previous work has not revealed significant 
differences between school phobics and young- 
sters with other neurotic disturbances (Smith, 
1970). In the present study a straightforward chi 
square comparison was carried out between the 
school-phobic group and the normal secondary- 
school controls. The non-significant result 
obtained can be accepted, in our view, despite 
the considerations discussed by Greenwood and 
Yule (1914), since what they said can be applied 
to both the school phobic and the control 
groups. These writers described biases in 
attempting to measure family size in a group of 
individuals with a particular characteristic 
compared to the population from which they 
came. Such a sample would have the larger 
sibships over-represented. An uncommon con- 

















Taste VI 
Calculation of mean birth order of 113 normal secondary school children 
Sum of Sum of Slater’s Percentage 
Sibship size Number values squares index family size 
2 " 55 29:00 29°00 0°53 4373 
3 36 17:00 13°50 0:47 28:4 
4 10 6-00 4-89 0:60 79 
5 9 5'00 3°62 0.56 7,1 
6 3 1:60 1°04 0°53 2-4 
Totals 113 58-6000 52:0539 — 
Mean 0:5186 
Correction term E 30:5890 
"Total variance " 21-6649 . 
Mean variance at 0° 1934 
S.E. of mean "e 0*0414. 
m 0:0423 


Expected S.E. of mean 


dition might also be more likely to occur in 
larger families. They recommended dividing the 
frequency in each case by the appropriate 
sibship size before calculating mean family size. 
When corrected in this way, the mean sibship 
sizes were as follows: school phobics 2:27, non- 
school-phobic cases 2-76, and normal secondary 
school youngsters 2-18. 

In another paper it was reported that young 
teenage boys with severe anti-social behaviour, 
in marked contrast to those with school phobia, 
tended to come early in order of birth (Berg, 
Fearnley, Paterson, Pollock and Vallance, 1967), 
mean Slater's index 0: 4631; the corrected mean 
family size was 4:03 and the proportion of only 
children was 2:5 per cent. The group of non- 
school-phobic cases used in the study reported 
here resembles the delinquent group in its birth 
order and family size distribution to a consi- 
derable extent: mean Slater's index 0:4672, 
corrected mean family size 2-76, and proportion 
of only children 3-3 per cent. This may be due 
to the number of conduct disorders in these 
non-school-phobic youngsters. The significant 
difference between mean family size of the 
school phobics and the non-school-phobic cases 
is probably explicable in the light of this 
resemblance. Hersov (1960) likewise found a 
significant difference in mean sibship size 
between 50 truants, that is conduct-disordered 
children. (mean value 3:4), and 50 school 
phobics and 50 other cases combined (mean 
value 2:3). 


Maternal age 

A raised maternal age has occasionally been 
mentioned as a possible aetiological factor in 
school phobia (e.g. Morgan, 1959). A tendency 
to come late in birth order is likely to be 
associated with increased maternal age (Slater, 
1962). 

In the study reported here, ages of the mothers 
of the school-phobic youngsters were asked for 
in the usual way in the course of routine clinical 
interviews (mean age 30:4 years, variance 36-7, 
n = 100). However, in two thirds of the group 
. maternal ages were collected more systematic- 
ally, along with other information for research 
purposes (mean age 30:0 years, variance 40:3, 
е = 65). Dates of birth of mothers were not 
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obtained. In either case, the school-phobic mean 
maternal age was significantly higher (P < 
0*05) than that of the general population (mean 
age 28:5 years, variance 37:1, n = 632,408), 
using norms given by Slater (1962). 

It may therefore be that the fact that when 
school phobia occurs in children from large 
sibships they tend to be youngest members of 
the family is related to an increased maternal 
age. 


SUMMARY 


А hundred school-phobic youngers were 
investigated for birth order and family size. 
Ninety-one non-school-phobic admissions and 
127 normal secondary school children of 
similar age were used for comparison. It was 
found that the school phobics tended to be late 
in birth order when they came from families 
with three or more children in them. The two 
control groups, however, did not differ signi- 
ficantly from what would be expected on theore- 
tical grounds. The mean value of Slater's index 
for the school phobics was 0:5942, which is 
significantly greater than the expected value 
of 0*5. 

Only children occurred in similar proportions 
in the school phobics, the normal secondary 
school controls and a large sample of boys pre- 
viously surveyed by the Scottish Council for 
Research in Education. 'The family size distribu- 
tion, more generally, did not differ significantly 
between the school phobics and normal secon- 
dary school youngsters. Reasons are given why 
it was not considered necessary to use the 
Greenwood and Yule method of correction for 
family size estimations. 

The non-school-phobic cases bore some 
resemblance to a sample of delinquent boys, 
previously studied, in their birth order and 
family size characteristics. 

It is suggested that the raised maternal age 
of the school-phobic group may be of aetio- 
logical importance in this condition. 
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Parental Social Class in Psychiatric Patients 


By E. H. HARE, J. S. PRICE and E. SLATER 


In the search for environmental causes of 
mental disorder, the epidemiologist looks for 
an association between the disorder and some 
environmental factor. The significance of such 
an association can only be determined by a 
comparison of the patient population with a 
control population. Ideally, the control popula- 
tion will be the general population from which 
the patients have been drawn, but because this 
often presents great technical difficulties an 
alternative is to compare one diagnostic group 
with another. Sound conclusions cannot, how- 
ever, be drawn from such a comparison unless 
itis known how far the diagnostic groups differ 
for factors which influence, or are thought likely 
to influence, the association being studied. Such 
factors, of which age- and sex-distribution are 
the most obvious, will often include social and 
cultural status. Cultural status—at least in so far 
as this may be equated with religion and country 
of birth—can be allowed for by confining the 
comparison to patients of a particular religion 
and place of birth. As regards social status, it is 
the patient's background rather than his present 
condition which seems important; for on the one 
hand present social status will be varyingly 
influenced by the type and severity of disorder, 
and on the other hand a person's general social 
behaviour and attitude (in as far, at least, as 
these are associated with the sort of social factors 
which psychiatrists have commonly studied) are 
more likely to stem from the type of upbringing 
he had than from his recent experiences. 

These considerations led us to study the social 
class of origin of patients in various diagnostic 
groups by an examination of the father’s occupa- 
tion as recorded on the patient’s birth certificate. 
Our principal aim was to be able to control for 
this factor in diagnostic comparisons of marriage 

“rate, fertility, sibling-size, and season of birth. 
But we took the opportunity to replicate some of 
the work of Turner and Wagenfeld (1967) and of 


Birtchnell (1971). Turner and Wagenfeld found 
selection. (i.e. the failure of a patient ever to 
attain his expected social level) to be a more 
important factor than drift (a patient's fall from 
a higher to a lower level of occupation) as an 
explanation of why schizophrenic patients have 
a lower social class distribution than that of their 
fathers or of the general population. Birtchnell 
found that year of birth was an important deter- 
minant of social class distribution, not only of 
psychiatric patients as a whole but of their 
fathers and the general population as well. 


METHOD 


This study is based on the case histories of a 
randomized sample of patients attending the 
Bethlem-Maudsley Hospital, as in-patients or 
out-patients. To minimize cultural influences, 
we confined ourselves to patients of Protestant 
religion and (as far as possible) to those born in 
Great Britain. We planned to obtain data on 
parental social class for about 200 cases of 
neurosis and about 100 cases each of schizo- 
phrenia, manic-depressive psychosis, and per- 
sonality disorder*, and to have the birth dates of 
these patients distributed in the same way for 
each diagnosis. To this end we took all patients, 
of either sex, who attended the hospital during 
the period 1952-1966 and who had been born 
in the census years 1911, 1921, and 1931. 
Where it was necessary to increase the number 
of cases, patients born in the year before, or the 
year after, these census years were included. 
For the examination of social class difference 
between the patients and their fathers, we 
expanded the series of neurotic and schizo- 
phrenic cases to include about 100 males each 


* On the Eighth Review of the International Classifica- 
tion of Diseases and Injuries, the code numbers included 
in these diagnostic groups were: neurosis, 300; schizo- 
phrenia, 295, 297; manic-depressive psychosis, 296; 
personality disorder, 301. 
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and, in order to provide a more natural distri- 
bution by age, we took most of the added cases 
from patients born in the years 1938-1943. 

The occupation of the father at the time of the 
patient’s birth was then noted from the patient’s 
birth certificate, and his social class assigned 
from the Registrar General’s Classification of 
Occupations 1950 (Registrar General, 1951). 
Table I shows the numbers of cases, by diagnosis 
in which the father’s social class was studied. 


The numbers of not-knowns is high (25 per cent) 
and the reasons for this may be noted here. In 15 
cases, the mother's occupation only was given (pre- 
sumably indicating an illegitimate birth) ; in 33 cases, 
there were too many entries of persons with the same 
name to make a search for the birth certificate 
feasible; and in 18 cases where the certificate could 
not be traced the patient's name was foreign and 
suggested foreign birth. For the remaining patients, 
the inability to trace the birth certificate must be 
attributed either to their being born outside England 
(and therefore probably mostly in Scotland, Wales or 
Northern Ireland) or to the name or date of birth 
being given, recorded or copied wrongly. That trans- 
mission errors were relatively rare is suggested by the 
fact that differences between the case records and the 
birth certificare, for day of birth of the patient (which 
would not affect the tracing of the certificate) occurred 
in only 17 cases and was in most cases a difference of 
no more than 2 or 3 days, while a difference in the 
month (which would not affect tracing if the months 
were in the same quarter of the year) was detected 
only once. 


For male patients with neurosis or schizo- 
phrenia, the occupational history was studied 
from the case records (supplemented in 30 cases 
by information from other hospitals). Social class 
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was then determined by the Registrar General’s 
Classification of Occupations 1950, at three 
stages in the patient’s history: (a) for the highest 
level of occupation which the patient had 
attained before his first attendance at the hospital 
during the period 1952-1969, (b) for his occupa- 
tion at the time of his first spell of care, (c) for 
his occupation at the time of his latest spell of 
care. Thirty-five per cent of the neurotic and 
61 per cent of the schizophrenic patients had 
more than one spell of care at the hospital. The 
median period of years between the first and 
last spell of care was 3$ years for neurosis, 3} 
years for schizophrenia. 


RESULTS 

1. Social class of fathers at patients’ birth. We first 
studied social class distribution of the fathers by 
the year of birth of the patients (Table II). 
There is a significantly higher proportion in 
social class V for the fathers of patients born 
round 1931 than for those born round 1911; 
and, taking social classes IV and V together, 
there is a significantly higher proportion in these 
classes for the 1931 patients than for those born 
round 1941. | 

To allow more easily for the effect of year of 
birth in comparing the four diagnostic groups, 
we excluded those patients with neurosis or 
schizophrenia who were born round 1941. The 
observed numbers of fathers by social class, and 
their expected numbers after correction for 
differences in year of birth, are shown in Table 
III. The ‘expected’ numbers are those which 
would be expected if the distributions by social 
class were the same in all the diagnostic groups. 


TABLE I 


Numbers of patients for whom father’s occupation was obtained from patient’s birth certificate, by diagnosis and year of 
birth. Sexes together 








Year of birth 
Diagnosis Total Certificate 
1910-12 1920-22 1930-32 1938-44 not traced 
Neurosis T m m 55 98 70 12 235 59 
Schizophrenia... А, 28 67 48 32 175 77 
Manic depression is 44 40 25 == 109 39 
Personality disorder 13 39 53 Bee 105 87 
Total 140 244. 196 44 624. 212 
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Taste IT 
Social class of father by year of birth of patient (percentage distribution). Diagnoses and sexes together 
London Boroughs 
Year of birth London 19511 
Social class Total в 
1910-12 1920-22 1930-32 1938—44 1931 1951f Camberwell Lambeth 
I. 4 4 6 — 4°5 3:5 4:0 2:2 2:2 
I .. 14 її 13 12 12:4 13:9 19:0 11:3 11:4 
II. 59 54 49 70 54/4 — 540 5ga 568 57°7 
IV. 10 15 10 14 12:5 11:3 11'9 12:2 11*5 
V. 13 16 22 4 16:2 17:8 16:9 17°5 17:2 
Total (= 100%) 140 244 196 44 624 100'O 100:0 100*0 100'0 








* Greater London, males aged 20-65 (Registrar General, 1938). 
t London Administrative County, occupied and retired males aged 15 and over (Registrar General, 1954). 











'ТАвгв ПІ 
Social class of father at patient’s birth, by diagnosis. Observed and (in brackets) expected numbers for patients born 

1910—82 

Машс- Personality 
Social class Neurosis Schizophrenia ^ depression disorder Total 

I 13 ( 1077 él 8.9 3 ( 5:2) 4(5t 28, 
IL oss 21 ( 28-8 16 (18:4 16 (14:0) 2I eee 74 
ш .. 117 (119°0 83 UAE. 61 (58-2) 46 (56:0 307 
IV.. 27 ( 26:9 17 (1973) 17 Ho її (12:7) 7a 
У 45 ( 87:6 19 (2471) 12 (18-4) 23 (17:7) 99 
Total 223 143 109 105 580 





The expected numbers are based on the social class distribution of all cases adjusted for year of birth differences 
in the diagnostic groups. Taking S.C. I and II together, x? values (3 d.f.) are: neurosis 1°74, schizophrenia 
2:29, manic-depression 3-50, personality disorder 5-80. None of these values approaches significance. 


There is no significant difference between the 
observed and expected numbers for any 
diagnosis, though for personality disorder the 
departure from expectation, with an under- 
representation in S.C. III, is noteworthy. 

In the general population, social class distri- 
bution varies considerably with age (see Appen- 
dix). The mean age of the patients’ fathers at 
the time of the patients’ birth may be taken as 
about 33 years. From Table X it is apparent that 
the social class distribution of persons of such 
an age must be fairly close to that of all persons 
. between the ages of 20 and 64. It seems reason- 
able, therefore, to compare the social class of 
the fathers with that of the general population. 
T'he census findings of 1931 would be the best 


for this comparison, but figures for the (former) 
Metropolitan Boroughs of Camberwell and 
Lambeth, from which the Bethlem-Maudsley 
Hospital draws the majority of its patients, were 
not given until 1951. However, the distribution 
of social class in London scarcely differed 
between 1951 and 1931, and so the borough 
figures for 1951 may be accepted as a basis for 
comparison with the patients’ fathers. The 
fathers show an excess in S.C. I, which may 
possibly be the effect of selection, but otherwise 
their distribution is very similar to that of the 
Boroughs and indeed to London as a whole 
(Table IT). 

Table IV gives the social class distribution of 
fathers by sex of patient. For schizophrenia, the 
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Taste IV 
Social class of father by sex of patient, by diagnosis: percentage distribution 
Manic- Personality 
Neurosis Schizophrenia ^ depression disorder Total 

Social class ENOTES 

M F M F M F M F M F 

I+ II 16 13 18 9 19 16 23 25 20 15 

Шш .. 55 52 63 55 50 59 47 39 53 53 

IV +V 29 35 19 36 31 25 зо 36 27; 32 

Total (= 100%) 118 i17 128 47 36 73 69 36 351 273 


difference between the sexes reaches the signifi- 
cance level, but for the other diagnoses and for 
the group as a whole there is no appreciable sex 
difference. The under-representation of social 
class III in personality disorder, compared with 
. the other diagnoses, holds true for each sex. 

2. Social class of fathers, by age of father. We 
studied change in the social class of patients 
fathers by comparing their social class at the 
time of the patient's birth with that at the time 
of the patient's first attendance at the hospital. 
The comparison was confined to male patients 
with neurosis and schizophrenia. Distribution by 
year of birth was similar for these diagnoses 
(Table I), though the neurotic patients were 
somewhat older (median age 35 years, com- 
pared with 31 years for schizophrenia). Table V 
shows the changes in parental social class. 
Fathers had moved upward in social class in 
12 cases of neurosis and in 14 of schizophrenia, 
but had moved downwards in only one case of 
neurosis compared with 15 of schizophrenia. 


Tasre V с 


Difference between the social class of father at the time of 
the patient's birth and at the time of the patients first 





Neurosis Schizophrenia 
Social class change = 
at later date No. 96 No. 96 
None .. e 5I 79 63 69 
Upwards .. 12 19 I4 15 
Downwards .. I 2 15 16 
Total .. .. 64 100 92 100 








The downward movements are of interest. In the 
one neurotic case, the father was a naval officer 
(S.C. I) at the time of the patient's birth, but at the 
time of the patient's attendance 22 years later he was 
a landscape gardener (S.C. IV), an understandable 
change for a serving officer who retires on pension 
and takes up other employment. There was one 
similar instance among the 13 schizophrenic cases, 
but the remainder suggested cither a variability in 
the general type of employment or, more commonly, 
some carelessness or diffuseness in the statement of the 
father’s present occupation. The cases suggesting 
variability were a farmer (S.C. II) who became a 
‘retired supervisor in a tobacco company’ (S.C. ПІ), 
a master hairdresser (S.C. TI) who became a tool 
grinding engineer (S.C. IIT), and a railway constable 
(S.C. III) who became a gardener (S.C. IV). 
Examples suggesting carelessness or vagueness were 
a timekeeper (S.C. YII) who became a ‘factory 
worker’ (S.C. V), a master builder (S.C. II) who 
became a ‘retired craftsman’ (S.C. IIT), a master 
dairyman (S.C. IY) who became a dairyman (S.C. 
TID, a haulage carter (S.C. IV) who became а 
‘retired road worker’ (S.C. V), and a boot-and-shoe 
clicker (S.C. III) who became an ‘industrial worker, 
factory job' (S.C. V). Rises in the parental social 
class of schizophrenic patients might have been due 
to a similar type of distortion: thus, a general 
labourer (S.C. V) became a general dealer (S.C, II). 
There were no comparable instances among the 
neurotic cases. 


3. Social class of fathers and patients compared. 
The relation between a patient’s social class at 
the time of his first attendance and the social 
class of his father at the time of his birth are 
shown in Table VI for those cases where the ' 
information was available. The proportion of 
patients who were of higher social class thap 
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Taste VI 4. Social class of patient by age. The effect of age 

Social class difference between patient, at first attendance, ор a patient's social class may be illustrated by 
and kis father (at patient's birth) comparing the social class distribution of those 

a Schizophreni patients under 30 years old with those 30 or 

Social clas diference N E over, at the time of first attendance (Table VITI). 
of patient No % No % Among neurotics, age has little effect on the 
——————————— proportions in the upper two social classes but 
None .. e 57 5t 55 46 the proportion in social class III increased in the 


Higher, by опе social class 23 ^ 21 23 19 
by two or more 16 14 7 6 
Lower, by one social class 7 7 16 14 
by two or more 8 7 18 15 





'Total . III 





x? (2 d.£) = 8:39 p<o-o2. 


their fathers is 35 per cent for neurosis and 25 per 
cent for schizophrenia; and of patients with 
lower class than their fathers 14 per cent for 
neurosis"and 29 per cent for schizophrenia. The 
difference between the diagnoses is significant 
(p < 0:02). 

We also examined the relation between 
parental social class at the patient's birth and 
the highest social class achieved by the patient 
before his first attendance (Table VII). This 
indicates the degree to which a patient is 
selected for a social class different from that of 
his father. Compared with their fathers, there 
was a rise in social class in 36 per cent of neurotic 
and in 30 per cent of schizophrenic patients; 
and a fall in rg per cent and 23 per cent 
,respectively. The difference between the diag- 
noses is not significant. 


Taste VII 
Social class difference between patient, at highest 
occupational level before attendance, and his father (at 





patients birth) 

Neurosis Schizophrenia 

Social class difference п 
of patient No % No % 
None .. T .. 56 51 57 47 
Higher, by one class 23 21 25 21 
by two ог more 17 15 її 9 
Lower, by one class .. 6 6 14 12 
by two or more 8 7 19 II 





Total 


x! (a d.f.) = 3:99 N.S. 
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older group at the expense of the lower classes. 
The social class distribution of neurosis in these 
two age groups differs significantly (p < 0°02). 
The older group of schizophrenic patients show 
a decrease in the proportion in social class III, 
though the difference in distributions of tbe 
two age-groups is not significant. There is no 
significant difference in the social class distribu- 
tions between neurosis and schizophrenia for 
patients aged under 30, but for those aged go or 
more the difference is highly significant (p < 
0'001). 

5. Social class and duration in occupation. Table IX 
shows there is a marked relation between a 
patient’s social class (measured at the time of his 
first attendance) and the number of years he had 
been in his occupation then. This is true for 
both neurosis and schizophrenia; and com- 
paring those in an occupation for less than 5 
years with those 5 years or more, the difference 
in social class distribution is significant for 
neurosis (р < 0-02) but not for schizophrenia. 











"TABLE VIII 
Social class of patients (at first attendance), by age: 
percentage distribution 
Neurosis Schizophrenia 
Social class Less Less 
Шап goand than go and 
go years over 30 years over 
Ds 5 7 9 7 11 
II dee 15 14 9 15 
III .. 48 67 58 40 
IV e I5 9 9 I2 
V S015 I 16 22 
Total (= 100%) 46 77 57 73 


Taking S.C. I and II, and IV and V together, x* 

(2 d.£.) is: for neurosis, 8-23 (p < 0-02), for schizo- 

phrenia 4-43 (N.S.); for under 30's, 1-03 (N.S.), for 
go and over, 14:58 (p « o-oor). 
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Tasrs IX 
Social class of patients (at first attendance), by duration in occupation: percentage distribution 
Neurosis Schizophrenia 
Social class 
— туг. 2—5 yrs. 5+ yrs. — 1 уг 2—5 yrs 5+ yrs. 
I+ Ti 15 22 31 17 29 20 
III .. 45 61 64 48 51 58 
IV+V 31 18 5 40 20 12 
Total (= 100%) 26 28 58 go 35 40 
TABLE X 
Effect of age on social class. Males, Greater London, 1931. Percentage distribution í 
Age 
Social class 16- 20- 25- 35- 45- 55- 65- то and over 20-64 
I оў r8 g $49 44 47 — 52 56 © 355 
II 2-4 6:2 11'0 16:4 18-0 18:0 17:6 17:6 13°9 
II 60:5 63:8 569 5:7 дәт 468 47а 497 54:0 
IV II*2 тїї 11:9 11:2 11:0 III 104 Iro II:3 
У 25°2 171 173 1579 17:5 19:4 19:5 16:0 1778 
Persons (000's) .. 257 359 638 510 458 334 тої 112 2,300 





We may conclude that the association between 
low social class and a short period of time in an 
occupation is not a peculiarity of schizophrenic 
patients. 

6. Social class of patients at different times. The 
social class of each patient at the time of his 
first attendance was compared with the highest 
social class he achieved before then. Information 
for this comparison was available in 122 neurotic 
and 130 schizophrenic patients. Among the 
neurotics, the social class of four was less on their 
first attendance than at some time previously. 
For schizophrenics, this number was 11, and a 
further three schizophrenic patients had not 
worked for at least two years before their first 
attendance. If these latter three are counted as 
having fallen in social class, the difference 
between the diagnoses is significant. 


The four neurotic cases who fell in social class 
before attendance probably did not do so because of 
their illness: one, who had been a driver and an 
electrician, became a chicken farmer (S.C. IT) after 
a win on the football pools, but went bankrupt and 
then worked as a salesman (S.C. IXI) for three years 


before his first attendance; one had been an apprentice 
electrician (S.C. ITT) for four years but had not been 
considered of sufficient promise and had then become 
a gardener (S.C. IV); and the two others, who had 
both done S.C. IV occupations before doing national 
service, thereafter became lorry drivers (S.C. ПІ), 
but had reverted to S.C. IV occupations for more 
than a year before their attendance. With the schizo- 
phrenic patients, on the other hand, all appear to 
have fallen in level of occupation because of the 
development of their illness. 


For those patients with more than one 
attendance at the hospital, social class at the 
last attendance was compared with that at the 
first attendance. 


Among 41 neurotic patients, only one fell in 
occupational level. This was a man of 22 who was а 
trainee architect (S.C. II) at the time of his first 
attendance, but who failed to pass his examination 
and who, at his last attendance seven years later, had 
been a clerk (S.C. IID) for several years. Two neurotic 
patients rose in occupational level, one from a clerk 
(S.C. III) to a section-leader (S.C. IT), and the other 
from a trencher (S.C. V) to a clerk. 


. 
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Among 75 schizophrenic patients, five rose in 
occupational level but 12 fell and a further five 
had not worked for at least two years at the time 
of their last attendance. In all these 17 schizo- 
phrenic patients, their continued illness was 
clearly the cause of their occupational fall or 
unemployment. 


Discussion 

Broadly, our findings confirm those of Birtch- 
nell (1971), that there is no significant variation 
in social class distribution among the parents of 
patients in different diagnostic groups. But 
whereas Birtchnell’s fathers differed in social 
class distribution from that of his control 
population, ours were very similar to the 
appropriate census distribution. For schizo- 
phrenic patients (a group not specifically 
categorized in Birtchnell's study), our findings 
confirm those of Goldberg and Morrison (1963), 
Dunham (1964) and Grünfeld and Salvesen 
(1968), that the social class distribution of the 
fathers of these patients does not differ from 
that of the general population. Like Birtchnell, 
we find that the social class distribution of the 
fathers of our psychiatric patients varies with the 
year of birth of the patient, although from the 
practical point of view the effect does not seem a 
very marked one. Like Goldberg and Morrison, 
but unlike Turner and Wagenfeld (1967), we 
found drift to be a more important factor than 
selection in the lower social class distribution of 
schizophrenic patients compared with their 
fathers. 

The principal weakness in the design of the 
present study is that the patients were not 
drawn from any defined catchment area and 
may have been subject to some selection for 
attendance at a teaching hospital. But the main 
effect of any such selection probably lies in 
admission for in-patient treatment, whereas our 
series was a randomized sample of all attend- 
ances. Moreover, as there is no reason to think 
selection would act more for one diagnostic 
group than another, the diagnostic comparisons 
may be taken as reasonably free from this source 
of bias. Again, a case series from one hospital is 
‘likely to have the merit of consistency in diag- 


. nostic criteria. 


Determination of parental social class from a 
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patient's birth certificate is cumbersome, and the 
proportion of certificates not traced in this 
study was high (25 per cent of those searched, 
the same proportion as in Goldberg and 
Morrison's study). But there was no reason to 
suppose any systematic bias in the failure to 
trace certificates, and the birth certificate 
method has the obvious advantage that the 
father's occupation is obtained at a time when 
the patients are all of the same age and is 
recorded impartially by a trained official from 
the father's own statement (though, even so, 
the record was not always adequate and we had 
to discard four cases where the occupations were 
given as army pensioner, insurance official, 
optician, and skilled labourer). Like Goldberg 
and Morrison, we found a high degree of 
consistency between the father's occupation as 
recorded on the birth certificate and as recorded 
at the time of the patient's first attendance. But 
our study strongly suggested that for schizo- 
phrenic patients the father's social class as 
given by the patient or a relative (commonly 
the patient's mother) might be misleadingly 
vague and lead to the assignment of a social 
class lower than the correct one. If this source of 
distortion is more than a purely local one, it 
could account for the finding of other workers 
that, compared with controls, parental social 
class is low in schizophrenic patients (Turner 
and Wagenfeld) and in psychotic patients 
(Birtchnell). 

The relation between social class distribution 
and age is evidently complex. Two factors seem 
to be involved: secular and promotional. 
Parental social class varied with the year of 
birth of the patient, and in this respect our 
findings were very similar to those of Birtchnell. 
Birtchnell suggested that the need for skilled 
workers in an increasingly technological society 
will lead to an increase in the proportion of 
persons in social classs III at the expense of 
social class V. Comparison of the social class 
distributions in the censuses of 1931 and 1951 
would support this for England and Wales as a 
whole, though not for London. It is possible that 
the economic depression of the early 19930's 
could be a factor in this secular variation. But 
an individual's social class may also vary with 
age, principally in that he will achieve promo- 
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tion. In the present study, 15 per cent to 20 per 
cent of fathers moved upwards between the time 
of the patient's birth and the time, some 30 
years later, when the patient first attended the 
hospital. No comparable downward movement 
was seen in the fathers of neurotic patients, and 
the observed downward movement in the 
fathers of schizophrenics (16 per cent) seemed 
largely attributable to casualness in the report- 
ing of their occupations at the later date. Among 
the patients themselves, age had a marked 
influence on the social class distribution in 
neurosis, with a significant increase in the older 
age group (Table VIII). This was not so for 
schizophrenia, doubtless because the con- 
tinuance of the illness, often with increasing 
severity, reduced the chance of, or wish for, 
promotion, as well as increasing the likelihood 
of a fall in occupational level. 

Comparison of the highest social class which 
a patient achieved before his illness with 
parental social class at the time of the patient’s 
birth gives an index of selection of patients for 
lower social class. Our findings (Table VIT) 
revealed no significant difference between 
neurosis and schizophrenia in this respect, 
although the schizophrenic patients showed less 
upwards and more downwards mobility (i.e. 
social class change compared with their fathers) 
than the neurotic patients, suggesting that 
selection may have played some part. At the 
time of the patient’s first attendance, however, 
the schizophrenic patients showed a significantly 
greater downwards social mobility (Table VI) 
indicating the effect of drift. Downwards drift 
continued in schizophrenia, in that at the time 
of their last attendance (a median time of 3} 
years later) 12 of 75 schizophirenic patients had 
fallen further in social class compared with only 
one of 41 neurotics. In this respect our findings 
are similar to those of Grünfeld and Salvesen. 
The low drift and high selection found for 
schizophrenic patients by Turner and Wagenfeld 
might perhaps have been due in part to their 
taking parental social class at a time when the 
patient was 16 years old. Thus fathers were 
likely to have been considerably older than the 
patients and for that reason likely to have been 
of higher social class. Their finding might also in 
part stem. from their very wide definition of 
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schizophrenia, for in as far as they may have 
included cases of what Grünfeld and Salvesen 
diagnosed as reactive psychosis, such cases were 
found by these authors to show downward social 
mobility (i.e. selection) but not to show drift 
during the course of the illness. 

'The usefulness of the concept of social class, 
when this is determined solely by occupation, 
must depend to some extent on the period of 
time for which a person has been in his occupa- 
tion or in an occupation of equivalent class. A 
fall in occupational level seems to occur more 
readily for social classes III and IV than from 
social classes I or II. The reason probably is 
that occupations of social class I and II require 
a longer period of training and experience 
before competence is acquired, so that they are 
associated with a greater resistance to change 
on the part both of the individual ahd of the 
administrative structure which supports him. 
We found a tendency for a patient in social class 
I or II who gradually became incapacitated by 
a developing schizophrenic illness first to be 
given long periods of sick leave and later to be 
kept on as a ‘passenger’ perhaps for many years; 
and when finally the decision was taken to 
dismiss him he was likely to remain unemployed 
on a pension rather than to find an occupation of 
lower status. Thus the change from one class to 
another probably does not occur with equal 
facility in all classes. This is reflected in our 
finding (Table VIII) that social class is corre- 
lated with duration in occupation, inde- 
pendently of diagnosis. From the study of the 
occupational histories, however, frequent change 
in occupational grade seemed to be associated 
more often with schizophrenia than with 
neurosis. The more a person's occupational 
grade fluctuates, the more difficult it becomes 
to assign him satisfactorily to a social class. 
Thus a schizophrenic patient did unskilled 
factory work (S.C. V) until the age of 23, when 
he became a capstan operator (S.C. IIT). 
He was dismissed after six months in this 
occupation, and became a bench-hand again 
for two months; he was then again a capstan 
operator for eight months, was dismissed again 
and at the time of his first admission he had" 
once again been a bench-hand for two months. 
Another patient with paranoid schizophrenja 
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had been an actor and dancer (S.C. III) for 
eight years, though in intervals between engage- 
ments had worked as a porter (S.C. IV). At the 
time of his first attendance at hospital he had 
been a porter for six months. Turner and 
Wagenfeld found than in 11 per cent of 207 
schizophrenic patients there had been both 
upward and downward movement in the 
prestige level of occupation during the 10 years 
preceding interview. The proportion in our 
series was somewhat less (6 per cent). Whether 
in such cases the patient's occupation at the time 
of his hospital attendance is likely to be in the 
higher ot in the lower class of such a range is 
uncertain. 


SUMMARY 


1. For a randomized sample of 624 patients 
attending* (as out-patient or in-patient) a 
hospital, the social class of their fathers was 
determined from the patients! birth certificates. 
There was a significant variation in social class 
distribution by year of birth of the patients. 
An analysis of parental social class was made 
for four diagnostic groups—neurosis, schizo- 
phrenia, manic-depression, and personality 
disorder—after correcting for diagnostic differ- 
ences in year of birth. In none of the diagnostic 
groups was the parental social class distribution 
different from that of the sample as a whole. 
The parental social class distributions were 
very similar to those of the appropriate census 
figures. For the group as a whole the social class 
distribution of fathers was not influenced by 
the sex of the patient. 

2. Age affected the social class distribution 
both of fathers and of patients. For the neurotic 
cases, the effect on both fathers and patients was 
a general upward movement in social class with 
increasing age. For the fathers of schizophrenic 
patients there was downward as well as upward 
movement; the downward movement appeared 
to be largely due to vague or inadequate 
recording of the father’s occupation at the time 
of the patient’s attendance at hospital. 

Attention is drawn to the fact that social class 
distribution in the general population varies 
‘considerably with age. 

3. When the highest social class level achieved 
by,a patient before his illness was compared with 
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that of his father at the time of the patient's birth, 
no significant difference was found between 
schizophrenia and neurosis. But at the time of 
the patient's first hospital attendance a signi- 
ficant proportion of schizophrenic patients 
compared with neurotics were in a lower social 
class than their fathers. A further fall in social 
class had occurred among schizophrenic patients 
at the time of their last attendance. These 
findings are taken to indicate that selection 
played a relatively small part, and drift a 
relatively large part, in the low social class 
distribution of schizophrenic patients com- 
pared with their fathers. 


APPENDIX 

Age and social class in the general population. The 
Registrar General’s Decennial Report for England and 
Wales 1931 (Registrar General, 1938) gives figures 
for the social class of males by age and geographical 
region. Table X shows the percentage distribution 
for Greater London, calculated from these figures. 
The proportions in social class I and IY increase 
steadily up to retiring age, while the proportion in 
social class III decreases steadily. The increase in 
social class I and II with age may reasonably be 
attributed to the effect of promotion, ie. to the 
effect of increasing skill experience or seniority. 
Promotion may also account for the decrease in the 
proportion of persons in social class V between the 
ages of 16 and 44. After the age of 44, however, the 
proportion in social class V increases rapidly. The most 
plausible explanation of this increase would seem to 
be the effect of (1) a decrease in skill, at least in 
competition with younger men, and (2) physical 
illness. Very similar changes in social class with age 
occur in the population of England and Wales as a 
whole for 1931 and for 1951 (Registrar General 
1938, 1954). Р 

The effect of age on the social class distribution of 
the general population more closely resembles that 
found here for schizophrenia than for neurosis (Table 
VIII). The comparison is somewhat untrustworthy 
in that the numbers of patients are small and the 
London boroughs from which the patients were 
largely drawn are not representative of the popu- 
lation of Greater London. But it may also be 
surmised that our older neurotic patients were a 
group selected for good physical health, in the sense 
that when an older person develops neurotic symp- 
toms he is probably less likely to be referred to a 
psychiatrist if his physical health is poor than if it is 
good. If this were so, then older neurotic patients 
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might not be expected to show the increase in social 
class ГУ and V which is shown by the general 
population. 
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He is a phobic patient, living alone v 





his fear and anxiety. Nardil, a prover 





MAO inhibitor, will help bring 





to the mainland of societ 

The evidence of Nardil's effectivent 
in phobic states is increasing with u 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments hac 
failed to alleviate his condition 


‘Phenelzine was started in doses of 

15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 


= complain, talked freely and was able to 


go to the town, whicl > had not been 





able to do for over twelve months"! 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 


for three years ; Nardil was selected as the 


s most valuable drug for combination 
t N therapy in the treatment of phobic states. 
“And patients with atypical depression, 
LÀ 


particularly those in whom phobi 
anxiety symptoms are prominent, 
mar IS an will respond dramatically and almost 
specifically to the combination 
© | " (| ofan MAO inhibitor, such as phenelzine, 


with chlordiazepoxide or diazepam” 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 

I Brit. J. Psychiat., 117, 237, 1970. 


2 Practit., 205, 307, 1970. 
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Full information available on request. 
William R. Warner & Co. Ltd., _ 
Eastleigh, Hants. | 
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epixol 


flupenthixol decanoate) 


the first non-phenothiazine 


long-acting neuroleptic injection 


for patients suffering from 


schizophrenia 


Lundbeck Limited are pleased to announce the introduction of 
Depixol. it has 

ж inherent antidepressant activity 

* lower incidence of side effects 

* duration of action 2-4 weeks 


Depixol is an effective antipsychotic indicated in the management 

of schizophrenic patients, particularly those who are withdrawn, 

apathetic or anergic. 

The incidence of side effects with Depixol appears to be less than 

with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 

should be initiated with a test dose of 20 mg (1 ml) followed 7-10 

days later by a further dose of 20-40 mg (1-2 ml), depending on 

the patient's response. Thereafter 20-40 mg (1-2 ml) should be 

given every 2-4 weeks. 

Contra-indications and side effects. 

Depixol is not recommended for patients who are overactive or 

excitable since its activating effect may lead to exaggeration of 

these characteristics. The commonest unwanted effects are extra- 

pyramidal symptoms. Occasional depressive reactions have been 

reported, but they appear to be less frequent than after other 

depot neuroleptics. 

Depixol i is a 296 solution of fl Hel decanoate in thin vegetable 
oil. It is presented as 20 mg (1 ml) and 40 mg (2 ml) ampoules. 

Depixol treatment should be initiated by a psychiatrist, 

preferably in hospital. 
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Further information available on request, 
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Parent-Child Relationships and Homosexuality 


By GRAHAM ROBERTSON 


А review of some of the literature concerned 
with the aetiology of homosexuality shows that 
certain variables, in particular those involving 
the relationship between the homosexual and his 
parents, differ between studies involving popula- 
tions of neurotic homosexuals and those con- 
cerned with non-psychiatric populations. In- 
vestigators concerned with the former group 
(Bieber etal., 1962; O'Connor, 1964; West, 
1955), have placed emphasis on the importance 
of the mother-child relationship, having found 
this to, be abnormally intense in the case of 
many Bomosexuals. On the other hand, a well 
controlled study by Bene (1965), involving a 
non-psychiatric population of homosexuals, 
revealed no difference:between her homosexual 
and heterosexual groups as regards maternal 


overprotection. Her findings caused her to 
place more emphasis on the father-child 
relationship. 


The present study compares a group of 
homosexual men having psychiatric problems 
with a group of heterosexual deviants and with 
a group of neurotics. In addition, an attempt has 
been made to differentiate between homosexuals 
referred for their homosexual problems alone 
and those who were either referred for, or gave 
evidence of, some other psychiatric disturbance. 
It was hoped that a comparison between the 
latter two groups would shed some light on the 
discrepancies found in the literature. 


_Susyects AND METHODS 


One hundred and twenty case histories of 
men admitted to the out-patient department of 
the Вее Royal and Maudsley Hospitals 
were used as the sources of information in the 
present study. Of these subjects, 40 were homo- 
sexual, 40 were heterosexual deviants, and 40 
were men diagnosed. as neurotic. All had 
attended the out-patient department of the j joint 
hospitals between 1960 and 1966. Cases were 
chosen at random. 
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A case was regarded as. belonging to the 
homosexual group only if the principal diagnosis 
made was '320.6 Pathological Personality, 
Sexual Deviation, Homosexuality’. The hetero- 
sexually deviant group was made up of 23 
exhibitionists, 12 transvestites, 2 men accused of 
indecent assault, one sado-masochist, опе feti- 
shist and one paedophiliac. All had been 
diagnosed ‘320.6 Pathological Personality, 
Sexual Deviation' and most had been referred 
by the courts. 

Of the 40 men in the neurotic group, 28 were 
reported as suffering from ‘Anxiety’, or an 
‘Anxiety State’ (14 of these had phobic symp- 
toms): r1 were depressives, and one man was 
diagnosed obsessional. Cases were rejected from 
this group if there was any report in the case 
history of homosexual behaviour or inclinations. 

Principal and subsidiary diagnoses were 
noted, and analysis revealed that exactly half of 
the homosexual group were not considered to be 
suffering from any psychiatric disorder other 
than their homosexuality. The other half of this 
population had been diagnosed as suffering from 
some other disorder (usually depression or 
anxiety) in addition to their homosexuality. It 
was thus felt that it would be of value to compare 
the homosexual sub-group as well as carrying 
out comparisons between the three larger 
groups. 

A data collection form was constructed, the 
nature of which was determined largely by the 
rather limited information available from the 
case notes. Thirty-one items were included, 13 of 
which were concerned with possible aetiological 
factors and the remaining 18 with demographic 
variables for which it was felt necessary to 
control. The items ‘Relationship with Father’ 
and ‘Relationship with Mother’ were rated on 
five point scales, intra-rater consistency for 
these scales being -89 and -88 respectively after 
a six weck interval. No conscious bias existed on 
the part of the rater, and certainly bias, whether 
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conscious or otherwise, could not have influenced 
results obtained from within homosexual group 
comparisons, as these were only considered after 
all the data had been collected. 

The fundamental weakness present in all 
retrospective studies of this nature is that one 
has no way of estimating any error present in 
the basic data. Since many studies of homo- 
sexuals have depended upon second-hand 
information, e.g. West (1955), Bieber et al. 
(1962), it would be highly desirable if a long 
term prospective enquiry could be undertaken 
to overcome this crucial difficulty. 


RESULTS 

Seven variables of possible importance in the 
interpretation of data concerning factors of 
aetiological significance were first considered. 
These were (i) Age at time of referral; (ii) 
Education; (iii) Occupation; (iv) Employment 
record; (v) Previous treatment in a mental 
hospital; (vi) Previous personality; (vii) Marital 
status. The neurotic and homosexual groups 
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differed significansly only on ‘Marital status’, 
this difference being in the expected direction. 
The homosexual-heterosexually deviant com- 
parison revealed two statistically significant 
differences: marital status (again in the expected 
direction), and in regard to ‘previous treatment 
in a mental hospital’, the homosexual group 
having a higher rate of previous admissions. 
Comparison made between the homosexual 
sub-groups revealed a difference significant at 
the 1 per cent level with regard to employment 
record, the ‘homosexual only’ sub-group dis- 
playing better work records than their ‘homo- 
sexual -+- disorder’ counterparts. 


Discussion 

Before discussing the results of the parental 
relationship comparisons, it may be of interest 
briefly to mention the importance pf the 
parental age findings. Slater (1962) used the cases 
of 290 homosexual men admitted to the 
joint hospitals in the period 1949 to 1960 in an 
investigation of maternal age and birth order 














Taste I 
Homosexuals Homo 4- 
Homosexuals only neurotic Neurotics Hetero- 
(N = 40) (N = 20) (N = 20) (N = 40) deviant 
Mean S.D. Mean S.D. Mean S.D. Mean 5.0. Mean 8510 
1. Age of father at birth of 
child : А ..30:80 9:60 31:48 9:68 30:30 9:68 33:53 6:60 32:38 7:45 
2. Age of mother at birth of 
child ..30:97 771 31:87 8-20 30:05 7:28 30:15 7:14 29735 6:02 
3. Age discrepancy between 
parents .. - .. 1:37. 427 0:90 519) r85 3:17 3:05 8794 771. 5:36 
4. Relationship with father* 2:70, 1:20 — 2:67 — 1:30 2:67 1:12 1:92 0:88 3:02 1:36 
5. Relationshipwithmother* 3:30 1:39 3:90 1:37 2:67 p17 340 12 3:39 1724 





Four comparisons were made between the various groups. (a) Homosexuals vs. Neurotics; (b) Homosexuals 


vs. Heterosexual deviants; (c) Homosexual only vs. Homosexual + other disorder; and (d) Homosexual 


neurotics vs. Non-homosexual neurotics. 


* Where 1 equals very poor relationship and 5 equals a very good relationship. 


From the comparisons made 


p < соз, 
(b) As 


than that of the parents of the homosexual men, i.e. fathers 


four statistically significant differences arose. 
(a) The fathers of the neurotic men were significantly older than the 


fathers of the homosexual group 


a result of (a) the age discrepancy between the parents of the neurotic group is significantly larger 


older than mothers with p < со. 


(c) Neurotic-homosexual men had a significantly poorer reported relationship with their mothers than the 
men in the neurotic group alone. Once again р < соз. 
(d) Neurotic-homosexual men had a significantly poorer relationship with their mothers than their homo- 


sexual only counterparts, p < 01. 
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amongst homosexuals. He found a statistical 
tendency for them to be younger sons of elderly 
mothers. Moran and Abe (1969), using the 
cases which had been collected by Slater, re- 
analysed the data and at the same time con- 
trolled for the steady decline in mean maternal 
age during the century. They concluded that the 
high maternal age found was secondary to a 
high paternal age, and pointed out that high 
maternal age had been demonstrated in neurosis, 
in* personality disorder and the functional 
psychosis as well as in homosexuality. 

'Two points needs to be mentioned. First, it 
is probable that the homosexual group used in 
both studies was composed of many men who 
were suffering from some psychiatric disturbance 
in addition to their homosexuality. Secondly, 
the lack of any significant difference between 
the hofnosexual and control groups in the 
present study with regard to the variable of 
maternal age would indicate that homosexuals 
do not differ from other ‘disturbed’ populations 
with respect to this variable. The within homo- 
sexual group comparison revealed no significant 
difference on the variable of maternal age, 
although mothers of the ‘homosexual only’ 
group tended to be older than the mothers of the 
‘homosexual -- neurotic’ group. These results, 
along with the relatively small difference that 
has been found to exist between the actual and 
expected mean maternal age for homosexuals 
might indicate that, as a factor in any way 
specific to the problem of homosexuality, 
maternal age is of little importance. 

The results of the comparisons involving 
child-parent relationships are interesting if 
somewhat confusing. Bene’s finding that her 
non-psychiatric homosexual population recalled 
neither more loving nor more intense relation- 
ships with their mothers than did her control 
group is supported by the present results. 
However, it would also seem from the results of 
this study that neurotic homosexuals have a 
significantly poorer relationship with their 
mothers than do their non-homosexual but 
neurotic controls, and this is directly contra- 
dictory to the reported findings of Bieber et al. 

It should be recognized that Bieber et al. used 
an abnormal section of the homosexual popula- 
tion for their study, i.e. they relied on reports 
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about only those men who could afford to 
undergo lengthy psychoanalysis, and were thus 
using an above-average population with regard 
to educational and social background. In addi- 
tion, the reported finding from Bieber’s study that 
the majority of the homosexuals’ mothers had 
‘formed a close, binding, initimate relationship 
with their deviant son, favouring him over their 
other children and even over their husbands’ fits 
rather too neatly into a classical dynamic 
mould, and one suspects a certain degree of bias 
in the reporting of the analysts. 

The extent to which one finds the results of 
the present research in conflict with the findings 
of O'Connor (1964) depends upon whether or 
not one regards his homosexual population as 
being neurotic. Basing his definition of psychi- 
atric illness upon ‘a state of mind which causes 
discomfort to the patient or to society’ he 
proceeds to conclude that, because 76 per cent 
of his homosexual population had reported to 
him with 'discomfort due to a state of mind, 
anxiety being the commonest symptom’, the 
majority of that population may be classified as 
neurotic. If this is indeed the case, then the 
results of his survey and the present work do 
seem to be contradictory. However, if one 
chooses to use a more severe criterion for the 
diagnosis of a neurotic illness than that used by 
O'Connor, one might be permitted to regard his 
population of homosexuals as being somewhat 
less than "il. H this is the case the apparent 
confusion would be greatly diminished, since 
Table I indicates that, whilst not statistically 
significantly so, the homosexual only group had 
a better relationship with their mothers than 
did the neurotic group. 

Perhaps the most important aspect of the 
present research is the discrepancy which has 
been found within the homosexual only group 
between father-child and motber-child relation- 
ships. This group demonstrates significantly 
better reported mother-child than father-child 
relationships. Since the size of the difference is 
not repeated in any of the other groups, and 
since the means for the homosexual only, 
neurotic, and heterosexual deviant groups on tbe 
‘relationship with mother’ variable are fairly 
similar, the important variable would seem to be 
the difference between the two relationships 
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rather. than. the maternal: influence being too 
powerful. This conclusion is partially supported 
by West’s finding that the combination of un- 
abnormally intense relationship with the mother 
and a definitely unsatisfactory relationship with 
the father occurred commonly among his 
homosexuals ‘but not among his controls. The 
abnormally intense mother-child relationship 
has not been found in the present study. 

We must remember, however, that we are 
discussing the homosexual only group. There 
was no difference at all between reported father- 
child and mother-child relationships in the 
homosexual -- neurotic population. 

Obviously, the child’s relationship to both its 
parents is important, but the present results 
would seem to indicate that it is the interaction 
. of differing relationships with mother and with 
father that is significant for the development of 
the homosexual state, and that the existence of 
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а too powerful relationship between child and 
mother is not itself of primary importance. 
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A Checklist for the Diagnosis of Schizophrenia 


By B. M. ASTRACHAN, M. HARROW, D. ADLER, L. BRAUER, A. SCHWARTZ, 
С. SCHWARTZ and С. TUCKER 


Despite extensive research and a vast litera- 
ture, the diagnosis of schizophrenia remains 
primarily a clinical decision based upon the 
presence of some agreed-upon symptom com- 
plex. Eaboratory studies and special testing 
procedures have not yet demonstrated their 
utility in establishing diagnosis in this syndrome. 
While it is easy to cite studies of diagnostic 
difficulty (Beck, 1962), it is also apparent that 
when cknicians state they are ‘certain of the 
diagnosis or agree to utilize pre-established 
diagnostic stereotypes, the diagnostic agreement 
frequently achieves an 80 per cent reliability 
(Beck, 1962; Hordern et al., 1968). Clinicians 
the world over tend to identify gross symptoms 
in similar ways. However, they may ascribe 
varying significance to similar symptom com- 
plexes and may ‘even use similar symptom 
constellations to arrive at different diagnoses 
(Saenger, 1968; Sandifer et al., 1968). There 
seems to be general agreement on the major 
symptoms found in schizophrenia (Cooper, 
1967; Beck et al., 1962; Hordern et al., 1968); 
however, diagnostic agreement on subtypes, and 
on admixtures of paranoid symptoms and 
depression is much more difficult to achieve 
(Cooper, 1967; Morgan et al., 1968; Lorr and 
Klett, 1968; Hordern et al., 1968). The present 
study attempts to formalize the apparent com- 
monality of clinical features which together 
establish a diagnosis of schizophrenia through 
the development of a valid and reliable checklist 
of symptoms. 

This work developed out of the activities of a 
panel on schizophrenia attempting to develop 
utilization review procedures for the evaluation 
of the treatment of psychiatric illness (Riedel, 
1968; Riedel et al., 1971). 

In order to examine the quality of care 
offered to patients who fall into any diagnostic 
group, some agreement must be reached about 
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the members of the group. The group must 
additionally be relatively distinct from other 
population groups with which it may be com- 
pared. No statement can be made about quality 
of care unless the diagnostic system utilized can 
separate out one group of patients with a high 
degree of consistency from other diagnostic 
groupings of: patients (Donabedian, 1966; 
Gorry, 1970; Zusman and Ross, 1969). Esta- 
blishing a reliable and valid means of diagnosing 
schizophrenia would allow one to examine 
prognosis across institutions and demographic- 
ally distinct populations. With a consistent way 
of establishing diagnosis that is independent of 
institutional bias, different treatment modalities 
and combinations of treatments might be 
compared, using relatively large population 
samples both within one cultural group and 
cross culturally. 

In the first part of the paper we will describe 
the methods we used to develop the checklist, 
the clinical populations studied and the manner 
in which the list was used. We will then present 
an overview of the various studies we have 
completed in our endeavours to establish the 
validity and reliability of the checklist. 


METHODOLOGY 


Development of the checklist: The New Haven 
Schizophrenia Index (NHST) 

In preliminary work of the panel we identified 
and reviewed a number of approaches to 
studying and diagnosing schizophrenic illness. 
We then abstracted a number of specific 
symptoms which investigators and clinicians 
consistently identified as being associated with 
schizophrenia and which could be (1) easily 
retrieved from charts or clinical interview 
schedules, and (2) reliably rated. These symp- 
toms were additionally required to have a high 
degree of construct validity; that is, they were 
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all to be related to prominent and widely 
accepted theoretical work in the field. The 
development of our checklist drew most heavily 
on phenomenological, clinical-experimental and 
descriptive investigations, since these studies 


ТаАВІЕ I 
New Haven Schizophrenia Index checklist* and 
Scoring system 


CHECKLIST OF SYMPTOMS 
A. Symptoms 
1. (a) Delusions (not specified or other than 
depressive) 
(5) Hallucinations (auditory) 
c) Hallucinations (visual) 
(d) Hallucinations (other) 
2. Crazy thinking and/or thought disorder 
Any of the following: 
(a) Bizarre thinking ...... 
(b) Autism or grossly unrealistic private 
thoughts ...... 
(c) Looseness of association, illogical thinking, 
overinclusion ...... 
(d) Blocking ...... 
(e) Concreteness ...... 
(£f) Derealization ...... 
(g) Depersonalization ...... 
Inappropriate affect ...... 
Confusion ...... 
Paranoid ideation (self-referential thinking, 
suspiciousness) 
Catatonic behaviour 
(a) Excitement ...... 
(b) Stupor ...... 
(с) Waxy flexibility ...... 
(d) Negativism ...... 
(e) Mutism ...... 
(f) Echolalia ...... 


m o quio 


SCORING SYSTEM 

'To be considered part of the schizophrenic group, 
the patient must score on either Item 1 or Items 2a, 
2b, 2c and must attain a total score of at least 4 points. 

He can achieve a maximum of 4 points on Item 1: 
2 for the presence of delusions, 2 for hallucinations. 

On Item 2—he can score 2 points for any of 
symptoms a through c, І point for either or both 
symptoms d through e, and 1 point each for f and g. 
He can thus score a maximum of 5 points on Item 2. 

Items 3, 4, 5 and 6 each receive 1 point. 

Nate: Where the 4th point necessary for inclusion in 
the sample is provided by 2d or 2e, these symptoms 
are not scored. 


* In the original checklist, these symptoms were also 
scored . . . depressive delusions; dissociation; tendency to 
social isolation, long term; tendency to social isolation 
within the past year; chaotic interpersonal relations; 
reduced motor activity. 


A CHECKLIST FOR THE DIAGNOSIS OF SCHIZOPHRENIA . 


focus on symptoms that are not only dramatic- 
ally visible but also ratable and retrievable. 

In this manner the panel initially agreed 
upon minimal and sufficient criteria for a 
diagnosis of schizophrenia. T'hese were defined 
as a symptom constellation which included 
primarily the following: (1) a cognitive disturb- 
ance or disturbance of thinking, (2) the presence 
of delusions or hallucinatiqns. To establish a 
diagnosis of schizophrenia, one or the other of 
these symptoms needed to be manifest. A 
number of other symptoms were identified which 
tapped these areas or which had been used by 
other investigators in their attempts to develop 
systems for the diagnosis of schizophrenia. 
Recognizing that the current state of psychiatric 
diagnosis depends not only on description but on 
delimitation (Robbins and Guze, 1970), we also 
identi&ed a number of limiting factots which 
might call into question any diagnosis of schizo- 
phrenia. These included (1) overt organic 
symptomatology (either clinical or laboratory), 
and (2) the presence of recent or heavy halluci- 
nogenic drug ingestion, or (3) history of heavy 
chronic alcohol ingestion, or (4) pronounced 
affective symptoms. 

In developing the checklist no items were 
included which might be measures of com- 
munications patterns (Watzlawic et al., 1967; 
Wynne, 1968; Bateson zt al., 1956) or of family 
structure (Lidz et al., 1965; Zuk, 1967). These 
areas of investigation were considered to be too 
difficult to be empirically and accurately 
determined. An attempt was made to construct 
several items which might be a rough measure 
of ‘object relations’, but these items did not 
discriminate schizophrenic from  non-schizo- 
phrenic populations and were discarded from 
the final version of our checklist. (See section on 
scale revision.) Several other symptoms were 
also included in order to establish their pre- 
valence in schizophrenia as well as in other 
diagnostic groupings. These items included 
depression, mania, suicidal thoughts, suicidal 
gestures, suicidal attempts, assaultive behaviour, 
alcohol abuse and drug abuse. 


Data collection and reliability 
Definitions for symptoms were agreed upon 
by the panel members (see Appendix) and,a 
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scoring manual was developed.* After prelimi- 
nary analysis, a point total of at least IV was 
required for the chart to be considered as 
scoring for schizophrenia. After extensive pilot 
work the checklist was applied to a sample of 
522 patient charts, consisting of (1) a group of 
422 charts carrying a diagnosis of schizophrenia; 
(2) a sample of 100 charts selected to confuse the 
diagnosis of schizophrenia. Later, after the scale 
was revised, we used an additional cross-valida- 
tion sample consisting of an active patient 
population of 150 severely disturbed in-patients 
and emergency room patients (39 diagnosed as 
schizophrenia, and 111 with other diagnoses). 


Selection of charts carrying the diagnosis of 
schizophrenia and reliability study 

The checklist was applied to a sample of 422 
charts which carried the diagnosis of schizo- 
phrenia. Data for this study were drawn from 
patients’ written hospital records. The records 
for review were selected according to the chart 
diagnosis. They were examined for symptoms 
*cover to cover" without any regard for number 
of admissions to hospital or treatment episodes. 
Any symptom on the NHSI checklist noted by a 
clinician (psychiatrist, psychologist, social 
worker, nurse or aide) in the chart, was 
scored. 

Data were collected by research assistants 
trained in the use of the NHSI. They noted any 
NHSI symptom labelled as such (‘the patient 
has delusions’) or described (‘the patient has 
feelings that he is being cut open; that he is here 
to prove that Christ is a man’) in the patient’s 
records. Usually, symptoms were drawn from 
admission and discharge summary forms, but 
it was frequently necessary to gather data from 
other forms in the record, such as a computerized 
mental status form, progress notes, nurses’ notes 
and reports from other hospitals. 

A reliability study was conducted in which 
three non-clinicians reviewed material from 25 
randomly selected cases. Inter-rater agreement 
for checklist diagnosis of schizophrenia was 84 

per cent. Charts from six different treatment 


* Copies of this manual can be obtained by writing to 
Dr. C. Schwartz, 94 Park Street, New Haven, Connecticut 
06508. 


settings serving the same geographic area were 
reviewed. These included: 

I. A 3-5 day in-patient Emergency Treatment 
Unit of a mental health centre (Feirstein et al., 
1971) serving predominantly Class IV and V 
populations (Hollingshead and Redlich, 1958). 

2. An in-patient unit of a mental health centre 
(Klerman and Paykel, 1970), an intermediate 
length psychiatric service (3 months average 
stay) treating a predominantly young Class III 
and IV population. 

3. In-patients from a catchmented community 
mental health centre (Tischler, 1971), the only 
such unit in our sample organized to give 
continuity of care with in-patient, out-patient 
and rehabilitative facilities. 

4. A psychiatric in-patient service of a general 
hospital (Detre et al, 1963; Astrachan et al., 
1968). The patient population tends to be 
relatively young and Class ЇЇ and III. 

5. A large in-patient unit of a state hospital 
which serves the same pool of potential patients 
as the other units. 

6. A private, long-term, insight-oriented 
residential treatment unit treating predomi- 
nantly Class I and II patients (Rubenstein and 
Lasswell, 1966). 


Selection of charts where diagnosts might be confused 
with schizophrenia 

One hundred charts that might be expected 
to confuse the diagnosis of schizophrenia were 
selected from records of patients from a mental 
health centre for the year 1968-9. These 
included organic brain syndromes, psychotic 
depressions, borderline states and adolescent 
adjustment reactions. These charts were exa- 
mined by a member of the Schizophrenia 
Panel (D.A.) and scored in the same manner as 
those charts carrying the diagnosis of schizo- 
phrenia. 


INITIAL RESULTS WITH CHECKLIST 

The charts of the 422 patients with a diag- 
nosis of schizophrenia and 100 charts selected 
to confuse that diagnosis were scored on the 
NHSI. Utilizing a cut-off score of four, the 
percentage of patient charts diagnosed as schizo- 
phrenic and scoring on the NHSI as schizo- 
phrenic was 87:4 per cent (369/422). 
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The percentage of non-schizophrenics selected 
to confuse the diagnosis of schizophrenia, yet 
scoring for schizophrenia, was 13 per cent 
(13/100). 

REVISION OF THE SOALE 

An analysis of the relationship of individual 
symptoms to the diagnosis of schizophrenia was 
undertaken (Table II). On the basis of the 
data, we attempted to refine the scale, elimi- 
nating several individual symptoms. The items 
eliminated were depressive delusions, dissocia- 
tion, social isolation (both short and long term), 
chaotic interpersonal relationships and reduced 
motor activity. 

The literature on the nosology of schizo- 
phrenia has consistently pointed to a confusion 
of diagnosis for that group of patients with 
depressive delusions and paranoid symptomato- 
logy (Hordern et aL, 1968; Saenger, 1968). 
Within the United States the diagnosis of 
psychotic depression is often confused with that 
of schizophrenia, particularly when the patient 
has an admixture of paranoid and depressive 
symptoms. Although our data revealed a strong 
relationship between depressive delusions and 
schizophrenia in our sample, we decided to 
eliminate depressive delusions from our scoring 
system, in order to sharpen tbe distinction 
between those patients we identified as schizo- 
phrenic and those with an affective disorder.* 


A CHECKLIST FOR THE DIAGNOSIS OF SCHIZOPHRENIA . 


As a result of the statistical analysis of the 
individual symptoms, it was decided to elimi- 
nate short and long term isolation from our 
scale. The literature has traditionally empha- 
sized long-term social isolation as relating to the 
development of schizophrenic illness, and addi- 
tionally to its prognosis. In our study the evi- 
dence did not indicate that either long-term or 
short social isolation were significantly related 
to the diagnosis of schizophrenia. 

Chaotic interpersonal relationships were signi- 
ficantly related to the diagnosis of schizophrenia 
in the opposite direction to that which we had 
predicted (P = +01). The symptom was'related 
to the diagnosis of characterological disorders 
and did not seem to be a meaningful way to tap 
into the area of disturbed object relations such as 
might be evidenced in schizophrenia. Although 
investigators (Bellak, 1970) have demónstrated 
that it is possible to reliably rate ego-functions, 
special training of clinicians or raters is required, 
and ordinary clinical charts cannot be used in 
studies which seek to explore this area. 

Reduced motor activity was eliminated be- 
cause it was only weakly correlated with the 

* Depression as a symptom was noted in 56 per cent of 
all schizophrenic patients and 56 per cent of all other 
diagnostic groups combined. It was ubiquitous but did not 
differentiate schizophrenia from non-schizophrenia, 
although it was clearly most prominent among those with 
a diagnosis of psychotic depression. 














Taste П 
Relationship of individual symptoms to diagnosis of schizophrenia 
Significance level 
*000I *001 *OI *05 N.S. 
X4. 

Delusions, Delusions, Depersonalization Concreteness Dissociation 
' unspecified depressive Chaotic inter- Derealization Long term social 
Hallucinations, Hallucinations, personal relations Reduced motor isolation 

auditory other (opposite direc- activity Recent social 
Hallucinations, Autism tion) Negativism isolation 

visual Mutism Stupor 
Bizarre thinking Stereotyped motor Waxy flexibility 
Looseness of activity Echolalia 

associations 
Blocking 
Inappropriate affect 
Confusion 


Paranoid ideation 
Excitement 
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diagnosis of schizophrenia (P = +05). (It was 
frequently scored for depressives.) Stupor, waxy 
flexibility and echolalia only occurred rarely in 
our sample, but on inspection of the data, were 
limited to the schizophrenic sample and were 
retained. 

Following the elimination of the items, the 
entire sample of 522 cases was rescored according 
to the new and final criteria. Four different 
scoring systems were tested. All of these correctly 
labelled 87 per cent (+ or —2 per cent) of 
diagnosed schizophrenics and gave false positive 
scores for 13-8 per cent (+ or —2 per cent) of 
non-sclizophrenics. The final checklist and 
scoring system has been presented in Table I. 
The final scoring system, using a cut-off point of 
4, correctly diagnosed 87:6 per cent of schizo- 
phrenics and gave false positive scores for 15:6 
per cent’ of cases. 


Cross validation of the NHSI (with active patient 
sample) 

One hundred consecutive psychiatric ad- 
missions to the emergency room of a large 
general hospital were examined and the check- 
list completed. Of these, 17 patients were 
diagnosed as schizophrenic. All emergency 
room records, as well as the checklist, were 
examined for completeness by a panel member 
(B.A.) who was clinically responsible for the 
care of patients in that section. The psychiatric 
residents on duty were not aware of the interest 
of investigators in the use of the NHSI for the 
diagnosis of schizophrenia. It was presented to 
the residents as a symptom checklist with broad 
possible applications for diagnosis. Additionally, 
50 current patients in psychiatric in-patient 


units of a mental health centre and a general 
hospital were rated by residents. There was 
great agreement between resident description of 
symptoms and their unit chiefs (A.S. and G.T.). 
When there were disagreements (generally in the 
area of under-rating symptoms), resident deci- 
sions were allowed to stand. Of these active 
patients, 22 were diagnosed as schizophrenic by 
residents and their ward chiefs. 

The results with the cross validational sample, 
using the revised version of the NHSI, was 
highly successful, being similar to those with the 
original sample. Thus, the percentage of active 
patients (emergency room and in-patient sam- 
ples) diagnosed as schizophrenic and scoring as 
schizophrenic was 89:7 per cent (35/39). The 
percentage of active acutely disturbed patients 
not diagnosed as schizophrenic but scoring for 
schizophrenia on the NHSI was 14:4 per cent 
(16/111). 

Because of the very great similarities in results 
with the chart samples and the special studies 
undertaken with live patients, subsequent 
analysis (factor analysis, multiple regression) 
was performed combining all 672 patients from 
the original and cross validational samples. 


RESULTS AND DISCUSSION 


Relationship of scores to schizophrenic and other 
diagnoses 

Mean scores were calculated for those patients 
carrying a diagnosis of schizophrenia and for 
patients with diagnoses specially selected to 
confound a correct labelling of ‘schizophrenia’ 
(see Table III). Schizophrenics had a signi- 
ficantly higher score on our checklist than other 
diagnostic groups. 

















Taste III 
NHSI Scores by diagnosis 
Total Adol. 
Schizo- поп- Border Psychotic Neurotic General Character adjust- 
phrenics schizo- line Organis de- de- Manics neurosis disorder ment Addicts 
phrenics pression pression reaction 

Number of cases 461 211 40 21 25 19 6 15 14 38 33 
Mean score 6:354 1-460 2°300 2-857 2:920 0:474 1:838 1:067 0'429 0'474 1:152 
S.D. 2:482 1°955 2:366 1:931 2:304 0:905 1:941 1:907 0:938 0:951 1:661 
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А bar diagram (Table IV) was constructed 
demonstrating the number of both schizophrenic 
and non-schizophrenic patients who achieved 
scores of between 0-13 of the NHSI. The graph 
demonstrates a progressive drop in the numbers 
of non-schizophrenic patients as the score 
increases. 


Scoring on NHSI checklists of patients carrying 
schizophrenic and non-schizophrenic diagnosis 

A total of 33 of the 211 non-schizophrenic 
charts scored over 4. Twenty-six of these charts, 
which had sufficient information for further 
detailed analysis, were selected for careful 
review by the panel. In our review, the diagnosis 
of schizophrenia had been made or could easily 
be made in ro cases. Additionally, 8 patients 


with organic psychosis, or alcoholics or drug 
addicts (acutely or chronically intoxicated), 
with high scores could easily be separated out 
from the group of schizophrenias. 


Results of factor analysis 

The symptom checklist items for the 672 
patients was subjected to factor analysis in 
order to determine whether a major factor, 
consisting of those symptoms predicted to be 
associated with a diagnosis of schizophrenia, 
would arise. 

The 35 symptoms (all of the items on the 
original checklist, plus items such as depression, 
mania, suicidal thoughts, etc.) were inter- ' 
correlated and the resulting matrix was subjected 
to factor analysis. This was followed by varimax 
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rotation. A major factor was identified which 
was basically the same whether the sample was 
rotated or unrotated. This factor (see Table V), 
which might be labelled 'schizophrenic factor', 
is heavily weighted on symptoms related to 
thought disorder, delusions and affect disturb- 
ance, and accounted for 18:5 per cent of the 
total variance. Other factors were elicited which 
were related to (a) depression and depressive 
delusions, (b) catatonic symptoms, (c) halluci- 
nations and alcohol use, and (d) depersonaliza- 
tion and derealization. 


. TABLE V 
Rotated factor, total sample of 672 patients 
FACTOR I 





Delusions (not кы or other than de- 





pressive) -638 
Paranoid ideation *633 
Looseness of ec illogical thinking, 

overinclusion бат 
Inappropriate affect "490 

nfusion m :487 
Bizarre thinking "463 
Autism М -394 
Blocking -389 
Sum of squares 2-726 
Percent of commonality 18-59% 





In addition, the checklists for only the 461 
schizophrenic patients were isolated from the 
rest of the sample and then subjected to a similar 
factor analysis. The results were similar to those 
for the total patient sample. A ‘schizophrenia’ 
factor was again found, which was weighted on 
symptoms related to thought disorder and 
delusions.* 

When the symptom checklists for only the 
non-schizophrenic population (N = 211) were 
analysed, a factor was also isolated which was 
very similar to the ‘schizophrenia factor’. 

These three factor analyses with three popula- 
tions, the total patient sample, the schizophrenic 
sample, and the non-schizophrenic sample, 
would seem to indicate the presence of a 
significant constellation of symptoms which are 
primarily related to thought disorder and the 
+ presence of delusions. 


* Available on request to Dr. Carol Schwartz, 34 Park 
pireet, New Haven, Connecticut 06508. 


Results of multiple regression analysis 


A stepwise linear multiple regression analysis 
was also conducted on the symptoms used, with 
a clinical diagnosis of schizophrenia as the 
dependent variable. T'he results of the multiple 
regression analysis indicated that 48 per cent of 
the total variance can be accounted for by seven 
of the items on the checklist. T'hese seven items 
(paranoid ideation; inappropriate affect; delu- 
sions, unspecified; hallucinations, auditory; bi- 
zarre thinking; hallucinations, other; and loose 
associations) show marked overlap with those 
which make up the schizophrenia factor. 


Validity 

The NHSI, an empirically derived scale, 
formalizes for diagnostic purposes a clinical 
stereotype of schizophrenia primarily based on 
thought disorder and on the occurrence of 
delusional or hallucinatory symptoms. It should 
be noted that the relatively high rate of accuracy 
of the diagnostic checklist cannot be explained 
by the initial selection of cases. The cases 
utilized in the present research were drawn 
from a number of settings (with differing theo- 
retical orientations) in which individual clini- 
cians: (1) are often not acquainted with 
clinicians from other settings, and (2) do not 
share training in common. It is probable that 
the checklist formalizes a diagnostic stereotype 
for schizophrenia, one which enables clinicians 
to check their judgements against those of other 
clinicians. Further confirming evidence for the 
internal consistency of the NHSI can be found 
in the great similarity obtained between the 
results of the multiple regression analysis and 
the factor analysis. 

Finally, the selection of non-schizophrenic 
charts was not random, but was done specifically 
to confuse the NHSI rating of schizophrenia; 
it did not do so, thus adding additional weight 
to the validity of the NHSI. 

The diagnostic stereotype tapped by the 
checklist accurately reflects diagnostic habits in 
a number of institutions with patients of diverse 
socio-economic backgrounds and in disparate treat- 
ment programmes. It successfully distinguishes 
schizophrenics from non-schizophrenics, and is 
internally quite consistent. 
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Assessment of the utility of the New Haven 
Schizophrenia Index 

The overall results were encouraging in 
terms of the ability of the NHSI (1) to distin- 
guish schizophrenics from a variety of other 
types of diagnostic groups, and (2) to index 
schizophrenic patients in six different types of 
treatment settings. 

The scale would seem to offer the advantage 
of permitting clinicians a simple index against 
which to check their diagnosis, and to clarify 
which patients present ‘typical’ schizophrenic 
symptoms and which do not present such a 
picture. The identification of such patients 
should facilitate longitudinal studies of this 
syndrome. 

We might note that some of the advantages 
associated with the use of the NHSI include: 
(1) its high accuracy rate in terms of correctly 
labelling those patients who are clinically 
identified as schizophrenic; (2) its potentiality for 
creating greater uniformity in the diagnosis of 
schizophrenic disorders; (3) the relative sim- 
plicity of applying or using the NHSI in clinical 
work; (4) and the advantage of using the NHSI 
for selection of schizophrenic populations in 
research studies. 


SUMMARY 

A symptom checklist and scoring system has 
been devised which reliably and validly differ- 
entiates schizophrenic from non-schizophrenic 
populations in a number of different types of 
treatment settings. The scale was developed and 
refined with 461 case records with the diagnosis 
of schizophrenia and 211 case records selected 
to confuse that diagnosis. 

87-6 per cent of those diagnosed as schizo- 
phrenic scored for schizophrenia by our scale. 
False positives among the group of non-schizo- 
phrenics selected to confuse diagnoses were 
15:6 per cent. 

Additional positive support for the scale was 
found by: (1) comparison of each of the indi- 
vidual symptoms used in the scale with the 
diagnosis of schizophrenia; (2) a cross valida- 
tional study; (3) a factor analysis; and (4) 
multiple regression analysis. The scale is easily 
scored and easily adaptable to computer 
analysis. 
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APPENDIX* 


DEFINITIONS 

I. Though disorder 

While most clinicians view schizophrenia as a cognitive 
disorder with a clearcut thought disturbance, they differ 
on the specific type of thinking disturbance (Bannister, 
1962; Benjamin, 1944; Bleuler, 1950; Goldstein, 1944; 
Harrow et al., 1972(a) ; Meadow et al., 1953; Reed, 1970; 
Shakow, 1967; Vygotsky, 1962). 

During panel discussions the members agreed that the 
six concepts which reflect the major aspects of thought 
disturbance are: 


A. Bizarre thinking (Benjamin, 1944; Harrow, 1972a; 
Lovibond, 1953; Rapaport, 1946); 

B. logical thinking, looseness of associations (Arieti, 
1959; Bleuler, 1950; Kasanin, 1944; Meadow et al., 
1953; VonDomarus, 1944); 


C. Autism or grossly unrealistic private thoughts (Bleuler, 
1950; Kasanin, 1944; Meadow et al., 1953); 

D. Blocking (Bleuler, 1950; Linn, 1967); 

E. Overinclusion (Cameron, 1989; Harrow, 1972b; 
Payne, 1966); 

F. Concreteness (Benjamin, 1944; Goldstein, 1944; 


Vygotsky, 1962). 


A. Bizarre or idiosyncratic thinking is defined as inconsistent, 
confused or contradictory statements which do not 
make sense, statements which dramatically demon- 
strate an unexplained gap in the reasoning process, 
logically coherent statements which are unrelated to 
the topic at hand, strange or socially inappropriate 
statements, etc. Bizarre thoughts refer to the form that 
thoughts take when they are expressed. 


* This Appendix includes the definitions for all of those 
items originally scored on our checklist. In our revised 
checklist we have eliminated depressive delusions, long 
and short term social isolation, dissociation, chaotic 
interpersonal relationships and reduced motor activity. 
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B. IMogical thinking, looseness of associations refer to the 
content and form of a person’s expressed thoughts. 
Thoughts are not continuous, thinking is illogical, not 
oriented to any goal and operates with ideas and 
concepts which have little or no connection with the 
main idea. 

C. Autism or grossly unrealistic thoughts is defined as the 
interpenetration of outer reality and inner thoughts 
and the tendency not to distinguish between the two. 
Objectified facts become obscured, distorted or 
excluded in varying degrees and there is a detachment 
from reality with the relative predominance of inner 
life. " 

D. Blocking refers to the sudden cessation in the flow of 
thought or speech, or the interruption of a train of 
thought due to emotional factors. 

E. Overinclusion is used. as originally defined by Cameron 
as difficulty in maintaining the usual conceptual 
boundaries and a tendency to include many elements 
irrelevant to the central idea in thinking. 

F. Concretensss is defined by Vygotsky as the loss of ability 
to think in abstract concepts. This has been further 
elaborated by Goldstein and Benjamin in*terms of 
reacting in too literal a way, without considering the 
relationships of particular thoughts or ideas. 


TI. Delusions and/or hallucinations ` 

Although often considered to be secondary symptoms of 
schizophrenia (Bleuler, 1950), they are still generally 
regarded as evidence of the patient’s break with reality. 
Delusions occur in many syndromes and thus must be 
considered as generally indicating a psychotic condition. 

Delusions were rated if they were depressive or if other 
than depressive. 

Delusions are false beliefs out of keeping with the indivi- 
dual’s level of knowledge and cultural background. They 
may be viewed as a manifestation of the individual’s 
misinterpretation or misconception regarding the self or 
the external world. In keeping with current American 
practice, we did not specifically exclude depressive 
delusions or hallucinations, but we rated them separately 
so that we could separate out those patients who might be 
rated as schizophrenic on our scale, but who might have 
predominently depressive psychotic symptoms. 

Hallucinations are defined as a manifestation of an 
individual’s misperception of the self or world, a false 
sensory perception in the absence of actual external 
stimuli. Hallucinations are separately categorized as 
auditory, visual or other. 


III. Minor symptoms 


Investigators and clinicians have described a number of 
other symptoms as frequently being associated with the 
schizophrenic syndrome, but at present there is some 
controversy about most of these symptoms. 

We used the following definitions to rate these symptoms. 
A. Disturbance of affect is defined as a lack of depth and . 

consistency of affect, a lability of affect and inappro- 
priate affect. Opinions as to its importance as a 
symptom of schizophrenia are quite diverse, yet ifs 
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consistent appearance in most psychiatric textbooks 
throughout the years merits its inclusion in our checklist 
(Kolb, 1968; Shanfield et al, 1970). We did not 
consider a description of flat affect as in itself sufficient 
to rate as a disturbance of affect. 


. Confusion is defined as a disturbed orientation with 


respect to either person, place or time. The literature is 
quite mixed as to the consistency with which this 
symptom is described as well as to its specificity to 
schizophrenia. We recognize that it would seriously 
confuse the diagnosis of an organic state, but nonethe- 
Jess included this item in our overall checklist as a 
more global measure of functioning (Vaillant, 1962; 
1964). 


. Derealization, depersonalization and dissociation are symp- 


ton which some theoreticians (Brauer et al., 1970; 
Federn, 1952; Gurland et al., 1969) have related to the 
schizophrenic syndromes. There is a great deal of 
dispute as to whether they occur with any frequency, 
and—even more importantly—with any specificity, in 
a schizophrenic syndrome, 

1. Derealization is a mental phenomenon characterized 
by the loss of the sense of reality concerning onself in 
relationship to one’s surroundings, that one’s 
circumstances have somehow changed go that the 
real environment is in some way no longer what it 
used to be. 

2. Depersonalization, to which derealization is closely 
related, is a sense of unreality or estrangement from 
oneself. Everything seems dream-like and the actions 
of oneself or others are watched with detachment. 

3. Dissociation, particular amnestic or fugue states 
(personality dissociation characterized by amnesia, 


actual flight from the immediate surroundings), 
though rare, are sometimes described as schizo- 
phrenic. Dissociations are psychological separations 
or splitting off where emotionally significant 
thoughts and affects are detached from awareness. 

D. Paranoid ideation specifically referred to the presence of 
paranoid thoughts, other than delusions, specifically 
including suspiciousness and self-referential thinking. 
Although it occurs in many conditions other than 
schizophrenia, the consistency with which it is identified 
in schizophrenic patients led us to include this symptom 
in our checklist (Bleuler, 1950). 

E. Catatonic behaviour was rated when symptoms of stupor, 
waxy flexibility, negativism, echolalia, stereotyped 
motor behaviour, reduced motor activity or excitement 
were described. 


IV. Object relations 

A tendency towards social isolation and a history of 
chaotic interpersonal relationships have been cited in the 
sociodynamic (Phillips, 1953; Stephens et al., 1966; Harrow 
et al., 1969; Vaillant, 1962, 1964) and psychodynamic 

(Bateson et al., 1956; Bellak, 1970; Lidz etal., 1965; Singer 

et al., 1965; etc.) theories of schizophrenia. 

A. The tendency towards social isolation was rated whether 
it occurred only in the past year or long-term. It is 
defined as a withdrawal from contact with others, an 
avoidance of people and of situations in which contact 
with others might be expected. 

B. Chaotic interpersonal relationships was defined by evidence 
of extremely disturbed, often intensely ambivalent 
relationships to significant others in at least two role 
areas (e.g. work performance, family role, school, 
relationship with friends, etc.). 


A synopsis of this paper was published in the June 1972 Journal. 
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Psychiatric Diagnosis and the In-patient Multidimensional 
Psychiatric Scale (I.M.P.S.) 


By R. J. KERRY and J. E. ORME 


g INTRODUCTION 

An interview with the patient is the main 
method of examination in the functional 
psycheses, following which the diagnosis is 
made. This diagnosis is fundamental in com- 
municating about the patient, in clinical dis- 
cussions between psychiatrists or in comparing 
research results. It is essential that the diagnosis 
should.be reliable and valid. Kreitman (1961) 
has defined reliability as the amount of agree- 
ment between psychiatrists examining the same 
patient, or a comparable series of patents. 
He also argues that the frame of reference of 
the examiner should be that of general clinical 
psychiatry. It should also avoid personality 
traits in psychiatrists which are associated with 
different kinds of orientation (Kreitman, 1961). 
Another problem, that of nomenclature, may 
turn out to be an argument about the choice of 
labels. These problems are of great concern to 
the clinical psychiatrist and are made worse by 
weaknesses in interview techniques. It is 
important to look for improvements, and the 
present study examines the reliability and 
validity of the In-patient Multidimensional 
Psychiatric Scale (I.M.P.S.). This is a scale for 
rating psychotic syndromes following an inter- 
view with the patient. These syndromes have 
been established by repeated factor analyses 
(Lorr and Kiett, 1967). The initial work was 
based on psychotic American patients, but 
similar factor syndromes appear from studies of 
psychotics in other countries (Lorr and Klett, 
1968, 1969a, 1969b). 

Ten first order factor syndromes of psychosis 
are found, but these tend to be intercorrelated. 
Further factor analysis has identified five 
* second order factors, which have been called: 
disorganized hyperactivity; schizophrenic dis- 
organization; paranoid process; anxious de- 
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pression and hostile paranoia. These factors аге 
said by Lorr and Klett to be relatively inde- 
pendent and clearly cover the dominant 
characteristics of the major groupings of 
psychosis: mania; depression; non-paranoid 
schizophrenia and paranoid schizophrenia. In 
addition, the revised I.M.P.S. contains items 
defining three syndromes: depressive mood; 
impaired functioning and obsessive-compulsive- 
ness. These syndromes are called experimental 
syndromes, as they have not been subjected to 
the same extensive analyses as the psychotic 
syndromes. 

The I.M.P.S. would be useful if it could be 
shown to be effective when applied to all 
patients admitted to an ordinary hospital 
psychiatric unit. The interest would be, not 
only in differential diagnosis and score patterns 
among psychotics, but also in comparison with 
neurotics. The present study investigates these 
points. 

METHOD 

The sample studied consisted of 100 conse- 
cutive individuals admitted to the female 
admission ward of a psychiatric unit in a 
large mental hospital. The hospital is divided 
into four autonomous units, each serving the 
same population “of Sheffield and district. 

The I.M.P.S. was administered in the 
recommended form with two raters. One 
(R.J.K.) carried out most of the interviewing, 
the other (Ј.Е.О.) played the role of an observer. 
The interviewer faced the patient and the 
observer was seated at right angles to the 
patient. Patients were only interviewed after a 
clinical diagnosis had been written in the case 
notes. Interviews were always carried out 
within a few days of admission and before any 
major treatment, such as electroconvulsive 
therapy, although sedation might be given. 
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As with all consecutive patient series, a 
number of cases had mixed diagnostic labels. 
For example, it was noted that a case primarily 
of endogenous depression also showed secondary 
neurotic features. More rarely, real diagnostic 
difficulty was present, resulting in various 
psychiatric and psychological investigations. 
Such difficulties are reasons for investigating 
the applicability and usefulness of the I.M.P.S. 
in routine work. The diagnostic formulation 
uséd here was that described in A Glossary of 
Mental Disorder, prepared by the Registrar 
General's Advisory Committee on Medical 
Nomenclature and Statistics (1968). 


RESULTS 


Both here and as previously reported (Lorr 
and Klett, 1967, 1969b) the interrater reliability 


PSYCHIATRIC DIAGNOSIS AND THE IN-PATIENT MULTIDIMENSIONAL PSYCHIATRIC SCALE ¢ 


between an interviewer and the observer using 
the I.M.P.S. is over 0:9. It is perhaps worth 
noting that with each patient both raters 
tended to give zero ratings to a majority of the 
items оп the I. M.P.S. With the remaining items 
which were rated above zero, disagreement 
tended to be marginal rather than marked. For 
example, if one rater rated item 12 (elevated 
mood), at a maximum of 8, the other rater 
would invariably rate it at 6 or 7, if not 8. 
Interrater reliability will, therefore, tend to be 
high as long as both raters are familiar with the 
usual range of psychotic illness and its charac- 
teristics. 

Table I gives the diagnosis of the 100 patients 
and their mean scores (and standard deviations) 
on the five-second-order psychotic syndromes. 
The five second-order syndromes were used 
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TABLE І 


Means (and standard deviations) of I.M.P.S. factor scores 


Second order factors 











Disorganized Anxious Schizophrenic Paranoid Hostile 

Diagnosis М hyperactivity depression disorganization process paranoia 
Маша .. 8 61:75 (7:77) 44°62 (4°83) 39°75 (3°42) 41:00 (5:81) 42°62 (5:33) 
Endogenous : 

depression 27  45'44 (5:67) 64°37 (2:90) 45°43 (2°39) 47°74 (5:35) 40°48 (4:76) 
Non-paranoid . 
5 M parens 8 46-00 (4-87) 49:87 (4:89) 47:75 (11:79) 49°12 (4°46) 44°25 (8:37) 
arangl ee . 

schizophrenia 18 48:55 (8-84) 44-11 (4:87) 45:39 (4:69) 53:83 (14°56) 54:83 dee 
Neurotic depression 24 44°58 aes 60-58 ч 43°08 (d es 46:62 2 43°21 a 
Other neurotics .. 14 46°71 (4:85) 53:93 (10:42) 42-21 (2:66) 47:14 (3:57) 40:36 (4°48 
Arteriosclerotic 

dementia e I 41 32 55 50 38 





Differences between diagnostic categories for second order factor scores —4 test significant results 





(1) Mania Disorganized hyperactivity 

versus all other groups separately All P < осо 
(2) Endogenous depression Anxious depression 

versus all other groups separately All P < 0-01 
(3) Paranoid schizophrenia Hostile paranoia 

versus all other groups separately All P < осо: 

Paranoid process 

versus endogenous depression, neurotic depression, mania All P < 0-05 
(4) Neurotic depression Anxious depression 

versus non-paranoid oe pues schizo- 

phrenia, mania .. All 


versus other neuroses 


(5) Other neuroses Anxious depression 


versus paranoid кше 


versus mania 
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rather than the ten first-order syndromes 
because the second-order ones possess an 
immediate similarity to the major diagnostic 
categories of psychosis. Table I also lists those 
differences between the means that are statistic- 
ally significant. Table II presents the same 
data as Table I but for the three experimental 
syndromes which the I.M.P.S. measures in 
addition to the five second-order psychotic 
syndromes. 
Discussion 

The proportion of patients in the major 
diagnéstic categories is that expected in а 
series of unselected admissions. It should be 
noted that there are facilities elsewhere for the 
admission of elderly organic cases. The only case 
of this type in the present series was admitted by 
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chance to the female acute ward, and is included 
here for completeness. Of the 100 patients, 61 
were psychotic, with relatively small groups of 
manias and non-paranoid schizophrenics. Small 
groups reduce the chances of statistical signi- 
ficance being obtained. On the other hand, the 


sufficiently marked for score overlap betwegh‘- 


the diagnostic categories on the psych ig^ 


syndromes to be minimal, even with s a 
groups. Most individual cases should show, 
clearly a particular pattern of performance-- 
Thirty-eight of the 100 patients were neurotics, 
of whom 24 were diagnosed as neurotic de- 
pressions. The remaining 14 were of varying 
diagnosis. 

In fact, 3 of the 4 psychotic groups scored 
significantly higher on a psychotic factor than 


Tase П 


Mean (and standard deviations) of I. M.P.S. experimental syndrome scores 
Experimental syndromes 








Diagnosis 





Impaired functioning 


Depression mood ^ Obsessive-compulsive 





Endogenous depression 


56-88 (22-88) 


48-22 (16:37) 11:81 (11:66) 


Neurotic depression 54-25 (19:13) 32-93 (23:91) 15-08 (12:78) 
Other neuroses .. 39:14 Е 23:50 (23:48) 13:36 (11:79) 
Non-paranoid schizophrenia 38-75 (33-33) 16-37 (21:79) 11:80 (15:87) 
Paranoid schizophrenia .. 29°33 (29:24) 7:72 (137 75) 6:55 (10:86) 
Маша . 15°25 (25°71) 2:75 (4°36) 1:37 (3°18) 
Arteriosclerotic dementia o о о 








Differences between diagnostic categories for experimental syndrome scores—t test significant results 





(1) Impaired functioning 


versus mania 


versus other neuroses 


Neurotic depression 


versus paranoid она eto Teed 


versus mania 


versus other neuroses 
Endogenous depression 
versus all other groups 


(2) Depressive mood 


Neurotic depression 


versus paranoid schizophrenia 


versus mania 


versus non-paranoid schizophrenia 


(3) Obsessive-compulsive Mania 


versus neurotic depression 

versus endogenous depression 

versus non-paranoid schizophrenia 
Paranoid schizophrenia 

versus neurotic depression 





Endogenous depression 
versus paranoid рае 
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all other groups. Thus the manic group is 
distinguished by high scores on the disorganized 
hyperactivity factor; the endogenous depressive 
group by the anxious depression factor; the 


paranoid schizophrenic group by the hostile’ 


paranoid factor. The non-paranoid schizo- 
phrenic group had the highest mean score on 
the schizophrenic disorganization factor, but 
their score was not significantly greater than 
that of any group. It might be argued that the 
smaller number in this group contributed to the 
lack of significance, yet the characteristic 
performance of the similarly sized manic group 
was not affected. An examination of the items 
on the I.M.P.S. contributing to the schizo- 
phrenic disorganization score suggested they 
would preclude a high score being obtained by 
most of the non-paranoid schizophrenics on 
admission to the unit. In cross-cultural studies 
(Lorr and Klett, 1969) the English sample had 
relatively low scores on the first-order factors 
involved compared to the other countries, 
including the initial American sample. Although 
the paranoid process factor score is highest in 
the paranoid schizophrenic group, it does not 
discriminate this group so well as the hostile 
paranoia factor. Nevertheless, the factor profile 
of certain patients in the paranoid schizophrenic 
group might be illuminated by this factor's 
scores. It may be useful to consider the charac- 
teristics of the subgroup of high scorers on this 
factor within the paranoid schizophrenia 
grouping. 

The anxious depression factor scores need 
special consideration. Although the endogenous 
depressive group is statistically distinguished 
from all other groups on this factor, it is clear 
that the neurotic depressive: group scores on 
anxious depression are relatively high. The 
profile patterns of the factor scores of the two 
depressive groups are very similar. This raises 
the long-standing problems of the validity of 
such distinctions as exogenous or endogenous 
and neurotic or psychotic types of depression. 
It might be considered that the similarity of the 
I.M.P.S. profiles between endogenous and 
neurotic depression is evidence that they are 
only quantitatively different from each other. 
On the other hand, this could be a fault of the 
items making up the Intropunitive factor. This 
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first order factor is the major component of the 
second order factor of anxious depression. Many 
of the items seem common to all depressive 
states, some perhaps more to neurotic than to 
endogenous depression. Furthermore, items 
related to endogenous depression, such as 
delusional guilt or early waking are not included. 
It might be agreed that these features are funda- 
mental limitations of the anxiety depression 
scale. 

With regard to the experimental syndromes, 
the impaired functioning scale measures much 
the same as the depressive mood scale. The rank 
order scores of the diagnostic categortes are 
identical on these two scales and almost identical 
with that of the rank order on the anxious 
depression scores. They therefore appear to 
measure depression, but not as well as the 
anxious depression factor scores. The obsessive- 
compulsive syndrome produces an interesting 
pattern of scores, as the two neurotic groups have 
the highest scores; but the pattern of statistical 
significance is not very striking. The rating of 
this syndrome might be improved by the 
inclusion of further items leading to a scale 
measuring neurosis in general rather than 
obsessional features alone. Alternatively, the 
I.M.P.S. as a whole might greatly extend its 
Scope by setting out to measure the major 
neurotic categories as well as the psychotic ones. 

The same comments can be made when 
considering the percentile ranks of the second- 
order factor scores made by the different 
diagnosis categories. These percentile ranks are 
based on the American standardization sample 
of psychotics. Both the manic and endogenous 
depressive mean scores on the disorganized 
hyperactivity and anxious depression scales, 
respectively, are at about the goth percentile. 
But the neurotic depressive group is only just 
short of the goth percentile on the anxious 
depression factor score. The mean score of the 
non-paranoid schizophrenic group on the schizo- 
phrenic disorganization factor is only just over 
the 5oth percentile. T'hese features would again 
suggest that when used in Britain the scale does 
not readily distinguish between neurotic and 
endogenous depression. Ít is also not sensitive 
enough to the characteristic features of non- 
paranoid schizophrenics. 
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Nevertheless, although minor difficulties have 
been pointed out that arise when comparing the 
I.M.P.S. diagnosis with the clinical diagnosis, 
this study shows that the agreement between the 
two is very high. T'he inter-observer reliability is 
also high and the I.M.P.S. score seems to be 
related to the degree of psychotic disturbance. 
Where there is disagreement between the 
I.M.P.S. diagnosis and the clinical diagnosis it 
is in the depressive illnesses, and here clinical 
cldssification is controversial. The I.M.P.S. 
rating is, therefore, likely to be more comparable 
from psychiatrist to psychiatrist than the 
ordinary diagnosis. For use in Britain, amend- 
ments to the items of the anxious depression 
and schizophrenic disorganization scales would 
make the I.M.P.S. a standard interview tech- 
nique with an even greater reliability and 
validity. 

SUMMARY 

This study examined the usefulness of the 
I.M.P.S. interview in the assessment of тоо 
consecutive admissions to a female admission 
ward. The I.M.P.S. was most useful for sepa- 
rating the groups of mania and paranoid 
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schizophrenia. Although endogenous depression 
was distinguished at a statistically highly 
significant level, it was felt that changes in the 
relevant items might reduce the high anxious 
depression scores of neurotic depressions. The 
items that are particularly relevant to non- 
paranoid schizophrenia do not identify this 
group sufficiently clearly. As the interview is 
still the main method of clinical esmination of 
the functional psychoses, the L.M.P.S. (with 
some amendments) could make it more valid 
and reliable. 
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Picture Arrangement: A Measure of Frontal Lobe Function? 


By J. McFIE and J. A. THOMPSON 


Tests involving the arrangement of pictures 
to tell a story have long been included among 
tests of intellectual ability. First devised by 
De Croly (1914), one or more items of this type 
have appeared in a number of experiments and 
standárdized tests; and the Wechsler intelligence 
scales (1944, 1955) include a Picture Arrange- 
ment subtest consisting of six or eight items 
ranging in length from three to six pictures. 
However, apart from its possible use for psychi- 
atric ifterpretation (e.g. Wechsler, 1958; Ch. 
10) its specific value as a component of the scale 
has not been established. Some critics, suggesting 
that the test has a low reliability, are inclined 
to omit it from short forms of the Wechsler 
scales; yet test-retest reliabilities of about 0-65 
(Wechsler, 1958) are similar to those of Arithmetic 
and Object Assembly, which are rarely omitted. 
Perhaps a more cogent reason for its omission is 
uncertainty as to what ability the test measures. 
Wechsler (1958) suggests that it shows the 
subject’s ability to ‘comprehend and size up a 
total situation’; and that, as all the stories con- 
cern human activities, it may be a measure of 
social intelligence and awareness. Identification 
of the ability or abilities involved by factor 
analysis is also inconclusive: the test does not 
show significant association with Picture Com- 
pletion, the other pictorial subtest in the 
Wechsler scale; and in different analyses it has 
shown associations with a Memory factor or 
with a factor described as ‘freedom from 
distractibility’. 

In connection with studies of patients with 
localized cerebral lesions, on the other hand, 
performance on a picture arrangement task 
has been reported as showing an unexpected 
specificity. Rylander (1939) found that patients 
with frontal lobe lesions showed significant 
` impairment, in comparison with control patients, 
on a single picture-arrangement item. McFie 
апа Piercy (1952) reported greater impairment 


on Wechsler’s Picture Arrangement subtest 
with right frontal than with other lesions, and 
noted that these patients often left the pictures 
in the order presented by the examiner; Milner 
(1954), however, found greater losses on this 
test with temporal lobe lesions, without laterality 
difference; while Reitman (1959) reported greater 
impairment in cases of right temporal lesion. 
Meier and French (1966), in a 2—5 year follow- 
up of cases of temporal lobectomy for epilepsy, 
found that in contrast to the lack of impairment 
on Wechsler subtests of the left temporal group 
those with right-sided removals revealed ‘a 
consistent reduction in the Picture Arrangement 
subtest means at each postoperative assessment 
period’. 

Reports of the effects of this test of prefrontal 
leucotomy have been variable, which is perhaps 
not surprising in view of the variable nature of 
the lesion and of the patients. McCullough 
(1950) found it to be the most sensitive of the 
Wechsler subtests to the effect of leucotomy, 
while Petrie (1952) found no significant impair- 
ment following operation. In the data presented 
by Sheer and Shuttleworth (1952) it is note- 
worthy that in both operated groups there is a 
drop between the 120-day and 180-day post- 
operative means of nearly 2 scaled score points 
on this test, in contrast with the controls’ drop of 
less than 1 poinf; and in Hamlin's (1970) 14- 
year follow-up of cases of restricted frontal lobe 
removal it appears that the mean score on this 
test of patients with dorsal frontal excisions was 
significantly lower than that of control patients. 

McFie (1960), in a survey of 215 neurological 
patients with localized cerebral lesions, found 
that in the 131 cases given the Picture Arrange- 
ment test significantly lower scores were 
achieved by patients with right hemisphere 
lesions, the lowest being that of patients with 
right temporal lesions (see Fig. 1). The present 
paper reviews the performance on this test of 
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Fic. 1.—Deviations from expected age-scaled mean scores on Wechsler subtests of cases with localized lesion 
(from data in McFie, 1960). Figure reproduced from Handbook of Clinical Neurology, Eds. P. J. Winken and С. W. Bruyn. 
Vol. 4. Amsterdam, 1969. 


those patients in the above series for whom it 
had been adequately recorded, with the addition 
of patients tested more recently. 


MATERIAL AND МЁтнор 


The patients (total n = 143) were all adults, 
with no history of birth or childhood cerebral 
injury, in whom a localized cerebral lesion was 
confirmed at least by air-encephalography or 
arteriography, if not by inspection at operation 
or at autopsy. The commonest lesion was 
intracerebral tumour: others were localized 
cerebrovascular accidents, excisions, lacerations 
and restricted atrophy. In the majority of cases 
the lesion was reported as being entirely or 
almost entirely restricted to one of the con- 
ventional anatomical lobes: the seven cases in 


which the lesion appeared to spread equally into 
two lobes were allocated to both lobes. (This 
ensures that each damaged lobe is represented, 
though it may diminish the differences between 
means for the lobes). Although some of the 
patients showed mild degrees of clinical impair- 
ment (dysphasia, dyspraxia etc.) consistent with 
the localization of their lesions, in none was 
comprehension or perception judged to be so 
impaired as to make testing impossible: in fact, 
all were able to attempt at least seven subtests of 
the Wechsler scales. 

For each patient, the scaled score on the 
Picture Arrangement subtest was recorded: for 
those who had done the WAIS, the age-scaled. 
score (Wechsler, 1955; Table 19); for those who 
had done one of the Wechsler-Bellevue scales, 
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the weighted score was corrected for age on the 
basis of means given by Wechsler (1944; p. 222) 
and Fox and Birren (1950). Also, the test record 
of each patient was examined to ascertain how 
many pictures in the several stories had been left 
in the order presented. For this purpose, se- 
sequences which were correct or (according to 
the scoring standards) partially correct were not 
counted: what was counted was the number of 
pairs of pictures left in the presented order which 
did not comprise part of the potentially correct 
order (even if the rest of the sequence was 
incorrect). Since many of the pictures are in 
fact presented by the examiner in the correct 
sequence, this means that the effect of leaving all 
pictures in the order presented will be under- 
estimated. (Thus the order of presentation of 
the pictures for the item ‘Hold-Up’ is DABC. 
As the @orrect order is ABCD, we have scored a 
sequence left in the order DABC as only 1 pair 
incorrectly left (DA), rather than 3 pairs). 


RESULTS 
‘The number of cases with lesions in each lobe, 
their mean age-scaled scores on the test and 
standard deviations, and mean numbers of pairs 
of pictures left in the presented order, are shown 
in Table I. It will be seen that the standard 
deviations of the scores for each lesion-group are 
very similar, suggesting analysis of variance as 
an appropriate measure of the significance of 
the differences between the mean scores. For 
these scores, the variance ratio F = 8:25, 
P < -oo1, confirming the significance of the 
between-group differences: those with right 
hemisphere lesions have consistently lower 
means, the right temporal group more so than 
the others. 
Tase I 
Mean picture arrangement (age-scaled) scores, and mean 
number of pairs of pictures left in the presented order, 


according to locus of lesion 
Scaled Pairs 
Locus of lesion Cases scores — (S.D.) left 
Left frontal .. 25 10:4 (2-4) 0-68 
» temporal .. 22 10:5 (2:5) 0:27 
» parietal .. 28 a'r (2-7) 0°50 
. Right frontal .. 28 8:4 (2 7 2:75 
' ,» temporal 27 T5 (24 1°37 
» parietal .. 19 8:5 (2:1) 1°25 
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The right hemisphere groups also have a 
greater tendency to leave some pictures in the 
presented order, but here, as is evident from 
Fig. 2, the distributions are far from similar. 
The majority of those with left hemisphere 
lesions leave no pairs in the presented order 
(in the failed items), and the frequency of 
making this kind of error falls away rapidly 
from o. The majority of patients with right 
hemisphere lesions, on the other hand, tend to 
make at least one error of this kind; but within 
the right hemisphere group the right frontal 
patients appear to make this error more often 
than do those with right temporal or right 
parietal lesions. The significance of the differ- 
ence between right frontal and right non- 
frontal patients has been calculated using the 
non-parametric U test: z = 2:66, p = -0039, 
confirming this impression. 


Cases 
50- Pairs of Cards left 
Lesion groups: 
40- C All left hemisphere 
£2 Right non-frontal 
Wi Right frontal 
0 pairs "ug 
Fie. 2.—Number of pairs 2 pictures left in NR order, 


according to locus of lesion. 


From a qualitative point of view, we observed, 
in those right frontal patients tested by our- 
selves, that they’ would simply leave all the 
pictures in one or more stores in the presented 
order, indicating that they regarded this as 
satisfactory by saying, e.g. ‘yes, that's right’. 
When asked to explain what story was told by 
the pictures in this order they would devise some 
haphazard account, showing that they still 
understood the task; but they rarely re-arranged 
the pictures to make a more plausible story. 


DISCUSSION 
Our analysis of Picture Arrangemerit results 
shows (a) that patients with right hemisphere 
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lesions obtain significantly lower scores than do 
those with lesions on the left, the lowest scores 
being those of the right temporal cases; and (b) 
that patients with right-sided lesions more often 
leave pictures in the presented order than do 
those with lesions on the left, this error being 
significantly more frequent with right frontal 
than with right non-frontal cases. 

As far as the scores are concerned, it appears 
that the right-sided cases as a group attain 
means about 2 scaled score points below those of 
left-sided cases. The slightly lower (by about 
0-9 point) score within this group of right 
temporal cases is not significant (for К. tem- 
porals vs R non-temporals, t = 1°83, p > 0:05) 
and may be due to the addition to a general 
right-hemisphere effect of a specific right tem- 
poral perceptual deficit of the kind noted by 
Milner (1968), or by Warrington and James 
(1967) whose patients had particular difficulty 
in recognizing familiar pictorial material. The 
scores of the present patients on other Wechsler 
subtests (see Fig. 1) make it clear that this 
general right-hemisphere effect is not a visual- 
spatial deficit or a visual memory deficit, both of 
which are significantly greater in the right 
parietal cases; nor is it a calculation or a verbal 
reasoning or memory deficit, which are all 
greater with left hemisphere lesions. (This is not 
to say that these abilities are not involved in 
performance of the Picture Arrangement test, 
nor to deny that these deficits may not determine 
failure on the test in individual cases.) The 
general right-hemisphere effect may however 
be an attenuated form of the effect which is 
most marked with right frontal lesions. 

In the right frontal cases, their level of failure 
(i.e. their mean score), though’ not significantly 
different from that of the non-frontal cases, was 
associated with a significantly greater tendency 
to leave pictures in the presented order. Correla- 
tions of individual scores with number of pairs 
of pictures left are r = —0:58 for the right 
frontal group and r = —o-42 for the right non- 
frontals, suggesting that this type of failure 
accounts for twice as much of the variance in 
the test scores of the right frontals as of the 
non-frontals. It appears, therefore, that this is a 
specific deficit; and it remains to identify the 
nature of this deficit in psychological terms. 


PICTURE ARRANGEMENT: A MEASURE OF FRONTAL LOBE FUNCTION ? Ы 


The only other intellectual deficit shown by 
right frontal patients (McFie, 1960) is on 
Memory for Designs, which is clearly not related 
to the present type of failure. One is reminded 
of the epithet ‘stimulus bound’ attached by 
Goldstein (1948) to a patient’s inability on a 
sorting test to shift from one principle to another, 
but this was not of course attributed to the effect 
of any particular localized lesion. The same kind 
of deficit—failure to change from one principle 
to another—is described by Milner (1964) on tke 
Wisconsin card-sorting test as occurring in 
patients with frontal lobe lesions, but not more 
often with right than with left-sided lésions. 
The failure to move the pictures shown by our 
patients might be attributed to perseveration of 
this kind, if defined as a kind of inertia, were it 
not that (a) the patients did not show inertia or 
perseveration on any other tests, and (Ы when 
questioned about the order in which they had 
left the pictures they would devise an account 
which fitted the individual pictures but hardly 
made a logical story. 

A possible account of this deficit is suggested 
in an experiment by Wason (1969), who 
demonstrated that normal subjects given a 
rule, or a logical proposition, and a problem to 
solve in connection with this rule, were unable 
to solve it correctly because they could not see 
that their solution was inconsistent with the 
rule. As a parallel, we suggest that our right 
frontal patients were able to see the rule—that 
the order of the pictures was intended to tell a 
story—but were unable to see that the order as 
presented did not make sense, ie. that the 
story which they had in mind was not a logical 
one. If this hypothesis were true, it might be 
adduced to explain some aspects ofthe behaviour 
of patients with frontal lobe damage which is 
generally described as personality change or 
loss of insight. T'heir inappropriate reactions, 
including their inappropriate mood—whether 
euphoria or apathy—might be the consequence 
of a cognitive failure of the type we have 
described; of the inability to correct an error in 
the face of contradictory information. 

Circumstantial support for this hypothesis 
would derive from reports of higher incidence. 
of symptoms of this type with right-sided, and 
particularly with right frontal, than with left; 
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sided lesions. The evidence of a group of 7 cases 
of frontal tumour with psychiatric presentation 
reviewed by Avery (1971) is equivocal, as in 3 
patients the lesion was on the right, in 2 on the 
left and in 2 bilateral. (It should be noted, how- 
ever, than an expanding lesion in the left 
anterior fossa may also press on the right frontal 
lobe). In his survey of the psychiatric effects of 
penetrating brain wounds, Lishman (1968) 
noted that both affective and behaviour dis- 
orders occurred more often with right than with 
left-sided injury, and that both types of dis- 
order were also more frequent with frontal 
wounds; though comparison between frontal 
lobe cases showed affective disorders to be 
commoner with right frontal wounds and 
behaviour disorders with frontal wounds on the 
left. In a psychological study of a similar series 
of patients, Newcombe (1969; p. 123) drew 
attention to ‘the poor performance of the right 
frontal group in a number of widely different 
tasks, despite the relatively small lesions found 
in this group’. The majority of series reported of 
patients with unilateral frontal lesions do not, 
however, note any consistent difference in 
symptomatology between cases of right- and of 
left-sided lesion. We may observe, however, that 
in no study has a correlation between symptoms 
and performance on Picture Arrangement been 
attempted, though McDonald and Crookes 
(1967) found that psychiatric patients tended to 
achieve low scores on this test. Dickstein and 
Blatt (1967), studying normal subjects, found 
that those with high P.A. scores showed a 
greater ‘prospective span’, in describing T.A.T. 
pictures, than those with low scores, suggesting 
a greater ‘capacity for anticipation and plan- 
ning’, It is just this capacity which is impaired 
in the typical ‘frontal lobe syndrome’, and our 
evidence suggests that noting the tendency to 
leave pictures in the order presented may 
constitute a useful additional measure of the 
degree of this impairment. 


SUMMARY 
Analysis of the results of 143 adult patients 
. with circumscribed cerebral lesions on the 
‘Picture Arrangement subtest of the Wechsler 
scales shows significantly lower means for those 
with right-hemisphere than with left-hemisphere 
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lesions. Counting the number of pairs of pictures 
on this test which were left incorrectly in the 
presented order shows that this error was in- 
frequent with left-hemisphere lesions, but with 
right-hemisphere lesions occurred significantly 
more often with frontal than with non-frontal 
lesions. 

It is suggested that this tendency to leave 
pictures in the presented order reflects a specific 
inability to correct a response in spite of evidence 
that it is wrong, which is maximal with right 
frontal lesions; and that this may account for 
aspects of the ‘frontal lobe syndrome’ in 
cognitive terms. 
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An Attempt to use the MMPI as a Predictor of F Due in 
Military Training 


By JOHN P. CALLAN 


BACKGROUND AND LITERATURE 


*During World War II psychiatric screening 
to exclude ineffective soldiers from active duty 
consigted of interviews of three to six minutes 
duration. These interviews were described as 
successful by Bloomberg and Hyde (1), and by 
Leavitt (2). But six years later Bloomberg 
admitted that induction screening had proved 
ineffective, and suggested continuous observa- 
tion for the first six months of military service to 
separate those who would adjust from those who 
would not (3). This concept of prolonged obser- 
vation was supported by the wartime findings of 
Egan et al. (4) and Aita (5). Egan's group 
examined the records of 2,054 men who had 
been psychiatrically rejected on the basis of a 
short interview, but who later served; 79-4 per 
cent rendered satisfactory service. Aita’s five- 
year follow-up showed that of тоо soldiers 
considered borderline on interview 21 per cent 
failed to render satisfactory service and of 100 
considered satisfactory 5 per cent failed. If the 
questionable risk hundred had been rejected the 
Army would have lost 49 average and 30 out- 
standing soldiers. It seemed, therefore, more 
profitable for the Army to risk retaining ineffect- 
ives than to attempt to weed them out completely 
on the basis of brief psychiatric interviews. 

Plag and Arthur’s (6) peacetime study pro- 
duced similar figures. Of 134 psychiatrically 
suspect naval trainees permitted to continue in 
service, 72 per cent rendered satisfactory service 
and were still on active duty two years later. 
Wittson et al. (7) decided the brief three-minute 
interview had some efficacy, though figures were 
not statistically reliable, and they felt that a trial 
of duty was best (Wittson (8)). It was concluded 
by Glass et al. (9) that psychiatric prediction of 

* satisfactory duty was usually correct, but that 
prediction of unsatisfactory duty was often 
sncorrect. It seemed on the basis of these results 
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that psychiatrists tended to over-estimate failure 
because of their acute awareness of personality 
deviation, potential neurosis, and latent abnor- 
mal behaviour (Glass (10)). They seemed better 
informed about a person's weaknesses than about 
his strengths (Frank and Hoedemaker (11)). 
Thus when psychiatrists predicted success they 
were usually accurate because their selection 
criteria were so stringent. 

As an alternative approach in order to cir- 
cumvent this negative bias, attempts were made 
to devise tests of potential maladjustment. 
Successful intelligence and aptitude testing (12) 
introduced during World War I were refined 
into the highly accurate Armed Forces qualifi- 
cation test in 1950 (13). But tests for emotional 
stability and performance proved more difficult 
to develop. Nevertheless, during World War II 
tests were commonly used; these included the 
Cornell Selectee Index, Shipley and Landis 
Personal Inventory and Sentence Completion 
Tests (Hunt et al. (14), Weider et al. (15)). If 
they had been successful, these tests would have 
been valuable tools. However, their success was 
limited; for while they were capable of identify- 
ing psychiatric symptomatology separating nor- 
mals from deviates, they did not predict with a 
high degree of reliability those who would 
become psychiatrically incapacitated during 
military service (Weider et al. (16). Since 80-90 
per cent of all military personnel render ade- 
quate service, it would be necessary to obtain 
95 per cent or better correct prediction in order 
to justify rejection on the basis of personality 
testing. 

At present the United States conscripts 
(drafts) males aged 19 to 26 years, but persons 
may enlist voluntarily at 17. Recruits are medic- 
ally examined at an AFEES station, where 
those with obvious defects, including severe 
psychopathology, are weeded out. The fit 
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recruits are then sent to a training centre for 
rigorous basic training lasting eight weeks. Here 
they are instructed in the use of weapons, 
hand-to-hand combat, etc., and toughened. 
During this period of training 1 per cent of 
trainees are separated from the Army on 
psychiatric grounds, including medical and 
administrative discharges for inaptitude, un- 
suitability, or unfitness. A further 5 per cent 
show adjustment difficulties on the basis of 
being absent without official leave or by having 
to undergo disciplinary punishment. Since it is 
during this eight-week period that 40 per cent of 
psychiatric discharges occur, it is felt that a 
simple screening test would be immensely help- 
ful in identifying potential failures at the outset 
of their military training. As a result of the 
expensive lessons learned during World War II 
routine psychiatric screening of all recruits has 
been abandoned. But it remains true that ‘a 
statistically standardized procedure of broad 
and searching quality would be of inestimable 
value in preventing induction of those who 
might not only destroy the morale of the fighting 
forces but also do irreparable damage to them- 
selves’ (Weider ef al. (15)). Such selection is no 
simple matter. The problem is complicated by 
the fact that a large proportion of individuals 
with pathological personalities adapt well to 
military conditions. Often under the influence of 
military discipline their behaviour and potential 
effectiveness becomes regulated, and their 
strength of will and self-discipline improve. It is 
only in the minority of cases that no adequate 
adjustment will take place and the number of 
pathological reactions will increase rather than 
decrease (Magyar et al. (18)). Thus it can be seen 
that the problem of predicting failure is analo- 
gous to discovering the proverbial needle in the 
haystack. This was emphasized by Brill and 
Beebe (17), who reviewed the records of 955 
soldiers treated for psychoneurosis during World 
War ЇЇ. They found that 48 per cent of the 
soldiers had had no appreciable emotional 
difficulties before enlistment and could not have 
been identified at the time of induction no 
matter how carefully they were screened. 

Other studies have shown that educational 
achievement is the most important variable in 
predicting successful service (Lyon (1g), Fischer 


et al. (20), Flyer e£ al. (21)). But it has also 
been found that trainees with more than 50 
‘yes’ responses on the Cornell Medical Index 
had a discharge rate of 8 per cent during basic 
training as opposed to 1:2 per cent for those 
with less than 50 ‘yes’ responses (Brodman et al. 
(22)). With this approach also the problem 
appeared to be the production ofa large number 
of false positives; for example, using the 50 item 
cut-off point on the Cornell Medical Index, one 
could expect to make false positive errors in $2 
per cent of predictions. 


Focus or THE Present STUDY 

So far, then, there has been very little success 
in predicting failure to adapt to military train- 
ing. To be more specific, it has been found that 
both psychiatric interviews and the use of 
objective test items tend to yield a very high 
percentage of false positives. However, despite 
the obvious problems, it was felt that great 
benefit would accrue both to the individual arid 
the U.S. Army if a way of predicting failure to 
adapt to basic combat training could be dis- 
covered. This investigation was therefore de- 
signed to focus on this problem while mini- 
mizing the percentage of false positives. This 
focus was refined even more by being confined 
to an investigation of the use of objective test 
items to predict failure to adapt. This was done 
largely because test items seemed highly 
amenable to psychiatric research and practice. 
It seemed that test items from a personality 
inventory should be utilized, because they are 
amenable to research purposes, are capable of 
group administration and objective scoring, and 
possess general stability as a control method of 
observation. Moreover, even an untrained 
worker can administer such test items. This 
provided us with an opportunity to survey and 
ultimately test a larger population than would 
have been possible by psychiatric interviews 
alone. 

MATERIALS AND METHODS 

The MMPI, a 550 item personality inventory, 
seemed sufficiently extensive with respect to 
personality traits and symptoms to provide a 
pool of items out of which a certain number: 
could be expected to predict failure to adapt 
to the military. The test was administered to 
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814 basic trainees in a single training battalion 
at the start of a training cycle at Fort Leonard 
Wood, Missouri. The test was administered on 
four successive days to groups of approximately 
200, using a tape recorder and public address 
system. Five-minute breaks were given at the 
150, 300 and 450 question marks. Sessions 
lasted two and a half hours. Results were not 
disclosed to the battalion which proceeded 
through training. Records of maladjustments 
were maintained by the battalion, and a failure 
hierarchy of deviants was compiled. This 
hierarchy consisted of five levels, No. 1 being 
the highest. These levels were labelled in the 
following ways: 1, discharges from the Army; 
2, absent without official leave; 3, Article 15 
(non-judicial disciplinary punishment); 4, 
trainees recycled to another battalion for lack 
of progress; and, 5, excessive attendance at sick 
call (ten or more visits), An individual was 
considered in a single category, the highest, 
even if he qualified for more than one. Follow- 
ing completion of the cycle 703 normals, and 111 
abnormals or deviates were found. Utilizing the 
failure hierarchy, the deviates consisted of the 
following: Discharges 18, AWOL 18, Article 
15 9, recycled 22, sick call 44. The percentage 
answering each test item true was found for each 
of the five groups. Using a binomial distribution 
95 per cent confidence limits were calculated for 
the items of each deviant group. A comparative 
analysis was then made between each deviant 
group and the normals to determine which items 
could discriminate between the groups at a 5 per 
cent level of confidence. Items that predicted 
discharge and AWOL were collected into a 
combination scale. No items were found to 
predict recycling. Items known to be lie items 
on the MMPI were also selected for use. In this 
way a 182-item inventory was constructed. 'T'he 
scale consisted of the following totals of items; 
discharge, 92 test items; combined, 63 test 
items; lie, r9 test items; Article 15, 21 test items; 
sick call, 18 test items. 

To test the hypothesis that a correlation exists 
between each scale and failure to adapt to the 
. military, the items were randomized and 
‘administered to 3,328 unselected basic trainees 
in six different battalions at the commencement 
of training. Previous testing procedures were 
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followed, with sessions lasting 40 minutes each. 
The training cycles ran concurrently at weekly 
intervals. Following completion of the cycles it 
was found that 236 individuals experienced 
adjustment problems. Trainees with adjustment 
problems were then matched against normals 
to see how they scored on the inventory. The 
average number of deviant responses for 
normals was obtained on each scale, and one 
standard deviation above that was used as the 
cut-off point. The number scoring as deviant 
on the test was 825, but only 96 of these were 
true deviates; thus 729 normals scored in the 
deviant range and 140 actual or true deviates 
scored in the normal range. Best individual 
results were obtained on the discharge scale 
where 12 of the discharged were correctly pre- 
dicted out of a total of 18. 

To ascertain if results could be improved, a 
system of weighted scoring was introduced. 
Items deviating by less than 10 per cent from the 
average were scored zero; 10—14 per cent one; 
15-20 per cent (approximately 1—2 standard 
deviations) two; and those above 20 per cent 
four. Normals were again matched with the 
deviates. This time a total of 990 scored deviate, 
of whom 147 were actual deviates. A further 843 
who were not deviate scored in the deviate 
range, while 89 deviates scored in the normal 
range. The discharge scale continued to give 
the best results, 17 out of the 18 persons actually 
discharged being included in the deviate range. 

In an attempt to reduce false positives the 
tests were rescored twice more with further 
weighting. 'T'his time seventeen one-point ques- 
tions contained in the combination scale and all 
the two- and four-point questions were utilized. 
The seventeen items were chosen when normals 
scored 15 per cent or less or 85 per cent or more 
true, while the discharges deviated by 20 per 
cent or more, Final results indicated 312 scoring 
in the deviate range on the test; this included 
8o true deviates and 232 false deviates, and 
excluded 156 actual deviates who scored in the 
normal range. The discharge scale included 12 
of the 18 persons actually discharged. 


Discussion 


Variables influencing adjustment failures to 
military service are many and complex, making 
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predictions difficult. One battalion’s standards 
may be different from another’s, and the ability 
of one commander to withstand acting-out 
behaviour is often greater than another’s. In 
the first weighted scoring, 17 of 18 actual 
discharges were identified but one was not. 
His records were checked, and his case history 
illustrates the unpredictability of military dis- 
position. A.B., 26 years old, a married male 
with one child, was seen at Mental Hygiene 
Consultation Service shortly after entering basic 
training. He described symptoms of anxiety and 
insomnia, but these were considered mild by the 
psychiatrist. A.B. had successfully completed 
four years in the Air Force in 1967, and had 
then returned to his small mid-western town and 
married. He was a high-school graduate and 
came from a stable background, his father being 
an electrician. He had no police or drug records. 
Marriage was successful until October 1970, 
when A.B. was laid off his job as a freight 
handler; following this his wife began to 
complain that he was not supporting his family 
adequately, and their relationship deteriorated. 
He sought other employment, but because of the 
prevailing poor economic situation was unable 
to find any work, and therefore eventually 
enlisted in the Army. But on his arrival at boot 
camp he regretted having joined, and following 
a visit to the chaplain to whom he described 
night fears and insomnia he was referred to a 
psychiatrist. The psychiatrist stated he ‘felt 
sorry’ for A.B. and diagnosed him as a ‘transient 
severe personality disorder’. Tranquillizers were 
tried without success, and then the psychiatrist 
recommended discharge on the grounds of ‘a 
negative attitude and no motivation to serve’, 
though by that time A.B. had almost completed 
his basic training. A.B. was then discharged 
from military service; subsequently, the psy- 
chiatrist stated, “А.В. had no serious psychia- 
tric aberration that would have shown up on 
psychological testing’. 

This case history, when contrasted with a 
more typical deviant acting-out individual who 
was not discharged, demonstrates the almost 
haphazard selection of those who will be dis- 
charged, recycled, or receive disciplinary action. 
The Army maintains uniform regulations for 
troop commanders and mental health pro- 


fessionals; yet each individual shows varying 
degrees of flexibility in his interpretation and 
implementations of these rules. Men are not 
machines, and so implementation can never be 
uniformly consistent. This limits the potential 
success of a standardized procedure such as the 
MMPI. 

The results of this study are consistent with 
previous studies, ie. a large number of false 
positives were found. Thus it appears that a 
considerable number of persons admitting fo 
psychiatric symptoms function well in a military 
setting. Does this mean that the military is a 
sick society? Or, on the contrary, does it serve 
a rehabilitative function, its structure lending 
support to shaky psyches? A comparison of a 
military group with another large organization 
such as Bell Telephone or IBM could perhaps 
answer this question. 
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Synopses of Papers Awaiting Publication 


The Use of Disulfiram Implantation in Alco- 
holism. Ву M. T. Marcom and J. S. MADDEN. 


Alcoholics who are treated with disulfiram often 
fail to take the oral medication. In an effort to over- 
оше this problem, disulfiram tablets have been 
surgically implanted. The method is well known on 
the Continent, but only four individual cases are 
recorded in the English literature. A group of 47 
alcoholics who had one or more implants is described. 
A total of 70 implants were given, and results were 
good. The post-operative abstinent periods were 
significantly longer than those achieved in the two 
years before operation. Patients’ progress in marriage, 
employment, and social adaptation in the six months 
after operation was usually satisfactory. The contra- 
indications and complications are listed. Though 
these patients did well, there may have been psycho- 
logical as well as chemotherapeutic factors. This 
possibility is critically discussed. It is stressed that 
other agencies can help the patient and his family in 
the period of enforced abstinence. 

M. T. Malcolm, M.B., Ch.B., M.R.C.Psych., 
Senior Registrar, 

Moston Hospital, 

Liverpool Road, 

Chester, СНз 44A 


Exhibitionism, Sexual Violence and Paedo- 
philia. By Granam Коотн. 


The literature gives conflicting answers to the 
question whether there is any significant association 
between exhibitionism and more serious sexual 
offences. 

Recent papers are quoted which contradict the 
traditional view that exhibitionists are harmless; 
and claim that a proportion of exhibitionists commit 
sexual offences involving force, while others molest 
children. 

A series of 30 persistent exhibitionists is presented 
with evidence suggesting that sexual violence was 
exceptional among them, while a comparatively high 
proportion had a history of paedopbiliac or hebe- 
philiac activities. There were 3 cases of incest. 

Other sexual deviations reported by these subjects 

' are considered, and their relationship to genital 
exploratory behaviour in childhood is discussed. 
*Exposing, peeping, touching and paedophilic acti- 
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vities appear to develop on the basis of an innately 
determined behavioural complex which first appears 
in childhood. 

The overlap between these activities even in the 
established exhibitionists of the present series indi- 
cates the difficulties inherent in thinking of exhibi- 
tionism as some kind of clinical entity or syndrome. 
Current disagreement over the relationship between 
sexual aggressiveness, child molesting and exhibi- 
tionism may be the outcome of considering exhibi- 
tionists as though they were a homogeneous group of 
offenders. 

It is concluded that future studies could profitably 
focus on some of the differences between exhibi- 
tionists: the present study suggesting, for instance, 
that persistent exhibitionists have a low incidence of 
sexual offences involving force, and might usefully be 
compared with incidental exhibitionists in this 
respect; while an investigation into the effect of 
choice of witness might clarify the relationship 
between exhibitionism and incestuous or paedo- 
philiac behaviour. 

Graham Rooih, B.A., M.Phil., M.R.C.Psych., 
Senior Registrar, 

Bethlem Royal and Maudsley Hospitals, 

The Bethlem Royal Hospital, 

Monks Orchard Road, 

Beckenham, Kent, BR3 ЗВХ. 


Distress Behaviour: A Study of Selected Sama- 
ritan Clients and Parasuicides (‘Attempted 


Suicide’ Patients). Part One: General 
Aspects. By, Norman KRXEITMAN and NILDMA 
CHOWDHURY. 


This paper represents part of a study into what 
determines the action taken by individuals when in 
distress, and more specifically why some attempt to 
meet their difficulties by seeking aid from an appro- 
priate agency while others resort to self-aggressive 
behaviour, Two groups of individuals were investi- 
gated. 

The first comprised 121 (out of a possible total of 
128) Samaritan clients who made at least two con- 
tacts with the organization within a two-week period 
for a related problem. They were regarded as 
distressed individuals making persistent and rational 
use of a service designed to help them. By contrast, 


560 


the second group comprised 93 selected first-ever 
admissions (out of a possible total of 97) to the 
Regional Poisoning Treatment Centre in Edinburgh 
whose crisis behaviour was considered ill-organized 
and less rational. 

The Samaritan group contained significantly more 
men. Among them the clients were significantly older 
yet contained a slightly higher proportion of the 
unmarried. Proportionally more of the Samaritans’ 
clients lived in a bed-sitter or hostel, and were more 
often unemployed, but fewer were currently receiving 
treatment for psychiatric symptoms. There were no 
significant differences between the groups for social 
class, complaints of friendlessness or in the range and 
type of environmental stress. For the women, a 
relative excess of separated, widowed and divorced 
people was found in the client group, though the 
two groups did not differ in age. More clients than 
patients were living alone and fewer were with their 
families. Fewer were receiving treatment for psycho- 
logical symptoms. As with the male subjects, the two 
groups did not differ on subjective loneliness nor 
did the character of their current stresses differ. 

The two groups cannot be assumed to be represen- 
tative of all Samaritan clients or all parasuicides in the 
city, but nevertheless may serve to illustrate the 
processes with which we are concerned. Attention is 
drawn to the role of social isolation, especially among 
the Samaritan clients, which may prompt them to 
seek out other individuals to whom they can relate, 
in contrast to the overcrowded lives more charac- 
teristic of the parasuicides. It is also tentatively 
suggested that contact with the Samaritan organiza- 
tion might be more ‘instrumental’ than the ‘expressive’ 
act of the parasuicides. The possible implications of the 
findings for prevention services are briefly discussed. 


Distress Behaviour: A Study of Selected Sama- 
ritan Clients and Parasuicjdes (‘Attempted 
Suicide’ Patients), Part Two: Attitudes and 
Choice of Action. By Norman KREITMAN апа 
Niuma CHOWDHURY. 


As part of a wider study of distress behaviour, 93 
first-ever admissions to the Regional Poisoning Treat- 
ment Centre, Edinburgh were questioned about their 
knowledge of help-giving agencies and their attitudes 
towards help-seeking in the context of their para- 
suicide. All but 15 per cent of the patients were 
factually aware of the existence of individuals or 
organizations to whom they could have taken their 
problem. The most commonly mentioned source of 
possible aid was the general practitioner. About one 
third of the series knew of the existence and purpose 
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of the Telephone Samaritan Organization. Approxi- 
mately 20 per cent of the patients declared that help- 
seeking for one's problems from any source was not 
acceptable and that all difficulties should be resolved 
by the individual's efforts. The remainder declared 
themselves in favour of seeking aid, though some 
added a variety of qualifications. 

The overt reasons for not seeking aid from agencies 
in their present crisis were classified as (i) self medica- 
tion intended. to relieve strain (30 per cent), (ii) 
critical of services (18 per cent), (iii) problem too 
personal (18 per cent), (iv) wanted to die (18 per 
cent), (v) to influence others (13 per cent), (vi) help 
not physically available (4 per cent). The clasgifica- 
tion used appeared to be reliable over a twelve- 
month test-re-test interval. 

Only 27 patients had sought aid from other 
agencies with their problems at any time; of these 
all but one had consulted in the previous fortnight. 
Their choice of agency was tabulated against their 
overt reason for non-consultation in the context of 
their current parasuicide. Fifty patients were on 
regular medication, yet only 20 said they had venti- 
lated their difficulties with the prescribing doctor. 

The findings are discussed, with attention to each 
of the different sub-groups. It is concluded that 
approximately one-quarter of the whole series must 
be considered as failure of management by care- 
taking agencies. There appears to be little scope for 
reducing the parasuicide rate simply by the dissemi- 
nation of factual information. On the other hand, 
improvement in the efficiency and ‘public image’ of 
help-giving bodies might have induced the many 
patients—over half the total—who knew of their 
existence but did not use them to do so. The possible 
contribution of the Telephone Samaritans is briefly 
discussed. Attention is also drawn to the widespread 
practice of prescribing psychotropic drugs without 
exploration of the patient's problems, according to 
the latter's own report. 


Norman Kreitman, M.D., M.R.C.P., M.R.C.Psych., 
MRC Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh ЕНто 5HF. 


Patterns of Hypochondriasis: А Principal 
Components Analysis. By С. N. Brancu. 
Hypochondriasis is not one syndrome—it appears | 
to be a complex of dimensions and categories. To 
make sense of this complexity a principal compo- 
nents analysis was made of the data from 118 psychi* 
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atric in-patients who had one or more of the 
symptoms, disease phobia, disease conviction, somatic 
preoccupation and psychological pain. 

The first three were the key marker variables of 
hypochondriasis. Twenty-one other items, personal, 
historical, clinical and experimental, were also 
included in the analysis. 

With varimax rotation there were eight compo- 
nents having latent roots above unity. One was 
congruent with the syndrome, hypochondriacal 
neurosis. The loadings were on the following: 
‘fnnecessary’ operations, psychogenic pain, sex 
female, somatic preoccupation, much family illness, 
low sensation threshold, poor prognosis and life 
defeats. Four more components revealed meaningful 
patterns of hypochondriasis. 


G. N. Bianchi, M.D., M.A.N.Z.C.P., D.P.M., 
Institute of Psychiatry, 

De Crespigny Park, 

Denman: Hill, London, SE5 ВАР. 


Failure to Establish Control Over Tics in 
the Gilles de Ја Tourette Syndrome 
with Behaviour Therapy Techniques. By 
Patricia L. Sanp and COLDEVIN CARLSON. 


The Gilles de la Tourette syndrome is a rare and 
bizarre childhood tic disorder. Facial and body tics, 
repetitive vocal sounds, and coprolalia are charac- 
teristic. 

Experimental control over some tics has been 
demonstrated with behavioural techniques, including 
aversive conditioning, contingent positive reinforce- 
ment of non-tic behaviours, and massed practice. 
However, the tics observed in the Gilles dela Tourette 
syndrome may not be highly responsive to such 
techniques. 

Two articles are cited in which tics characteristic of 
the Gilles de la Tourette syndrome significantly 
worsened with behaviour therapy. A conflicting study 
is described in which massed practice was used 
successfully with two adult patients whose tics had 
begun in childhood. 

The present authors found that contingent re- 
inforcement, counting, and massed practice only 
partially reduced tics in the nine-year-old subject they 
studied over a 63-week period. Treatment methods 
are described, and a graph is presented showing the 
average frequency of facial/bodily and vocal tics per 
observation period. 

‘Though massed practice appeared to be relatively 

“more effective in reducing tic frequency than were 
the other behavioural treatment methods used, tic 
tate remained above a therapeutically acceptable 
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level. Medication (haloperidol) effectively suppressed 
vocal and facial/bodily tics. 


Patrizia L. Sand, Ph.D., 

Clinical Psychologist and Assistant Professor, 
Department of Rehabilitation Medicine, 
University of Washington Medical School, 
Seattle, Washington 98195, U.S.A. 


A Two-year Follow-up Study Comparing Short 
with Long-stay In-patient Treatment of 
Alcoholics. 


A Categorization for the Assessment of Prog- 
nosis and Outcome in the Treatment of 
Alcoholism. By P. J. A. WirrEws, F. J. J. 
LETEMENDIA and Е. ARROYAVE. 


The first paper presents the results of a controlled 
trial of duration of in-patient treatment of alcoholism. 
Consecutive male admissions were randomly allocated 
to a short-stay (n == 38; mean 20 days) or long-stay 
(n = 31; mean 82 days) group. Treatment was 
otherwise the same and it is shown that duration of 
stay did not of itself influence outcome. Sixty-two 
patients were followed up for two years after dis- 
charge; of the variables relevant to prognosis which 
were assessed it is shown that low social class, greater 
social maladjustment and a history of delirium 
tremens are significantly related to poor outcome. 
Insight on discharge very significantly influenced 
outcome, but insight on admission was not related to 
outcome, and longer stay in hospital did not improve 
insight more than short-stay. The discussion relates 
these findings to other reports in this country, defines 
therapeutic goals in the treatment of alcoholism, and 
describes four groups of alcoholics in terms of their 
awareness of illness (insight). 

The second paper describes scales which rate social 
adjustment, previous treatment and response, effects 
of alcoholism, insight and outcome. The concepts 
involved are briefly discussed, and the inter-rater 
and inter-observer reproducibility of the scales is 
assessed. 


P. F. Anthony Willems, D.P.M., 
Consultant Psychiatrist and Director, 
Sheffield Regional Addiction Unit, 
Mapperley Hospital, 

Nottingham, NG3 6AA. 


Unilateral versus Bilateral ECT in Schizo- 
phrenia. By D. R. Dooncay, D. V. JESTE, 

N. J. Saoj, P. V. КАМЕ and S. RAVINDRANATH. 
Fifty-four right-handed patients diagnosed as 
schizophrenics were treated after initial randomiza- 
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tion with electroconvulsive therapy using three forms 
of electrode-placements, viz. bilateral, unilateral 
dominant and unilateral non-dominant. ECTs were 
administered by a standard technique. Seventeen 
patients received UND ECT, 18 received UD ECT, 
and 19 received BIL ECT. The improvement and 
side effects were assessed after 6 ECTs (Period I) and 
after the last ECT (Period IY) under double-blind 
conditions. 

1. No significant differences were observed in the 
reduction in the total scores of the Brief Psychiatric 
Rating Scale (BPRS) at Period I and at Period II or 
in the number of treatments required under the three 
different conditions. At the time of follow-up three 
months after cessation of treatment, no differences 
could be demonstrated between the three differently 
treated groups. 

2. Results of analysis of the individual variables of 
the BPRS showed significant reduction in scores for 
13 out of the 18 variables. Preferences could be 
demonstrated for UND ECT for ‘suspiciousness’ at 
both periods, and for ‘hostility’ and ‘hallucinatory 
behaviour’ at Period I. 


3. UND ECT was associated with a significantly 
lesser amount of memory impairment and confusion, 
as compared to BIL ECT and UD ECT. 
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UND ECT seemed to be the treatment of choice in 
schizophrenia. 
D. R. Doongaji, M.D., M.S., M.A.M.S., M.R.C.Psych., 
Department of Psychological Medicine, 
King Edward VII Memorial Hospital and 
Gordhandas Sunderdas Medical College, 
Bombay r2, India. 


Visual Interaction in Psychiatric Patients. 
By D. R. Rurrer. 


Considerable interest has been shown recently in 
the non-verbal elements of social bebaviour, but 
carefully conducted studies of social interaction in 
psychiatric patients have not been numerous.*' This 
paper reviews the evidence concerned with one 
element of non-verbal behaviour in psychiatric 
patients, namely visual interaction. The 'normal 
pattern’ and functions of looking are first described. 
The evidence concerning visual interaction in schizo- 
phrenic patients, depressive patients, and psychotic 
children is then reviewed, and the author's own 
work discussed. The paper concludes with a considera- 
tion of current and future developments. 


D. R. Rutier, B.A., Ph.D., M.H.R.F., Bates Fellow, 
University of Oxford, Dept. of Psychiatry, 
The Warneford Hospital, Oxford, OX3 77X. 
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Book Reviews 


ANTI-PSYCHIATRY 


Laing and Anti-Psychiatry. Edited by Roserr 
Boyers and Rosert Orr, Harmondsworth: 
Penguin Books. 1972. Рр. 227. Price 40р. 


“That a psychiatrist in Britain should have aroused 
such widespread international interest, which extends 
far beyond psychiatry itself, isa notable contemporary 
phenomenon. In the ranks of psychiatry reaction 
varies from rank dismissal to interested perplexity. 
A correspondent recently proposed that there should 
be a session on ‘anti-psychiatry’ in a forthcoming 
Clinical Tutors’ Conference, in order to clarify the 
meaning of this term. Such attention may well prove 
prudent. Exponents of anti-psychiatry have succeeded 
in challenging institutions, disruptively in some 
countries such as the United States and West 
Germany. 

The movement's central figure, this reprint of a 
special issue of Salmagundi suggests, is R. D. Laing. 
A collection of essays, interviews and panel discussions 
cannot fully document the transformation of a 
Glasgow-trained psychiatrist—via the Tavistock 
Clinic and the Kingsley Hall commune—into 
mystic, prophet and culture-critic questioning the 
foundations of Western civilization. The disciples 
sometimes cast accuracy to the winds in the vigour 
of their denunciations of psychiatry. One, Dr. 
Joseph Berke, declaring that we are up against a 
whole society which is systematically driving its 
members mad, castigates recent research efforts: 
"There exists a pink-spot urine test, there exists a 
green-spot urine test, there exists an orange-spot 
urine test—all this means is that urine tests of people 
who are supposed to be schizophrenic come out with 
certain results after adding certain chemical reagents 
to it. In a mental hospital a few years ago it was 
found that the product which was supposed to be 
associated with schizophrenia had to do with the 
fact that the patients were given coffee in the morn- 
ings.’ It must unfortunately be noted that Laing 
himself also descends into misrepresentation for 
polemical purposes. A method he uses is to quote 
utterances by professional progenitors of 60 to 100 
years ago (Kraepelin is a favourite) as representing 
* current psychiatric practice. The ridicule he pours on 
' such straw-men is the more misleading because he 
now writes not for clinical readers but for the general 
public. 
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One of his major concerns is the family background 
of the patient. He has espoused the view that a 
family elects one of its members which it then 
insidiously drives mad. As Lidz points out Laing 
owes a large debt to the earlier U.S. investigators of 
the double-bind family. 

In his famous first book, The Divided Self, Laing 
had as his reference the syndrome of ‘schizophrenia’. 
Five years later, in Sanity, Madness and the Family, 
Laing was no longer interested in the individual 
patient, and denied that any person can be ‘schizo- 
phrenic’. Now, working with David Cooper and 
Esterson, he was occupied with family communication- 
patterns. He differentiated two patterns. One is a 
‘series’, when the family members lack any personal 
concern for one another; the other is a ‘nexus’, when 
the family group is bonded by fear, anxiety, guilt, 
moral blackmail, and other variants of terror. He also 
separated ‘process’, which implements definite 
motives of particular people, from ‘praxis’ which just 
comes about. His neo-Freudian basis had become 
extended by a concern with existentialist writers, 
philosophers and authors interested in non-patho- 
logical human situations. He regarded schizophrenia 
now as a communication disorder of the whole 
family, and the psychiatric patient as expelled from 
the totalitarian kingdom of the pathological family, 
driven into a degradation ceremonial of hospital 
admission which inaugurates a lifetime career as a 
mental patient. 

In describing eleven ‘schizophrenic’ girls (with 
Esterson) in 1964, Laing advocated that psychotic 
behaviour was comprehensible once the family 
context was taken into account. Sanity, Madness and 
the Family was subtitled ‘Volume 1’: the implication 
was that families lacking a schizophrenic member 
would be reported subsequently. In the event, no 
such comparative research method has been em- 
ployed. Laing has come to the conclusion ‘that a 
control group would contribute nothing to an answer 
to our question’. 

The hypothesis that certain family interaction 
patterns cause schizophrenia remains untested. It has 
not been shown that the interaction patterns described 
for the ‘schizophrenic’ girls are absent in normal 
families. Another possibility not ruled out is that 
within handicapped families there may be a general 
syndrome of interaction which is not specific for 
schizophrenia. (In 1966, with colleagues, Laing 
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produced a more conventional book Interpersonal 
Perception, in which disturbed marriages and trouble- 
free couples were compared. The disturbed couples 
show constant mis-matchings between what each 
thinks the other perceives or feels. In normal 
marriages there is ‘reciprocal concern’.) 

Laing's most original departure, and his contribu- 
tion to anti-psychiatry, developed in the mid-1960's, 
with his advocacy of non-intervention in schizo- 
phrenic illness. Holding all human experience as 
potentially valid and intelligible, he is a campaigner 
for upgrading of the status of the ‘apparently’ 
abnormal and psychotic. Schizophrenia he views less 
as a psychiatric disability and more as one stage in a 
natural psychic healing process. Ego loss and de- 
realization are seen as assets, valid alternatives to 
common-sense realism. The ‘language of denigration’ 
used by psychiatrists is attacked ; the clinician treating 
the psychotic should participate with him to make 
public through understanding the essentially private 
and internal world of the patient. From this position 
the way was open to proclaiming psychosis as a 
celebration of super-sanity, achieved by the psychotic 
in his voyage into inner space, a pursuit of experience 
also facilitated through drugs and. meditation. 

The 1969 book, The Politics of the Family, prescribed 
that analysis of the family background should extend 
back over at least three generations. It was followed 
by a volume of verse, Knots, Subsequently Laing has 
been in Ceylon and India to practice meditation. 

A section of the book, by L. H. Faber, deals with 
psychotherapists who treat schizophrenia, and 
illustrates how often they come to regard the schizo- 
phrenic as a sort of oracle, who has the rare power to 
cut through the usual hypocrisies and pretensions of 
ordinary life, thereby arriving at some deeper human 
meaning. They make their work more tolerable, he 
suggests, by endowing the silent and sometimes 
boorish patient with oracular power. The book also 
reprints the article which appeared in this Journal 
(1969, Volume 115) by Siegler, Osmond and Mann, 
on Laing's book The Politics of Experience, which 
presents patients as exceptionally eloquent critics of 
society, the rights of whom are violated by psychi- 
atric treatment. Schizophrenia is elevated to a 
‘natural way of healing our own appalling state... 
called normality’. The illness is a form of alienation, 
out of step with the prevailing social alienation, a 
result of outrageous violence ‘perpetrated by human 
beings on human beings’. The behaviour that gets 
labelled schizophrenic is a special strategy that a 
person invents in order to live in an unliveable situa- 
tion, Professional readers will question whether such 
statements reflect to any extent their own experience 
with psychotic illness, and will also marvel that this 
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area of discourse proves one so fascinating to a 
large, youthful public. But the ‘mixed bag’ (editorial 
description) in this reprint will help clarify for many 
readers a sign of the times which it would be unwise 
to disregard. 

H. J. Warton. 


DEPRIVATION 


Maternal Deprivation Reassessed. By MICHAEL 
Rurrer. Penguin Books. 1972. Рр. 175. Price 50p. 

In the 20 years since the publication of Bowlby’s 
original monograph, the complexity of his views often 
appears to have been missed, with ‘maternal depriva- 
tion’ degenerating into one of those catch phrases of 
child care that can be used both as diagnosis and 
explanation. Ín this book, Michael Rutter shows 
how the concept can be usefully broken down into 
its components and each of these scrutinized in the 
light of current experimental and epidemiological 
knowledge. x 

It is fascinating to see how well so many of Bowlby's 
ideas developed from a background of psychoanalysis 
and ethology, stand up to this rigorous approach. 
Attention will inevitably however, focus on the areas 
of disagreement, and of these the vital one is the 
importance for the later development of affectionless 
and anti-social behaviour of the disruption of affec- 
tional bonds in infancy (not synonymous with 
separation). Rutter's emphatic conclusion is that on 
the available evidence, it is the failure to form bonds 
and the presence of disturbed relationships that are 
of far greater importance. 

'This is of course no academic point, but one of 
considerable practical importance for the develop- 
ment of child care services. At present the morale 
and prestige seems to lie too heavily with the pre- 
ventor of bond disruption (the field worker) at the 
expense of the potential provider of new undisturbed 
affectional bonds (the residential child care worker). 

Penguin have performed a most useful service in 
making this text readily available. It isa terse, closely 
argued book with a wealth of references. The subject 
matter is of the greatest importance not only for child 
care but also for adult psychiatry. It will provide an 
excellent starting point for teaching seminars for a 
variety of disciplines. 

STEPHEN WOLKIND. 


FORENSIC 
The Meaning of Criminal Insanity. By HERBERT 
Fincarerre. University of California Press. 1972. , 
Pp. 271. Price £4.50. a 
To those who find criminal responsibility the King 
Charles's head of forensic psychiatry this analysis by* 
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a professional philosopher may seem an arid intellec- 
tual exercise. It proposes a new definition of criminal 
insanity to bring out the spirit and purpose of many 
trial decisions. The essence of the matter is the 
identification of persons whose conduct is habitually 
irrational because their ability to respond to situations 
is impaired. In the classic case of McNaghten, who 
killed from paranoid delusions of persecution, the 
man would be rightly thought insane because he 
could not weigh up his situation in a rational way. 
He could not see, as a normal man could have done, 
thfat there was in reality no Tory plot against him. The 
defect of reason which renders such offenders irre- 
sponsible is a quality of the individual. It has an 
analogue in the irresponsibility of the young child. 
The crime itself may be cunningly planned and 
purposive, yet quite insane. This definition clarifies 
but does not change American practice. Professor 
Fingarette suggests that irrationality resulting from 
voluntgrily induced temporary intoxication, and the 
circumscribed irrationality of neurotic illness or 
personality disorder, should not ordinarily qualify 
as irresponsibility. 

These considerations have little relevance in 
England, where the elastic formula ‘diminished 
responsibility’ in murder cases has rendered virtually 
obsolescent the insanity plea. In lesser cases, psychi- 
atric reports recommending committal and treatment 
empower the courts to divert offenders from penal to 
medical authorities on grounds of need without 
reference to responsibility. Nevertheless, much of 
Professor Fingarette’s thesis is relevant to current 
concerns in forensic psychiatry. His opening essay on 
the concept of mental disease arrives, by linguistic 
analysis, at conclusions which anti-psychiatry radicals 
will find congenial. He considers that there are no 
decisive medical reasons to label any particular 
condition a mental disease. It is always a question of 
assessing function in a social context. Whether an 
individual becomes incapacitated will depend upon 
his personal circumstances and the demands made 
upon him. The assessment involves value judgements 
and moral considerations. 

In discussing the relation between psychiatry and 
law, the author argues against the notion that 
psychiatry is governed by scientific determinism 
whereas law is not. In spite of a terminology borrowed 
from mechanical science, psychodynamic psychiatry 
is concerned with the interpretation of personal 
motives and decisions. In both explanation and 
treatment teleological principles are paramount, and 
when it comes to charting improvement, or consider- 

' ing the patient's methods of adjustment, the psychi- 
atrist must make judgements based upon his own 
moral standpoint. The law provides, more frankly, a 
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system for deciding conflicts of values. The repression 
of antisocial conduct is only one consideration. A 
consideration of individual responsibility and account- 
ability is the other side of the coin from ideas of equal 
freedom for all citizens and immunity from unjust 
accusations. To carry out its task the law has evolved 
its own rules, The game of chess also has its rules. In 
both cases a meaningful interpretation of what is 
happening depends upon an understanding of the 
rules, which are based upon a hierarchy of values. 
This may not be scientific, but it is how life is con- 
ducted. Professor Fingarette is right to point out that 
much of the name calling that goes on between law 
and psychiatry is a matter of the pot calling the kettle 
black. 

D. J. West. 


Criminological Research Trends in Western 
Germany. By G. Karer and Tu. WURTEN- 
BERGER. Berlin, Heidelberg and New York: 
Springer Verlag. 1971. Pp. 178. Price DM.42.00. 


The book contains the most recent reflections and 
research findings of the criminologists in the German 
Federal Republic, presented at the Sixth International 
Congress of Criminology in Madrid. 

Throughout all articles there is an attempt made to 
revise the international opinion that criminology in 
the German-speaking world is still largely biolo- 
gically orientated. Many reforms in the legislation 
concerning traffic, juveniles, probation and sexual 
offences are reported, as well as introduction of social 
therapeutic institutions for incorrigible offenders and 
voluntary castration of aggressive sexual offenders. 
The damage to criminology done by totalitarian 
ideology has now been repaired, but, in contrast to 
Anglo-American criminology based on sociology and 
psychology, teaching of criminology in Germany is 
confined to the Faculty of Law and predominantly to 
the penal law. Psychotherapy in German penal 
institutions is used mainly for the most serious sexual 
offenders and ceases after discharge from prison for 
lack of facilities in the community. 

Because of its excellent up-to-date bibliography 
and complete list of publications on criminology in 
German-speaking countries in the years 1965-1970, 
the book is of special interest to all concerned with 
forensic psychiatry and penology. 

W. WOLLEN. 


HISTORY 


The Falling Sickness: A History of Epilepsy 
from the Greeks to the Beginnings of 
Modern Neurology. Second edition. By 
Oswzi Temxin. Johns Hopkins Press. 1972. 


Pp. 467. Price £7.15. 
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The first edition of this book has over the years 
achieved a select reputation as a modern classic of 
medical history. Professor Temkin has now taken the 
opportunity to revise his text in light of scientific 
advances and recent historical scholarship. It remains 
formidably erudite, being copiously annotated with 
references to medical and non-medical sources. 

There has been a tendency to view the story of 
medicine as a continuing line of progress, albeit 
marred by some regrettable lapses of taste and discre- 
tion. This book, however, in setting the central 
theme within the broader contexts of intellectual 
development and society, proves epilepsy to be a 
paradigm for all medical history. Its causes have 
been viewed as natural and supernatural, organic 
and non-organic; it has been called, thesacred disease’, 
and the ‘falling sickness’; it has been judged as 
illness, possession, witchcraft and moral weakness. 
Professor Temkin ably outlines the varying balance 
of opinion since antiquity, and views physicians in the 
light of the intellectual climate of their times. He pays 
particular attention to the controversies and disputes 
of the nineteenth century, and ends the story at 1900, 
the time when Hughlings Jackson had set down the 
basis of our modern understanding. 

This book is significant as a work of history and will 
be of interest to psychiatrists. Not only is the story 
fascinating, but it provides a perspective for recurrent 
attitudes and themes. The problems of the nature of 
illness and its relation to religion, the mind, philosophy 
and the law remain as important as ever. It is to be 
hoped that this new edition will be widely read. 


RuicHARD Mayov. 


DIVORCE 


The Inside of Divorce: A Critical Examination 
of the System. By Bur Мовтіоак. Constable. 
1972. Pp. 240. Price £2.75. 

Ever so gradually the divorce laws of Britain are 
changing in response to the needs of the people 
involved in family breakdown. Divorce by consent 
is with us, but only after three years of marriage and 
two years of separation and only after an appearance 
in court, a court equipped with the usual intimidating 
paraphernalia of wigs, rules of evidence and, some- 
times, publicity. 

This excellent book by a solicitor of great experi- 
ence anatomizes the present state of the law and its 
illogicalities. Irretrievable breakdown, for example, 
has replaced the doctrine of the matrimonial offence 
as the sole ground on which divorce can be granted. 
Yet such offences remain as facts upon proof of which 
a court can decide that marriage has irretrievably 
broken down. They remain, too, as powerful determi- 
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nants of decisions about financial support and the 
custody of children. The author ‘cannot believe that 
to deal with undefended divorce as litigation makes 
any sense at all’; he thinks that the adversary pro- 
cedure in divorce cases is entirely inappropriate and 
that our present arrangements exacerbate divisions, 
polarize attitudes and split children’s loyalties. 

The author—he has felt it necessary to use a 
pseudonym-—sees divorce as part of a social service 
designed to support marriages under strain to the 
greatest extent possible, and he shares the as yet 
unverified view of many that for children ‘even a Bad 
home is likely to be better for them than a good 
institution’, But if the break-up of a marrjage is 
inevitable the sooner it is over and done with the 
better. This conclusion entails disapproval of the 
three-year rule (the Americans and the Scots do not 
have it), of the gap between the decree nisi and the 
decree absolute, and of legal efforts at conciliation— 
‘sometimes an irritating formal chore’. His remedy 
would be to assign divorce to the work of family 
tribunals, despite all their dangers, and to remove un- 
defended divorce altogether from the field of courts 
and litigation. Divorce, the tip of the iceberg of 
family upheaval, must concern psychiatrists in their 
day to day work, and this persuasive yet level- 
headed book should be widely read by them. In 
England and Wales in 1970 there were almost 60,000 
dissolutions and annulments, one-seventh of the 
number of marriages in the same year. The author 
suggests that as a result of the Divorce Reform Act, 
1969, the proportion may soon reach nearly a 
quarter. 

As a postscript to this review of a much-needed 
book it is worthwhile drawing attention to the 
figures that have recently been published for the first 
time by the Registrar-General of the ages as well as of 
the number of children involved.* In 1970 there were 
93,742 offspring of the couples divorced in that year, 
of whom 18,040 were aged 0—4, 33,515 aged 5-10 
and 16,761 aged 11-15--а frightening number of 
children at risk. 

ALAN R. NORTON. 


THE INTERVIEW 


The Psychiatric Interview in Clinical Practice. 
By R. A. MacKiNNON апа К. Miongrs. W. B. 
Saunders Co. 1971. Pp. 473. Price £5.35. 


This book gives a very thorough account of inter- 
viewing technique and practice for those who are 
trained, or training, in Freudian psychoanalysis. | 


* The Registrar-Gensral’s Statistical Review of England and 
Wales for 1970. Part II: Tables, Population. London: 
H.M.S.O. 1972. Table P5(b). . 
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There is therefore a considerable emphasis on the 
behaviour of the patient and the interviewer, and the 
significance that this has for both of them. Intellec- 
tualization, seductive behaviour, forgetting to pay the 
fees, are some of the behaviour discussed, and the 
various phases of an interview are described. There is 
a brief chapter on the outlines of Freudian psycho- 
dynamic theory and then a series of chapters on 
interviews with different types of patient—by diag- 
nosis, or situation (emergency, telephone, general 
ward) or culture (‘the psychologically unsophisti- 
cated patient)’. The approach is essentially clinical 
and therapeutic. By British standards, there is very 
little, emphasis on phenomenology and symptomatic 
diagnosis. (Schizophrenia is defined in Bleulerian 
rather than Kraepelinian terms.) The therapeutic 
approach is variably eclectic. In the chapter on 
depression, drugs are mentioned with approval; in 
that on schizophrenia, there is no mention of them 
at alle 

Any psychiatrist, whatever his viewpoint, will read 
this book with profit, for it gives a lot of wise and 
useful advice on the technique of conducting inter- 
views in a variety of different situations. But although 
the advice is often quite detailed and specific, that on 
treatment approaches over a series of interviews is 
rather vague. 

J. L. T. Braney. 


ETHICS 


Personality and Science. An Interdisciplinary 
Discussion, Edited by T. Ramsey and Rutu 
Porrer. Ciba Foundation Blue Print. Published 
by Churchill Livingstone. 1971. Pp. 158. Price 
£2.25. 

The intention behind this symposium is praise- 
worthy. A group of medical men, biologists, philoso- 
phers and theologians were gathered together under 
the chairmanship of the Bishop of Durham to read 
papers and join in general discussion on the ethical 
problems of such procedures as ‘therapeutic’ castra- 
tion, abuse of drug taking, psychoanalysis, etc. which 
were considered assaults upon the human personality. 
Interdisciplinary meetings for exploring such moral 
dilemmas must be beneficial, and it is to be hoped 
that in future they will extend their scope to other 
areas such as the preservation and destruction of life 
and the selection of persons for life-saving procedures 
of limited availability. 

The symposium’s fragmentary nature indicates the 
general need for specially interested persons who have 

' а wide understanding of the problems of other 
disciplines as well as familiarity with their termi- 
*nology. It might have helped to unify the discussion 
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if the different concepts of personality had been 
presented first and the scientific articles then related 
to them rather than leaving it to each contributor to 
define personality for himself. 

The medical contributions are not improved by the 
inaccurate use of psychiatric terms by non-psychi- 
atrists and the tendency to mull over well-known 
statistics of uncertain validity. The philosophers 
construe the ethical problems in terms of a conflict of 
interests between the individual and society on the 
one hand and with the violation of the ‘citadel’ 
concept of personality on the other. Assaults on the 
‘citadel’ are seen as depriving а man of *. . . that 
conscious power to order his own life . . .’. 

The Bishop presents an activist view of personality 
in terms of the capacity for self-realization ‘. . . self- 
disclosure, for those moments of vision in which each 
of us finds freedom, spontaneity and fulfilment’. 
Being a Christian, personality for him reaches its 
highest expression in the '. . . active self-response to a 
disclosure of God's activity in Christ . . .’. The moral 
problem of whether certain types of experiments or 
drugs should be employed is to be judged against the 
degree to which they increase or diminish a man's 
opportunity for this kind of self realization. 

The final discussion emphasizes the dilemma of a 
patient's personal doctor who has to weigh up the 
interests of the society against the interests of his 
patient. A proposal is put forward for a neutral panel 
of medical and lay professionals to adjudicate on 
individual cases guided by such theoretical principles 
as they may choose to lay down in advance. 

No answers, but refreshing to find that there are 
contemporary philosophers and theologians prepared 
to interest themselves in these problems. One wishes 
they did it more often. 

J. R. M. CoPELAND. 


ADOLESCENCE 


The Language of Trust: Dialogue of the Genera- 
tions. By D. Ногмез, M. B. Homes and 
L. APPIGNANESI. New York: Science House, Inc. 
1971. Pp. 179. Price $10.00. 


It is difficult to know how to evaluate this book. 
Two of the authors have been concerned with com- 
munity work and studies. They were anxious to make 
their experience and ideas widely available, and so 
included a professional writer as a third member of 
their team. The result is a very readable but, to a 
professional, a rather irritating book. 

The first part gives an account of imaginary 
adolescents with ‘typical’ problems in dialogue with 
non-understanding parents and vice versa, and an 
analysis of the breakdown in communication that 
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results, The last part gives a series of illustrations of 
imaginary ‘positive’ dialogues between adolescents 
and parents. Both parts seemed to me artificial to the 
point of unreality. 

The middle third of the book is however well worth 
reading. It gives a composite picture of the problems 
confronting American middle-class white adolescents 
today, based on the research unit’s findings. The 
message is of protest against spiritual impoverishment 
of life and values, I have long thought that the 
vigorous and continuing protest and criticism of our 
culture by today’s youth comes less from the adole- 
scent’s need to assert himself against the parental 
generation than from disappointment with the 
spiritual bankruptcy which he meets in many of its 
members and institutions. All the institutionalized 
forms of religion are suspect to him. They seem to be 
empty shells instead of a witness to living spiritual 
experience, so the youngster turns to other means 
which seem to promise spiritual experience, drugs, 
transcendental meditation, spiritualism, magic. 

In my view we will not heal the pain of the 
generation gap unless and until veritable spiritual 
conviction, by which we can stand, has become ours. 
For the young the important thing is not to be bought 
off from the search by quick and sensational answers. 
From hints in the middle portion of this book it 
seems that some American adolescents agree with this. 


Eva A. FROMMER. 


PSYCHODYNAMICS 


Depression. By Ертн jAcosBsoN. New York: 
International Universities Press Inc. 1971. 
Pp. 353. Price $13.50. 

In this book the author presents the psychoanalytic 
theory of depression, elucidates the psychotic identifi- 
cations, deals with the transference problems in the 
psychoanalytic treatment of severely depressed 
patients, and with the acting out and ‘the urge to 
betray’ in paranoid patients. . 

The study is mainly based on Dr. Jacobson’s 
personal experience in treating by psychoanalysis 
the affective disorders in ‘ambulatory patients 
belonging to the manic-depressive or schizophrenic 
group of psychoses’. The results of this treatment 
were extremely good and were confirmed by a long 
follow-up, lasting in some cases 30 years. 

Dr. Jacobson’s Depression is a fascinating book, 
sometimes polemical, occasionally controversial, but 
always interesting and never dull. Her style is lucid, 
the language rich but simple and without any 
scientific jargon. It could be read with interest and 
pleasure by every psychiatrist, irrespective of his 
allegiance to any particular school of thought. 
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However, the practical applicability of Dr. Jacob- 
son’s ideas and methods in the psychiatric practice 
in this country is a different matter. As almost all our 
psychiatrists are engaged in the N.H.S., it would be 
only the few free-lance psychoanalytically orientated 
psychotherapists who could allow themselves and 
their patients the luxury of psychoanalytic treatment. 
The other reservation: how many clinical psychi- 
atricts would be prepared to treat the severely psy- 
chotic patients with manic-depressive or with schizo- 
phrenic syndromes on an out-patient basis? Probably 
very few. 

Thus, in spite of the theoretical interest of the 
methods applied in Dr. Jacobson’s work,, their 
practical application in Great Britain would appear 
rather doubtful. 

NARCYZ LUKIANOWICZ. 


Psychoanalytic Contributions to Community 
Psychology. Edited by DoNALD S. MILMAN 
and GeonoE D. GOLDMAN. Springfield, Yilinois: 
Charles C. Thomas. 1971. Pp. 320. Price $18.75. 

This is a series of articles by psychoanalytically 
trained clinical psychologists active in the practice 
and teaching of psychotherapy. There is also an 
article about the clergyman's role written by three 
ministers of religion. Community psychology is 
defined as the application of the science of psychology 
to the solution of social problems caused by mental 
illness, poverty, crime, racial conflicts, etc. Psycho- 
analytic orientation, with its emphasis on the indi- 
vidual, may at first seem incompatible with com- 
munity psychology and psychiatry. 'This assumption 
has long been disproved by the fact that group 
therapy and community psychiatry were pioneered by 
psychoanalysts and psychoanalytically orientated 
psychiatrists. The central subject of this book is the 
problem whether mental mechanisms and inter- 
actions observed in psychoanalysis play a part in 
community psychology. The authors agree that this is 
the case. A random enquiry in this country carried 
out by a medical public health expert showed that 

British psychologists were not engaged in community 

psychology. Like community psychiatry, it is still a 

programme rather than a field of action. This book 

presents a serious attempt at a formulation of that 
programme and of the concepts underlying it. 


E. STENGEL. 


HOSPITALS 


The New Hospital Psychiatry. Edited by Genz M. ` 
Авромв and Norman S. GREENFIELD. Academic 
Press. 1971. Pp. 298. No price stated. * 
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upon the lack of treatment facilities and the low , e 
standard of custodial care extant in American State (^. ' 
Hospitals. S 
Dr. Bockoven's acrid comments recall unpleas T 
memories of the notorious ‘Snake Pit’, In contrast, hi EC 
describes some of the few paradigms of excellence, 
for instance, the Butler Health Centre, and he plea K 
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This is an enthusiastic book. A lot of things appear 
to be going on in the U.S.A. in the mental health field, 
and this volume gives us a sample, reflecting, in the 
editors’ words, ‘the newly vitalized eclectic spirit of 
modern hospital psychiatry’. A wordy and auto- 
biographical early chapter by Frederick Duhl should 
not deter the reader from pressing on. There are 
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better things to come, particularly a thoughtful re- 
appraisal of psychotherapy by Drs. Detre and Tucker. 
They emphasize the distinction, only too often 
obscured or ignored, between psychotherapy for the 
mentally ill and ‘for the mental health worker who 
wishes to explore his inner world, believing that even 
subtle, distortions in his affective resources have a 
significant impact on his professional conduct’, and 
for ‘the executive who joins a training group’. 
Several chapters suggest that nurses are both trained 
and used in a much more sophisticated way than their 
English counterparts. Others discuss work with the 
family and the process of training the patient for life 
outside hospital and the prevention of regressive 
dependency. 

It is notable that nearly all these enthusiastic 
articles are from small hospitals attached to Univer- 
sity Departments. The impression given is ofa healthy, 
if confused, burgeoning of ideas and a large number 
of enthusiastic staff members. The State Hospital 
system may present a very different picture—and this 
is confirmed by Dr. Ayllon, writing from Georgia, 
who prophesies that ‘unless there is an immediate 
reappraisal of the objectives of the state mental 
hospital, there will be virtually no onè but attendants 
to care for the patients’. Dr. Ayllon has utilized the 
attendants’ intimate knowledge of the patients’ 
behaviour in instituting various useful programmes of 
behaviour modification, including satiation. He 
remarks that the first step in planning changes was to 
measure the behaviour. Similar measurement will be 
needed of the enthusiastic behaviour of the therapists 
and the gratifying responses of the patients described 
in these articles. At the end of it, one reader felt that 
his initial optimism was beginning to be extinguished 
by satiation. 

J. L. T. Breey. 


Moral Treatment iri Community Mental Health. 
By J. Sansournz BockoveN. New York: 
Springer Publishing Company, Inc. 1972. 
Pp. 305. Price $7.95. 

This book stresses the significance of total life 
“experience in the therapeutics of mental illness. After 
reviewing American psychiatry to the detriment of its 
present position, the author passes severe strictures 


earnestly for a revival of ‘moral treatment’ which he 
equates with ‘compassionate and understanding care 
for innocent sufferers’. It is of interest to note that our 
own T. P. Rees employed the same terms in 1957 
(7. Ment, Sci., 103, 303-13). 

This volume constitutes a gentle crusade against 
therapeutic nihilism and neglect in American State 
psychiatric institutions. 

Н. C. Becote. 


THE NATIONAL HEALTH SERVICE 


The Mental Health Service After Unification. 
Report of the Tripartite Committee. Publication 
authorized by the Royal College of Psychiatrists, 
the Society of Medical Officers of Health and 
the British Medical Association. 1972. British 
Medical Association. Pp. 95. Price 50p. 

Plans for the unification of the administration of 
the National Health Service have been under review 
for some years, and the White Paper on the subject 
has only just been published. In 1970 the British 
Medical Association, the Royal Medico-Psychological 
Association (now the Royal College of Psychiatrists) 
and the Society of Medical Officers of Health set up a 
committee to consider the re-organization of the 
mental health service. This book is the report of 
this tripartite committee. Tt does not aim to be 
completely comprehensive, but each of the 12 
chapters discusses and comments on various pro- 
posals which have been made on the subjects under 
review. These include the general pattern of a mental 
health service with suggestions for a service for an 
area of 250,000 population; community psychiatry; 
mental retardation; child psychiatric and psycho- 
geriatric services; the problems of patients with 
personality disorders and addiction; the role of the 
G.P., the nurse, the social worker; the place of 
voluntary bodies. 

The report is mainly concerned with ways of 
organizing effective community care. In general the 
suggestions are constructive and practical. 'The report 
also performs a valuable function in that it underlines 
the many problems inherent in the changeover from 
a system of mainly custodial to a new system of 
mainly community care. Attention is drawn to the 
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fact that the number of psychiatric beds proposed by 
the Department of Health (0*5 per 1,000 population) 
seems extremely low. The opinion is expressed that 
‘no plans should be made to close any existing 
mental hospital until the corresponding community 
services are really adequate and efficient’. 

The report can be criticized in some details, 
particularly in some inaccuracies where statistics are 
quoted, but it should be compulsory reading for those 
who are planning mental health services whether at 
local or national level. Even though there will be 
disagreement over specific proposals, the main point 
of the report is that it states clearly some of the major 
problems which have to be solved. 


Lorna WIna. 


PSYCHOLOGY 


Carmichael’s Manual of Child Psychology 
(Third edition). Edited by P. H. Mussen. 
John Wiley. 1970. Vol. 1, pp. xix + 1519. 
Price £13.25. Vol. 2, pp. x + 872. Price £8.75. 

The third edition of Carmichael’s Manual of Child 
Psychology runs to more than 2,300 pages in two 
volumes. This alone bears witness to the recent 
explosion of research activity in the field of child 
development. The text is divided into five sections: 
I. Biological Basic of Development; IT. Infancy and 
Early Experience; ПІ. Cognitive Development; 
IV. Socialization; V. Psychopathology. Clearly, it is 
impossible to comment on the material presented. 
Shaffer (1971) has already contrasted the present 
contents with those of previous volumes to examine 
areas of progress. This review will confine itself, 
instead, to a consideration of the applied aspects of 
most interest to child psychiatrists and clinical and 
educational psychologists. 

The section of Psychopathology consists of three 
strangely ill-assorted chapters—Mental Retardation 
(by H. B. and N. Robinson), Behaviour Disorders 
(by E. J. Anthony) and Childhood Psychosis (by 
W. Goldfarb). Why only these topics were included 
is not explained. There is no chapter on educational 
disorders, and yet these form a major proportion of 
referrals to specialist agencies, whilst childhood 
psychosis is an extremely rare condition. 

Again, although mentioned in passing in a few 
chapters, there is no major discussion on behaviour 
modification approaches to children’s disorders. In 
view of the current interest in these techniques, there 
is a need for a comprehensive and authoritative 
review which will point to the most fruitful areas for 
further research. The omission of such a discussion 
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in the Mental Retardation chapter is particularly 
surprising in view of the enormous contribution of 
psychologists to this area (Gardner, 1971). 

Anthony’s chapter on Behaviour Disorder will be 
read with disappointment by many child psychiatrists. 
In sharp contrast to other chapters, it is rambling, 
discursive and not a little egocentric. A surprisingly 
high proportion of the studies cited (more than 50 per 
cent) were published more than ten years before the 
chapter was written. Nowhere is this more evident 
than in Anthony’s comments on psychoanalytic 
theory: ‘The comprehensive nature of psychoanalytic 
theory, as it is presently constituted, provides a 
greater explanatory strength over a wider spectrum 
of phenomena than any other contemporary theory’ 
(p. 706, vol. IT). It is clear from Mussen's editorial 
preface that this is a minority view of the contributors: 
*Psychoanalytic theory is probably not as powerful an 
intellectual force in child psychology today as it was 
20 years ago . . .'. This presumably accounts for the 
fact that there is no chapter in the whole manual 
devoted to psychoanalytic theories of child develop- 
ment. 

Anthony's discussion of the efficacy of treatment is 
totally inadequate. Tt is notable for the lack of critical, 
evaluative data, and instead presents mainly selected 
studies bearing on the evaluation of psychotherapy. 
As already noted, behaviour therapy is treated 
cursorily. What is needed in a chapter of this sort is a 
clear description of behaviour disorders focusing as 
strongly on gaps in our knowledge as on firmly 
established fact. Equally a discussion on methodo- 
logical problems encountered in clinically relevant 
research is needed to direct the next generation of 
research workers to the most urgent issues whilst 
avoiding previously discovered pitfalls. 

This latter approach is followed by Maccoby and 
Masters in their chapter on ‘Attachment and 
Dependency’, and by Feshbach on ‘Aggression’. Both 
of these are important chapters for child psychologists 
and psychiatrists to read. Other chapters worthy of 
special attention from readers of this journal are 
Tanner on ‘Physical Growth’ and McNeill on *Lan- 
guage’. The former is a good summary of a complex 
field, whilst the latter is an almost comprehensive 
introduction to the fascinating area of developmental 
psycholinguistics. | 

Nothing that has been said here detracts from the 
importance of these volumes for academic child 
psychology. In fact, the poor quality of the ‘Applied’ 
chapters may be a realistic reflection of the quality of 
research applied to clinical problems in the past. Let . 
us hope that this will not have to be the case in future ' 
editions. 

Wurm YULE. • 
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Quantitative Aspects of Psychological Assess- 
ment: An Introduction. By Рнпір Ley. 
Duckworth and Co. Ltd. 1972. Pp. 180. Price 
£3-25; £1.50 (paperback). 

e Clinical psychologists and psychiatrists who use 

psychological tests and other standardized measuring 

devices for assessing their patients require an acquaint- 
anceewith statistical methods not described in the 
general run of introductory textbooks written by 
statisticians. These methods are of the large sample 
variety and are tailored to cope with situations in 
which normative test data are available in the form of 
population means, standard deviations, correlation 
coeffictents, reliability coefficients and so on. In this 
book Dr. Ley, who is a clinical psychologist of con- 
siderable experience, presents these methods in an 
enlightened and attractive way. Indeed his declared 
aim. is not just to present them, but where possible to 
give an algebraic derivation of them so that the reader 
may gain some insight into underlying principles. 

The book, at its higher reaches, touches on problems 

of multiple regression and prediction and has a 

chapter on problems of classification as they arise in 

the use of diagnostic tests, but Dr. Ley wisely omits a 

discussion of factor analysis which, to be done satis- 

factorily, would require rather elaborate mathe- 
matics. Clinicians should find this book informative 
and useful. 

A. E. MAXWELL. 


MISCELLANEOUS 


Information and Control in the Living Orga- 
nism. Ву B. HasseNsrEIN. London: Chapman 
and Hall. 1971. Pp. 159. Price £1.30. 

This introduction to cybernetics as applied to 
biological systems, recently translated from the third 
German edition, gives an understanding, through 
simple experiments, of the relevance of such concepts as 
feedback, information transmission and redundancy. 

No knowledge of mathematics is assumed, and the 
book is refreshing for its modesty. The author does not 
indulge in pseudo-cybernetic explanations of every 
facet of human and animal behaviour but confines 
himself to areas where ‘there actually are biological 
. Systems that need. cybernetic concepts in order to be 
‘described adequately’ such as temperature regulation, 
the genetic code and the control of eye movements. 


* Rosin JAMESON. 
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Prospects and Proposals: Lifetime Learning for 
Psychiatrists. By Huon T. CARMICHAEL, 
S. Movosry Smart and Peter F. Recan. 
American Psychiatric Association. 1972. Pp. 138. 
No price stated. 

The authors of this book are members of an 
‘Advisory Group Office of Continuing Education for 
Psychiatrists’ which has been set up by the American 
Psychiatric Association. They believe, reasonably 
enough, that if a psychiatrist is to remain competent 
he should continue to learn something after he has 
finished his initial training. They advocate ‘Con- 
tinuing Education’ which, from their description, 
seems to involve indefinitely protracted attendance at 
instructional courses organized by the A.P.A. and 
the teaching hospitals. Similar courses already in 
existence in America, are ill-attended. This is due to 
‘resistances’. Resistances need to be overcome, and 
so a chapter is devoted to their elimination. The 
resistances are strong. The authors darkly hint at 
conspiracies and compulsion. 

In this country we have had continuing medical 
education for years. It is the junior staff who keep 
their consultants up to date. Recently there have 
even been proposals that the junior staff should 
themselves have a training. As a consequence of this 
fashionable educational expansion, many registrars 
are so taken up with lectures and seminars that they 
have scant time to pass the information gained along 
to their seniors. Perhaps we need ‘Continuing 
Education’ here. Courses would probably attract 
most of those who find six weeks holiday a year 
insufficient for their needs. 

PETER NOBLE. 


A Guide to Psychiatric Books in English. Third 
edition. By Kart Mennincer. Grune and 
Stratton. 1972. Pp. 258. Price $11.85. 


It is hardly possible to comment on a book such as 
this, which consists of lists of book titles under 
numerous headings in psychiatry and related subjects. 
As is inevitable, a number of one’s own favourites are 
not mentioned and there is a relative neglect of 
non-American publications. It is a pity that in this 
edition the author has felt unable to mark or comment 
upon particularly notable books, and it is disappoint- 
ing that the sections on autobiographical and literary 
accounts of mental illness are so unadventurous. 
Nonetheless, the book will prove a useful library aid. 
I note the appearance in text and index of a double 
personality, Hill, J. and Denis, N. 

Ricard Mayov. 
i 
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Compensation in Psychiatric Disability and 
Rehabilitation. Edited by Jack J. Leey. 
Springfield, U.S.A.: Charles Thomas. 1971. 
Pp. 361. $15.00. 

This book is concerned with money and its power 
to motivate, but in fact it covers a wide range of 
subjects relating to the clinical and social assessment 
and management of persons likely to have long- 
standing disability as a result of psychiatric illness. 
Though many of the chapters are written by eminent 
American clinicians, some fail to reflect a sufficient 
depth of specialist knowledge. For example, the 
chapter on traumatic neurosis does not mention that 
over 50 per cent of persons suffering head injury with 
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loss of consciousness have demonstrable abnormalities 
of central vestibular function or other evidence 
against the view that traumatic neurosis is a psycho- 
genic condition. 

This book is clearly slanted towards the American 
reader, concerned as it is with the special problems 
of law and conditions there. Some will feel that its 
psychodynamic bias is a shortcoming, but for others 
this may redress a balance they feel is often amiss in 
the U.K. This book’s attempt to deal with an 
impotent area within the field of diagnosis and 
rehabilitation, if not wholly successful, nevertheless 
recommends it to persons interested by its title, and to 
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Private and Controversial. By Lorp PLATT. Cassell. 
Price £3.50. 

Coleridge: The Damaged Archangel. By Norman 
Fruman. George Allen © Unwin. Price £5.50. 

Aspects of the Epidemiology of Mental Illness: 

* Studies in Record Linkage. By J. A. Barpwiw. 
Churchill-Livingstone, for Little, Brown and Company. 
Price £4.25. 

Cognitive Perceptual Motor Dysfunction. By Ext Z. 
Rusin, JEAN S. BRAUN, GAYLE R. Beck and Leta A. 
LronENs. Wayne State University Press. Price $9.50. 

Psychiatric Case Studies: Treatment, Drugs and Out- 
come. By Donatp F. Krzm. Churchill- Livingstone, for 
Williams and Wilkins. Price £4.25. 

A Guide to Behavioural Analysis and Therapy. By 
ROBERT PAUL LIBERMAN. Pergamon Press. Price £2.20. 

Suicide and Attempted Suicide: Papers and discussions 
from the Skandia International Symposium, Stock- 
holm, September 1971. Edited by JAN WALDENSTRÖM, 
Taor Larsson AND Nus Lyunosrept. Nordiska 
Bokhandeln, Stockholm. Price Sw.Kr. 53.00. 

The Psychology of Interpersonal Behaviour. By 
MICHAEL ARGYLE. Penguin Books. Price 35р. 

Patient-Nurse Interaction: A Study of Interaction 

Patterns in Acute Psychiatric Wards. By Аммк T. 
ALTSCHUL. Churchill-Livingstone. Price £2.00. 

New Horizons in Psychology—2. Edited by P. C. 
DonweELL. Penguin Education. Price 75р. 

Motherless Familes. By Vicror GEORGE and PAUL 
Wuowe. Routledge 9 Kegan Paul. Price £3.50. 

Health and Sickness: The Choice of Treatment. Per- 
ception of Iliness and Use of Services in an Urban 
Community. By M. E. J. Wapswortn, W. J. Н. 
BurreRFIELD and К. BrawEv. Tavistock Publications. 
Price £2.00. 

The Future of Time: Man's Temporal Environment. 
By Henri Yaxer, Huweunv Osmonp and Frances 
Cuzxk. Hogarth Press. Price £4.00. 


The Dynamics of Creation. By ANTHONY Srorr. 
Secker and Warburg. Price £2.50. 

Climate for Creativity. Edited by Carvin W. TAYLOR. 
Pergamon Press. Price £5.75. 

The Challenge of Violence. Edited by Dergx RICHTER. 
Ardua Press. Price £1.90. 

Chemical Glimpses of Paradise. By Panui B. 5мттн. 
Charles С. Thomas. Price $6.75 (paperback edition 
$2.95). 

Drugs, Mysticism and Makebelieve. By R. C. 
ZAEHNER. Collins, Price £1.90. 

The Psychology of Religious Mysticism. By James H. 
Leusa. Routledge & Kegan Paul. Price £4.00. 

The Mind of Man in Africa. By J. С. Слкотненз. 
Tom Stacey. Price £2.50. 

Males and Females. By Cornmne Нотт. Penguin Educa- 
ton. Price бор. 

Psychiatrie der Gegenwart: Forschung und Praxis, 
Band 11/1. Second edition. Klinische Psychiatrie I. 
Edited by К. P. Kerer, U. E. Maver and M. 
MÜLLER. Springer. Price DM 236.00. 


Kriminologische Gegenwartsfragen, Heft ro. Edited 
by Hans GórPmwGER and R. Hartmann, Ferdinand 
Enke. Price DM 42.80. 

Gruppendynamik der Kreativitat. Edited by GÜNTER 
Ammon. Pinel-Publikationen. Price DM 8.80. 

Death Comes Home. By Smion SrEPHENS. Mowbray. 
Price бор. 

International Drug Monitoring: The Role of National 
Centres. Report of a WHO Meeting. World Health 
Organization. Price gop. 

Help for Handicapped People. Department of Health and 
Social Security. No price stated. 

Report on the Work of the Prison Department, 1971. 
Home Office. Price 78р. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, a Queen Anne Street, London, W1M 9LE. 


. ENDOGENOUS AND NEUROTIC 
DEPRESSION 


Dear Sm, 


I am puzzled by Professor Kiloh’s statement (Kiloh 
Andrews, Neilson and Bianchi, Journal, August 1972) 
that I have now abandoned my original view that ‘the 
psychotic form (of depression) is merely a severe 
variety of neurotic depression’, and his related 
assumption that I am, or used to be, wedded to a 
‘unitary hypothesis’ of depression. In fact I have 
never at any stage said, or even believed, that there 
was only one kind of depressive illness, or that the 
differences between one patient and another were 
merely differences in severity. In my original mono- 
graph (Kendell, 1968a) I took some pains to empha- 
size my acceptance of the fact that ‘there are important 
and fundamental differences between different de- 
pressions that are not simply differences in severity or 
chronicity’, and I did so again in a subsequent 
review (Kendell, 1968b). 

I suspect that Professor Kiloh's misapprehensions, 
which I think may be shared by some of his former 
colleagues in this country, arose in the following way. 
In the early 1960s he attempted to establish that what 
he called neurotic depression and endogenous de- 
pression were distinct diseases, and considered, 
erroneously I think, that he had done so. I tried 
repeatedly to do the same, but always found that 
patients with mixed symptoms were commoner than 
those with pure symptoms of either type: the ‘greys’ 
consistently outnumbered the ‘blacks’ and tbe 
‘whites’, For this reason I reject his hypothesis. 
But because I was convinced that there was no valid 
evidence for the existence of two distinct types of 
depression it did not follow that I believed that there 
was only one kind, as he and his colleagues seem to 
have assumed. For me the conclusion to be drawn 
from my failure to demonstrate the existence of two 
distinct diseases, coupled with the extensive differ- 
ences in symptomatology and prognosis between one 
patient and another on which we were all agreed, was 
that a dimensional system should be used in place of 
the traditional typology. I chose to use a single 
dimension because this was the simplest solution, 
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and because I already possessed a means of identify- 
ing the positions of individual patients on a psychotic/ 
neurotic dimension with demonstrable practical 
advantages over the traditional three-disease typology. 
Although I never stressed the point, I regarded the 
number of dimensions as a subsidiary issue to the 
main one of replacing a typology by a dimensional 
system. I might equally well have used two, or three, 
dimensions, and in fact some years ago, and inci- 
dentally before Professor Eysenck entered the fray, 
I said that two dimensions were probably preferable 
to one (Kendell, 1969). 

It is true, as Kiloh says, that my views have 
changed somewhat with the passage of time and 
that our respective positions are closer than they 
once were, Certainly I am impressed, as he is, by the 
consistency with which cluster analysis identifies a 
group of patients with typical endogenous or manic 
depressive depressions but fails to do the same for 
neurotic depression. But I am also increasingly 
doubtful of the wisdom of studying, and arguing 
about, the classification of depressions in isolation 
from other forms of mental iliness; and more aware 
than I used to be that the most appropriate classifi- 
cation in one context will not necessarily remain the 
most appropriate in a different one. 


R. E. KzNpELL. 
Institute of Psychiatry, 
De Crespigny Park, 
London SE5 8AF. + 
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HAND AND EYE DOMINANCE IN 
SCHIZOPHRENIA 


Dear Sr, 


Oddy and Lobstein (Journal, March 1972, 120, 331) 
apparently assume that in a normal population hand 
and eye dominance are related, whereas it has been 
shown that they are not (e.g. Merrell, 1957; White, 
1969; Gronwall and Sampson, 1971). Under normal 
viewing conditions, both eyes project to both cerebral 
hemispheres simultaneously, and which eye is 
dominant is determined not by cerebral but by 
ocular factors, such as (but not exclusively) visual 
acuity. 

Oddy and Lobstein do not state if any steps were 
taken to determine whether the eyes of their subjects 
were equally good. In my studies, 180 patients and 
76 members of staff from two hospitals completed a 
questionnaire about handedness and eye dominance 
(Annett, 1970). All were asked if their eyes were 
equally ‘good’ or if one was weaker than the other; 
93 (51°7 per cent) of the patients and 39 (51:3 per 
cent) of the staff replied that one eye was weaker. 
The ‘weaker’ eye was the same one as the non- 
dominant eye in 81 patients (87-1 per cent of the 
group with unequal eyes) and 39 staff (76-9 per cent). 
These data demonstrate that differences in acuity 
cannot safely be ignored. 

Merrell (1959) determined the handedness of his 
subjects, using only four criteria; Oddy and Lobstein 
use eleven separate actions, and any subject who 
used his non-preferred hand for any one of these 
actions was classed as mixed-handed. The two 
groups being compared are therefore not equivalent 
with respect to their handedness patterns. In fact, 
Oddy and Lobstein's two groups of patients have a 
binomial distribution of handedness patterns (Annett, 
1967), whereas Merrell’s group's preferences are 
significantly different from the binomial distribution 
(x? = 18:41, df = 2, p < 0:001). 

Of the 76 staff members who completed Annett’s 
questionnaire, 12 did not use the same hand for all 
actions, so were classed as mixed-handers. When only 
Merrell’s four criteria were considered, 6 of these 
subjects were reclassified as right-handed and one as 
left-handed, with only five mixed-hangers remaining. 

Furthermore, it appears from Table I of Oddy and 
Lobstein that there were not sufficient numbers of 
subjects in enough of the cells to make chi-square a 
legitimate measure of significance. 

There is clinical and circumstantial evidence for 
the hypothesis that laterality is disturbed in schizo- 
phrenia, but proof of this can be obtained only from 
studies of factors which correlate highly with cerebral 
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dominance, which ocular dominance does not. 


ELIZABETH А. CLYMA, 
Jobn Stokes Research Fellow. 
University Department of Psychiatry, 
Whiteley Wood Clinic, 
Woofinden Read, 
Sheffield, Sto 9 TL. 
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ORGANIC OR PSYCHOGENIC STUPOR 
Dear Sr, 


I refer to the letter by Dr. J. P. Crawford in the 
May 1972 Journal (120, p. 592). 

I agree with his emphasis on the fact that akinetic 
mutism may be of organic origin and on the possible 
relationship with the brain-stem reticular formation. 
This relationship was borne out by a case which I 
reported in some detail (1) in which persistent, 
intractable and deepening organic stupor following 
a severe head injury responded to a course of ECT 
and this response was consistently maintained during 
a period of follow-up covering 5$ years. 

MAURICE SILVERMAN. 
Department of Psychological Medicine, 
Queen’s Park Hospital, 
Blackburn, 
Lancs., BB2 3HH. 
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KLINEFELTER’S SYNDROME, 47,X XY 
Dear Sir, 


I should like to inform Dr. Jacob Kahn that his 
objection to the monograph A Psychological-Psychi- 
atric Study of Patients with Klinefelter's. Syndrome by‘ 
А. Theilgaard et al. (reviewed by him in the July 1972 
issue, p. 110) regarding the ‘doubtful value of 
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statistical tests . . . since the population samples 
studies are not homogeneous with regard to distribu- 
tions of age or IQ’, does not hold. There is hardly 
any difference in age distribution: Mean and S.D. 
27:154-9:59 vs. 27:634-6:00. The difference in 
IQ's of the experimental and control groups was 
precisely one of the findings of the study, a fact which 
indeed is of interest, since the difference of the 
distribution of educational level and occupation of 
brothers and fathers between the two groups was to 
the advantage of the patients with 47,XXY and not 
to the patients of 46,XY. 

Finally, it should be mentioned that to secure an 
unbiased attitude on the part of the examiner the 
psychological investigation was carried out blindly, 
the psychologist possessing knowledge of neither 
anamnestic data, psychiatric evaluation, or results of 
physical and cytogenetic examinations. 

ALICE THEILGAARD. 
Psykiagisk Klinik, 
Rigshospitalet, 
Blegdamsvej 9, 
Copenhagen, @, Denmark. 


PEMOLINE IN OVERACTIVE 
MENTALLY HANDICAPPED CHILDREN 


Dear Sir, 


Amphetamine has been described as a useful drug 
for the treatment of overactivity in mentally 
handicapped children. 

Response has been demonstrated in children 
suffering from behaviour problems associated with 
an abnormal EEG, certain types of epilepsy and in 
some aggressive psychopaths, A panel appointed by an 
American Department of Health, Education and 
Welfare reached the conclusion that no dangers 
exist for children if amphetamine treatment is 
properly applied and therefore gave it their seal of 
approval in the treatment of hyperkinetic children 
(American letter, British Journal of Hospital Medicine, 
August 1971). 

Spencer (British Journal of Psychiatry, August 1970) 
reporting the results of a double blind trial with 
pemoline (Ronyl) concluded that it may be of value 
in the treatment of overactive mentally subnormal 
children. I therefore made the following trial. 

Nine overactive, severely subnormal children, aged 
between 12-16 years werc given a trial dose of 
pemoline 20 парз. t.d.s.; their previous medication 
(usually anticonvulsant and/or major tranquillizer) 
‘continued unchanged during the trial. The patients’ 
response was assessed at weekly intervals based 
mainly on clinical observations: Hyperactivity, 
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Aggressiveness, Destructiveness, and Antisocial 
activities. 

The result was that four of the children, during the 
first week of the trial, showed a marked deterioration 
in all aspects of their behaviour so that pemoline had 
to be discontinued during the second week and they 
soon reverted to their previous behaviour pattern; 
of the remaining five children, after eight weeks of 
treatment, two showed no response, two improved 
with prominent reduction of overactivity, and one 
showed remarkable improvement in all aspects. 

The result of this study, despite the small number 
involved and the disadvantages of having as criterion 
clinical observations only, scems to show that pemoline 
may be a drug of valuable assistance in the treatment 
of some overactive, destructive, mentally subnormal 
children. 

Acknowledgements are due to the Nursing Staff at 
St. Margaret’s Hospital, Birmingham, for their 
valuable assistance. 

M. TRIANTAFILLOU. 
St. Margaret's Hospital, 


Great Barr, 
Birmingham, Ваз 7EZ. 

MEDICAL PRACTICE 
Dzan Sir, 


The figures of patient turnover given recently for 
a general medical unit of 60 beds under two whole- 
time consultants (1), are of interest to compare with 
those of the psychiatric ‘firm’ serving the statistically 
typical population of the Parliamentary constituency 
of Gravesend and North Kent (about 100,000 people). 
This ‘firm’ has one whole-time consultant and about 
25 admission beds (there being no rigid allocation). 
Like the medical unit, the psychiatric ‘firm’ runs four 
weekly out-patient clinic sessions, but also a day 
hospital and a longer-stay in-patient commitment 
now mostly unrelated to its present catchment area. 


* 


TABLE 


Annual average numbers of patients per whole-time consultant 
over a three-year period 





Gravesend ‘Uxbridge’ 
psychiatric medical 
‘firm’ unit 
(1969-72) (1968-70) 
Admissions. . 245 704. 
Rate per bed 10 24 
New out-patients .. 431 523 
Reattendances 1,623 2,270 
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Over the three-year period tabulated and for at least 
five years before that there has been relatively little 
accumulation of long-stay psychiatric patients, annual 
figures for discharges and deaths approximating to the 
numbers admitted. The ‘firm’s’ medical secretary 
fulfils functions and carries responsibilities essentially 
comparable to those analysed by Gooch and his 
colleagues for the medical secretaries to the medical 
unit. 

J. P. Crawrorp. 
Stone House Hospital, 
Nr. Dartford, Kent, DA? GAU. 
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THE FRENCH CONGRESS OF PSYCHIATRY 
AND NEUROLOGY 
Dear Sm, 

I have recently had the opportunity to take part in 
the 7oth Congress of Psychiatry and Neurology in the 
French language in Tunis. The main themes of the 
Congress were: 

I. The family environment in the development of 
schizophrenia. 

2. The world of the left hemiplegic patient. 

3. Legal psychiatry in the military milieu. 

Between the long list of informal communications 
on therapy a large part was devoted to long acting 
tranquillizers such as Modecate and a new one, 
Pipothiazine (RP.19551) May & Baker, which is now 
being evaluated in Britain. I find it regrettable that 
for the first time for a long time the Royal College of 
Psychiatrists was not represented at this Congress, 
especially on the eve of Britain’s entry into the 
European Community. 

B. ALAPIN. 
Horton Hospital, 
Epsom, 
Surrey. 
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FELLOWSHIP IN COLLEGE UNIVERSITY 
MENTAL HEALTH PROGRAM 
DEVELOPMENT 

Dear Sr, 

The Mental Health Program of the University of 
Florida Student Health Services offers five post- 
graduate fellowships for a year-long, N.I.M.H.- 
funded program in College Community Mental 
Health Program Development from 1 July 1973 
through 30 June 1974, available to psychiatrists, 
psychiatric social workers, and psychiatric nurses 
with evidence of interest and involvement in college 
mental health programming. For further information 
and application forms, write to: Ben Barger, Ph.D., 
Director, Mental Health Program, at the address 
below, or phone (904) 392-1 171 before 1 February 1973. 


Ben BARGER. 
University of Florida Infirmary, 
Gainesville, Florida, 32601, 
U.S.A. Ў 


TENNIS PSYCHOLOGY 
Dear Sm, 

I am planning to edit a book with the tentative 
title above and am seeking contributors to it. I 
should be grateful if anyone interested in contributing 
would write to me at the addreas below. 

CLAUDE A. FRAZIER, M.D. 
4-C Doctor's Park, 
Asheville, 
N.C. 28801, U.S.A. 
A CORRECTION 

We regret that in the article ‘Influence of family 
life on the course of schizophrenic disorders’ by G. W. 
Brown, J. L. T. Birley and J. K. Wing (Journal, 
September 1972, 121, 241). Diagram A on p. 247 has 
two arrows missing. It should read as follows: 


eee (expressed emotion) 
10 


(А) (impairment/disturbance) 


R (relapse) 
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Edited by С. F. M. Russ. and H. J. Warrow, including postage £1.80 


(U.S.A. $5.25) 
For R.C.Psych. Members and Journal Subscribers, including postage £1.35 
(U.S.A. $3.90). Cheques to Headley Brothers Ltd., B. J.P. a/c. 


Published August 1970 


No. 6. Recent Developments in Psychogeriatrics 
A Symposium edited by D. W. K. Kay and ALExANper Warr, including 


postage £1.60 (U.S.A, $4.25) | | 
For R.C.Psych. Members and Journal Subscribers, including postage £1.20 
(U.S.A. $3.50). Cheques to Headley Brothers Ltd., В.Ј.Р. а/с. 


Published June 1971 
It is regratted that Special Publications Nos. 1, 2 and 4 are now out of print 


In preparation: 
Genetic Studies in Mental Subnormality 
By В. C. C. Dayron, P. Е. Benson, P. N. Swirr and J. D. Sroppy 
Psychiatrists in Training: The Report of the R.M.P.A. Manpower and 
Education Project 
By PETER Brook 
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Ву W. L. Lawron ToNaz, D. S. James and S. M. Hiram 


Published by the authority of the 
Royal College of Psychiatrists by 


HEADLEY BROTHERS LIMITED 
Ashford, Kent 
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"In recent years the special benefits of 

*Neulactil'* in controlling impulsive, 
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long-standing psychotic disorders, 
including chronic schizophrenia, has 
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the special advantages of ‘Neulactil’ 
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spectrum of 


psychotic symptoms 
responds to 
Y 
Serenace 
“Haloperidol was effective in treating a 
spectrum of psychotic symptoms, but 


m | [ Symi 
SEY seemed especially effective in control- 
Sere: | CC ing excitement, hallucinations, ideas of 
М. ACA 4 reference and delusions.” 


HALOPERIDNOL J New Drugs, 


for schizophrenia ` 


Further information available on request Serenace is a 
G. D. Searle & Co. Ltd., High Wycombe, Bucks registered trademark 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT derivatives and the incidence of post-operative 
the patient wakes in one to ten minutes quietly muscle pains was not significantly greater? 
and fully, so that he tends to continue with Duration of anaesthesia is adequate. 
whatever was occupying him immediately The solution is aqueous, non-irritant and 
previous to the ECT, and within fifteen minutes relatively stable. 
is it to leave."! 1. 1960 Anaesth, 15: 411 

In ECT rapid recovery is not the only 2. 1968 Arch Gen Psychiat,18: 605 
advantage of Brietal Sodium’. ECG studies 3.1964 Brit J Anaesth, 36: 307 


have indicated that the risk of serious e . . ; 
ventricular arrhythmia or myocardial Bri tal Sod 1 11 I \ 
ischaemia is less than with thiopentone.?Post- Drie sodium 1 
suxamethonium apnoea and respiratory 

depression were found to be significantly less 


after Brietal Sodium’ than after two eugenol Eli Lilly.and Company Limited, Basingstoke 
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Annual Subscription £15, including postage. 
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...а definite therapeutic advantage.” 


Highly effective Rapidly acting 


‘Protriptyline is a more stimulating H... and it is concluded that the increased 
antidepressant and is most useful in mildly speud of action of protriptyline compared 
depressed anergic pationts, usually with that of most other tricyclic 
middle-aged and older.’ antidepressants gives it a definite 


Practitioner, 1970, 205, 307 (Sep) therapeutic advantage.’ 
Clin. Trials J., 1970, 7, 423 (Nov) 
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INSTRUCTIONS TO AUTHORS 


I. Articles must be typed on quarto or A4 paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for air mail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 

3. Each article should be accompanied by a synopsis up lo 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance 4s 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

5. All measures must be expressed in the metric system, c.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 

6. A summary should be provided at the end of every article. 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
thé author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 

8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 

9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 

I. ABEL-SurTH, B., and Trrmuss, К. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 

2. ABENSON, M. H. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
Journal of Psychiatry, 115, 961-2. 

3. APPEL, К. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Апей). New York. 

In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: ‘Abenson (2), as the author wishes. 

Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference lisi. 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. 
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Existential Neurosis 
E. K. Lederman 
1972 150 pp illustrated 0407170405 £2.75 


In this book the author calls for drastic change in psychlatric orientation. He describes 
and glves numerous examples of his methods of treatment: Interviews, reverle sessions, 
interpretations of dreams and drawings. 


The book will be of interest to psychiatrists, clinical psychologists, psychotherapists 
and social workers and of particular value to GPs and medical students preparing to 
enter psychiatry. 


Psychiatric Investigations 
John Harding Price 
1972 176 pp illustrated 0 407366806 £3.95 


This book was designed as an exercise In the clinical care of the mentally ill. It presents 
a serles of brlef case historles much as they would appear before a doctor in hospital. 
With each case the author has outlined the sort of questions that the doctor must ask 
himself in order to proceed safely to a diagnosis and to work out a possible course of 
treatment. 


The material in this book will be of particular value to candidates preparing for the 
Diploma In ie Ca ay Medicine, and the references will be useful to those seeking 
membership of the Royal College of Psychlatrists. 


6 new Brunner/Mazel titles 


Adolescents Grow in Groups 
Experiences in Adolescent Group Psychotherapy 
Edited by Irving H. Berkovitz 
1972 264 pp 0407968792 £3.80 


Clinical Behavior Therapy 
Edited by Arnold A. Lazarus 
1972 240 pp 0407968784 £3.50 


Human Figure Drawings in Adolescence 
Mollie S. Schildkrout, I. Ronald Shenker and Marsha Sonnenblick 
1972 162 pp illustrated 0407968814 £3.80 


Progress in Group and Family Therapy 
Edited by Clifford J. Sager and Helen Singer Kaplan 
1972 956 pp Illustrated 0 407968822 £12.50 


The Psychiatric Forum 
Edited by Gene Usdin 
1972 240 pp 0407968806 £3.50 


Racism and Psychiatry 
Alexander Thomas and Samuel! Sillen 
1972 192 pp 0 407 96883 0 £3.25 


From The Butterworth Group 


88 Kingsway, London WC2B 6AB 
Trade counter: 4-5 Bell Yard, WC2 
Available through any bookseller, or from the publisher. 
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NATIONAL INSTITUTE SOCIAL SERVICES LIBRARY 


plans and provisions 
for the mentally 
handicapped 


M. BONE, B. SPAIN, F. M. MARTIN 


This book, based on three years extensive research, consists primarily of statistical 
studies, and two cohort studies, of the present services for the mentally handicapped 
examined /n the round. |t fills an important gap In current literature and has been 
provided with an extensive bibliography, diagrams and tables. 


£3.50; paperback £2.00 


GEORGE ALLEN & UNWIN 
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"Anafranil...is very active and well tolerated 
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the range of antidepressants" 


"A most effective antidepressant”: 
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The International 
Journal of 
Psycho-Analysis 


Contents of Volume 53 Part 3 include: 


On the first three subphases of the separation- 
individuation process by Margaret S. 
Mahler 


Some aspects of the interaction between 
mother and impaired child : mother's 
narcissistic trauma by Ruth F. Lax 


Smoking, coughing, laughing and applause: 
a comparative study of respiratory 
symbolism by Martin Grotjahn 


The assessment of analysability: a major 
hazard in selection for psychoanalysis 
by A. Limentani 


Published quarterly 
Annual subscription £5.00 
Canada and U.S.A. $12.50 


BAILLIERE Ý TINDALL 


7/8 Henrietta Street London WC2E 8QE 


Effects of Psychotherapy 
$. Rachman 


A comprehensive critical review of 
the effects of psychotherapy which 
delineates the controversy of the 
therapeutic status of this form of 
treatment as opposed to behaviour 
therapy. 
192 pages £3.75 hard cover 

£2.50 flexi cover 


Unwillingly to School: 
2nd Edltlon 
H. Kahn and P. Nursten 


"Much has been written on the 
subject of school phobia, school 
refusal, and truancy but nowhere else 
to my knowledge has the whole 
matter been so skilfully, comprehen- 
sively, clearly, and sympathetically 
brought together.” British Medical 
Journal. 
302 pages £1.90 hard cover 

£1.40 flexi cover 


Social Work and 
Medical Practice 
Н. A. Prins and M. B. H. Whyte 


Describes how the social services 
evolved and outlines the ones most 
Ilkely to be important to medical 
practitioners. 


96 pages £1.95 hard cover 


LIFE SCIENCES MONOGRAPH 2 
Schering Symposium on 
Sexual Deviations and 
Their Medical Treatment 


Edited by б. Raspé 


Discusses a new pharmacological 
drug, cyproterone acetate, and the 
Implications of Its use In the 
treatment of sexual deviants. 


228 pages £5.95 hard cover 
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a natural night's sleep without 
a hangover, improving the 
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Ireland 
Gonsultant Psychiatrists 


(AT LEAST 20 VACANCIES AS SENIOR PSYCHIATRIST 
UNDER VARIOUS HEALTH BOARDS) 


The implementation of a policy aimed at reducing patient numbers in 
large psychiatric hospitals and developing community based services 
offers work of a challenging and stimulating nature. 


SALARY £4,170. Full consultant status. Limited private practice. 
Some beds available for treatment of private patients. Special super- 
annuation provisions including options for early retirement, addition of 
years to actual service. 


REQUIREMENTS. D.P.M. or equivalent and five years experience in 
psychiatry. 


COMPLETED APPLICATION FORMS TO BE RECEIVED BY 
5.30 p.m. on 5th January 1973 


Application forms and further details from 


SECRETARY 
LOCAL APPOINTMENTS COMMISSION 
45 UPPER O'CONNELL STREET 
DUBLIN 1 
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PRONDOL‘has а more specific action than other tricyclic antidepressants. Drowsiness, dry mouth, 
blurred vision and constipation rarely occur. Because PRONDOL patients remain comfortable even 
at high dosages they persist with their treatment. PRONDOL: tablets of 15 mg. and 30 mg. 
iprindole. Further information available on request. John Wyeth & Bro. Ltd., Maidenhead, Berks. 






Prondol works ХО. 
prineipally in the brain, 

bringing trouble-free 
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The British Journal of 
Psychology 
Volume 63 Part 3 August 1972 


CONTENTS 


GEORGE R. Kiss. Long-term memory: a state~space approach 
MARIAN ANNETT. The distribution of manual asymmetry 


W. H. N. HOTOPF and CHRISTINE OLLEREARNSHAW, The regression to right angles 
tendency and the Poggendorff illusion. I 


W. H. N. HOTOPF and CHRISTINE OLLEREARNSHAW, The regression to right angles 
tendency and the Poggendorff illusion. П 


N. O'CONNOR and B. M. HERMELIN. The reordering of three-term series problems by 
blind end sighted children 
ALAN KENNEDY. Semantic constraints on location operations in simple sentences 


P. N. JOHNSON-LAIRD, PAOLO LEGRENZI and MARIA SONINO LEGRENZI. Reasoning and a 
sense of reality 


P. E. WOOKEY and K. T. STRONGMAN. Qualitative reward shift in the double runway 


D. I. WILLIAMS. Discrimination learning in the pigeon with two relevant cues, one hard 
and one easy 


PETER A. FRIED. Conflict resolution by septal, dorsal hippocampal or ventral hippo- 
campal lesioned rats with pre- or post-operative approach training 


JOHN M. INNES. The relationship of word-association commonality response set to 
cognition and personality variables 

VERNON HAMILTON. Continuities and individual differences in conservation 

EDWARD S. ROSENBLUH, GEORGE B. OWENS and MARTIN J. POHLER, Art preference and 
personality 

R. DOUGLASS SAVAGE and RONALD R. STEWART. Personality and the success of card- 
punch operators in training 

D. J. HARGREAVES and N. BOLTON, Selecting creativity tests for usc in research 

PAPERS TO APPEAR IN FORTHCOMING ISSUES 

BOOK REVIEWS 

OTHER PUBLICATIONS RECEIVED 


£2.50 net ($8.50 in USA). Annual subscription £7.50 net ($25.00 in USA) for 1972, 


CAMBRIDGE UNIVERSITY PRESS 


Bentley House, 200 EUSTON ROAD, LONDON NW1 2DB 
American Branch: 32 East 57th Street, New York, NY 10022 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Relser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


VIII -+ 252 p., 53 fig., 30 tab., 1972 
SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Soclety SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3-—8058—1232—5 


«Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotlon — Psychologic Mechanism In Mallg- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulatlve Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patlents with 
Gastritis, Duodenitis and Peptic Ulcer — —Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etlologlc Relevance of Personality Factors In Arterlal Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Fallure — Some Experimental Observations on Gastro- 
Intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experlence, Personality 
Characteristics, and General Susceptibllity to Illness. 


Since Its beginning In 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the malor investigative studies in an area which has expanded considerably 
inits scope during this period. These Investigations are frequenty quoted In contemporary discussions 
of psychosomatic disease and in the literature of Internal medicine, psychlatry, psychology, and 
psychophyslology. This volume represents the American Psychosomatlc Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member Independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is Introduced by a short retrospective statement which Indicates the historic and 
Intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there 1з a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of thls exciting period. 


This Is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychlatry. It should appeal to both the cliniclan and Investigator who wish to broaden and refresh 
thelr conceptual framework, as well as to students, In medicine and the behavioral sclences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


K! S. Karger - Basel - München - Paris - London · New York - Sydney 
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AMERICAN JOURNAL OF PSYCHOTHERAPY 


Volume XXVI, Number 4 October 1972 


CONTENTS 


Human Needs and Our Future Soclety—A Call to Physicians and Psychotherapists 
(Editorial) 


Anorexia Nervosa: Dual Transference Therapy 
Alfred P. Solomon, M.D, and Donald A. R. Morrison, M.D. 


Group Encounter Technique in the Short Term Psychiatric Hospital 
James L. Elmore, M.D. and Ruth Saunders, R.N. 


Modified Group Therapy in the Treatment of Patients on Chronic Hemodlalysis 
Thomas H. Hollon, Ph.D. 


Eclectic Approaches to Hypnotherapy Paul Sacerdote, M.D., Ph.D. 


Termination in Group Psychotherapy 
Thomas F. McGee, Ph.D., Benjamin N. Schuman, M.D., and Frances Racusen, Ph.D, 


Phenomenology and General Systems Theory as Methods in Psychotherapy 
Randy Berkman 


Some Therapeutic Uses of Psychologic Testing 
Harold H. Mosak, Ph.D. and Robin S. Gushurst, Ph.D. 


Manla as a Message. Treatment with Family Therapy and Lithium Carbonate 
Roy G. Fitzgerald, M.D. 


Interracial Conflicts as Resistance in Group Psychotherapy. . .. Howard D. Kibel, M.D. 
Schizophrenia and Stimulus Immediacy: A Critique Michael Radomisll, Ph.D. 


Psychotherapy with Paraverbal Therapy In a Case of Gilles de la Tourette Syndrome 
Mary C. Mackay, M.D. and Evelyn Phillips Heimlich 


Books Abstracts Forelgn Sectlon 


Proceedings of the Assoclatlon for the Advancement of Psychotherapy 


Notes and Comments 


Abstracts of Forthcoming Articles 


Editor: Stanley Lesse, M.D. 
15 West 81st Street 
New York, N.Y. 10024 


Regular Subscription $16.00 Canadian and Foreign $16.50 
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A HANDICAPPED CHILD IN THE FAMILY 


A Guide for Parents. By Verda Heisler, Ph.D. Unique in Its approach to the 
problems of parents of a handicapped child, this book explores the tremendous value 
of group therapy in helping them grow in self-awareness and acceptance. 

Based on descriptions of such parents In a therapy group, Dr. Helsler focuses on 
their over-all] functioning to help them adjust to this specific problem. The emphasis 
is not on solutions but on understanding. Physicians will find thls book valuable 
to recommend to parents. 


February 1972 176pp. $7.95 


MENTAL RETARDATION 


Volume IV. An Annual Review. Edited by Joseph Wortis, M.D. The focus 
of the present volume—drawing from an international range of resources—is on 
preventlon. 

"Dr. Wortls has collected an able team... should prove useful not only to research 
workers but to people professionally Involved In the study and care of the mental 
subnormal."—Developmental Medicine and Child Neurology, of earller volumes. 


June 1972 290 pp. $15.75 


PROGRESS IN LEARNING DISABILITIES 


Volume П. Edited by Helmer R. Myklebust, Ed.D. "An excellent first volume 
.. many well known authoritles participate In providing practical information as well 
as thought-provoking academic discusslons."—Ciinical Pediatrics, of Volume I. 

The present volume emphasizes psychoneurological disturbances In childhood. 
The focus is on remediation. The overriding concern in on how learning can be 
fostered. 


1971 416 pp. $13.75 


Grune & Stratton, New York 


available through 


Academic Press, 24-28 oval Road, London ХУЛ 
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The British Journal of 
Medical Psychology 


Volume 45 Part 3 September 1972 


CONTENTS 
SIDNEY CROWN. The ‘clinical’ psychologist: stigma, paradox and hope 
Z. GIORA. Psychosomatics: promise and fulfilment 
PETER N. PRIEST. The destiny of psychological therapies: convergence or divergence ? 


SAMUEL J. BECK. Bimodality in schizophrenia: an adaptation to ambiguous communi- 
cation 
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The Future of Psychiatry: Predictions Past and Present 
The Second Aubrey Lewis Lecture, delivered at the Institute of Psychiatry, 26 November, 1971 


Ву ORNULV ØDEGÅRD 


Human consciousness includes the dimension 
of time: As history it reaches back into the 
past, and as prediction it gropes towards the 
future. Knowledge of the future must have been 
felt as a necessity as long as the human mind has 
existed, and the need for such knowledge was 
being met on a high level of organization even 


before culture reached a written stage. Prophets: 


came before authors. At one time prophecy was 
more important than history because it was 
nourished by the ancient and powerful mental 
force of anxiety, anxiety in its true psychiatric 
form as fear of the unknown. 

From the point of view of the prophets a 
more complicated set of motives must have 
developed: A calling to give the people guidance 
and leadership—and on a lower level a desire for 


— ‘personal power and prestige. These motives are 


illustrated by the conditional aspect of many 
prophecies: Bad luck is foreseen, unless you 
mend your ways and sacrifice something of value 
to the gods or their representative. 

Predictions are meaningful only in so far as 
they represent programmes for action, and they 
come true if this programme succeeds, Predic- 
tions made by Sir Aubrey Lewis about the 
future of psychiatric teaching and training 
institutions have come true for the obvious 
reason that they were accepted as programmes. 
This is one of the reasons why predictions have 
a habit of coming true: We make them do so. 
Another way towards true predictions is to 
predict nothing but bad luck and disaster, like 
Cassandra. À good example is the following one 
on the future of psychiatric classification: 

‘Tt is essential that we should reach an understand- 
ing as to the significance of the terms we use, as to the 
elements of a rational classification. It is quite clear 
that such an understanding does not exist, and we 
have every reason to fear that it will not be reached in 


~ a foreseeable future.’ 


~ 


\ 
л. age 
~ 


~ 


This was written by Renaudin in 1856. 
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The development of prediction from guess- 
work, intuition and psychedelic dream towards 
rational, scientific prognosis is one of the 
important aspects of the history of human 
thinking. The progress has been slow, in 
psychiatry as in all other fields of human 
experience. Aubrey Lewis has described it as a 
conflict between guesswork and certainty, and 
he found it particularly in prognosis and in the 
evaluation of therapeutic results. He points out 
that progress has not been uninterrupted: the 
wheel has turned and the balance has shifted. 
Guesswork has, for instance, had recurrences in 
the field of psychotherapy, because this is a 
field in which nothing can be achieved without 
enthusiasm, and because verification of results. 
is so very difficult. Bleuler described the same 
conflict as between disciplined and autistic 
thinking in psychiatry. 

In recent years we have seen a revival of the 
conflict in the revolt of activist groups against 
the establishment, against what is called 
academic psychiatry. Already the two parties. 
find it difficult to coexist at the same inter- 
national congress. What makes it difficult to. 
take sides is that the certainty of one party is at 
times not too well founded—and the guesswork 
of the others can be stimulating and useful. It is. 
a reasonably safe prediction that this conflict, as. 
most others, Mn E up in a compromise; but 
the possibility ts that it may lead to the 
splitting-up of iatry into two or more 
separate systems. 

Without a reasonable amount of clever guess- 
work life would be much less entertaining. May 
I remind you of Ibsen’s Hedda Gabler, in which 
the bohemian genius Lóvborg is writing a book 
about the culture of the future, whereupon the 
slightly ridiculous university don, Tesman, 
exclaims: “But we do not know anything about 
the future And there can be no doubt on 
which side the author stands, . 


N 
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As long as intuition plays a significant role, 
the personality of the prophet will influence his 
predictions. There are optimistic and pessimistic 
types, according to what they tend to expect 
from the future: progress or decline, happiness 
or misery. Another contrast is the one between 
conservative forecasts and radical ones: Do we 
expect revolutionary changes or relative stabi- 
lity? The old utopists were mostly radical 
optimists. Other radicals have been pessimistic, 
like Orwell. On the conservative side we have 
Chesterton, who did not expect much change, 
and who was happy about that. The miserable 
sameness of an absurd future has been dramatic- 
ally described by Becket in his Endgame: 
conservative pessimism. 

In the recent history of psychiatry, prognosis 
has at times attracted more interest than 
therapy. Kraepelin based his psychopathology 
largely upon outcome, and his contribution 
towards certainty in psychiatric thinking was 
that he supplemented clinical intuition with 
rational studies of the longitudinal course of the 
various clinical entities. Now this method implies 
the use of the present state of affairs as a base- 
line for prognosis, and Kraepelin’s present 
happened to be a period of therapeutic pessi- 
mism and hospital decline. The historical 
antithesis between him and Adolf Meyer is an 
example of contrasting personalities rather than 
of differences in actual experience. Meyer’s 
optimism was, however, not only of a tem- 
peramental origin. He felt very keenly the 
privilege of working in a new country, and he 
was strongly attracted by the American prag- 
matic philosophy of his friend William James. 
This led him to believe in the therapeutic 
efficacy of an optimistic gutlook, while a 
working hypothesis of irreveZsible deterioration 
would of necessity lead to therapeutic nihilism. 
He formulated his hypothesis of habit deteriora- 
tion as a suitbable instrument for his preferred 
philosophy of what we have called radical 
optimism. 

We do not have to go very far back in order 
to find a much more optimistic attitude than 
Kraepelin's. The great era of hospital building 
in the first half of the nineteenth century was a 
period of favourable predictions. As a matter of 
fact this was a political necessity. In my own 
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country the first mental hospital was erected 
in 1855, at a time when the state was very poor, 
at the tremendous cost of £60,000, for the 
reason that evidently something had to be done 
about the plight of the insane, but above all 
because great therapeutic results were promised 
and expected from treatment in the new hospi- 
tals. In a circular letter of 1855 the director of 
this hospital asked all colleagues to have insane 
patients admitted as early as possible, ‘because it 
is beyond doubt, and a fact proven by the 
experience in all civilized states that the insane 


who are admitted to a well-organized asylum * 


within three months after the onset, will be eured 
in 80 per cent of the cases’, Clearly the bold 
step from intuitive medical prophecy to rational 
prognosis was a difficult one. But from the same 
year we have John Conolly's wise words that 
a chance should be afforded to every impaired 
mind of recovery to an extent limited alone by 
causes which no human art can remove. 
Psychiatric predictions have tended to be 
coloured by the day to day victories and disap- 
pointments of our profession, and here a special 
motive should be pointed out: a poor prognosis 


may be attractive because it explains, and... 


perhaps excuses, painful and embarrassing 
therapeutic disappointments. On the other 
hand optimistic predictions have sometimes 
come true for the traditional reason that 
psychiatrists tried their level best to live up to 
them, like we hear in the Bible about the people 
of Israel and their prophets. The Gaustad 
Hospital was planned as a non-restraint hospital, 
and against heavy odds it actually was. It had 
a programme of occupational therapy, and in 
the first years 60 per cent of the patients were 
occupied. What had not been foreseen was the 
low percentage of cures, which led to pro- 
gressive overcrowding. The obvious need for 
more hospitals could not be met, in part 
because rumours of the disappointing results 
could not fail to reach the authorities. 

The thickening gloom around the asylums is 
reflected in the view on aetiology. Around 1860 
many mental disorders were thought to be due 
to environmental causes of a mental kind: 
unhappy love affairs, poverty and economic 


worries, religious exaltation, or simply Шет” 


natural strain of living in ‘our hectic and high- 
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strung modern days’ (quoted from a report of 
1856). When pessimism set in, the emphasis 
shifted, and inheritance became the predomi- 
nant cause given in 70 per cent of the cases. 

The period of pessimism lasted until well into 
the 1920s. Kraepelin wrote in 1918: ‘The 
optimistic predictions made in the nineteenth 
century are now largely fulfilled, and today 
we have actually reached our goal. Isolated 
advances will be made in the future, but 
“grundsätzlich” psychiatric care has reached its 
final form, and the figure of around 70 per cent 
incurable patients will not be radically reduced 
in the future, | Around the same time 
William Alanson White wrote in the leading 
American textbook that schizophrenics should 
be trained as early as possible in good habits, as 
a preparation for a life-long existence in mental 
hospigals, with special regard to the psycho- 
motor handicaps of the catatonics. Another 
colleague mentions as the aim of therapy to 
make the patients better hospital citizens. 

Looking back we must admit that the 
prediction of therapeutic success in the mental 
hospitals failed. Nevertheless we should not 

eforget that it did result in the building of a 
series of hospitals, and upon them was built our 
modern psychiatry—built upon a prediction 
which did not come true. 

The next great prediction in psychiatry was 
that of prevention, as represented by the Mental 
Hygiene movement. The belief in therapy had 
been lost, and one faced the frightening pre- 
diction of a rapid deterioration of mental 
health. In somatic medicine prevention was 
being spoken highly of as being better than 
cure. Mental hygiene had its front against two 
older predictions, both of them overripe and 
ready for the scrap-heap. In the first place 
there was the expectation of great therapeutic 
results in hospital psychiatry. Here the disap- 
pointment had been shattering. It is charac- 
teristic that a leading figure in the Mental 
Hygiene movement, Clifford Beers, was a 
former patient, and his original plan was for a 
violent attack on the maltreatment of psychiatric 
patients which he himself had observed and 

x experienced, It was under the guidance of 
Adolf Meyer that Beers gave his struggle a 
wider and more constructive scope. 

br 
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The second doomed prediction was that of 
eugenics, the prevention of mental disorders by 
attacking their genetic background through 
sterilization and segregation. New knowledge 
about the mechanism of inheritance had already 
killed this movement, and time was ready for 
new ideas in prevention. Furthermore, the 
principles of mental hygiene were in good 
accord with psychoanalysis, which was at this 
time becoming a force in psychiatry, and which 
also taught that the diseases of the adult mind 
have their roots in early childhood. 

The Mental Hygiene movement made predic- 
tions which were powerfully directive. In 
relatively few years child guidance clinics were 
established in a series of countries, and this was 
the first step towards child psychiatry. Also the 
various kinds of extra-mural psychiatry for 
adults had their starting point in mental hygiene. 
These have been results of lasting value, but the 
prediction itself was not particularly good. 
What has actually happened is that the main 
progress since 1930 has been in treatment, 
whereas prevention remains a vague hope. 
Evidently this is the exact opposite of the 
mental hygiene prediction. 

Within the heterogeneous field of mental 
hygiene ‘sex enlightenment’ was the most 
eye-catching. The prognosis was that it should 
be possible to enforce radical changes in social 
attitudes towards sex within a foreseeable 
future, and that this would have a significant 
influence upon mental health. The warning 
was given that sexual revolution would come 
anyway, and if governments wanted to have 
any influence upon the happenings, they had 
better hurry. 

Today we ec that sexual evolution has 
actually moved in\the usual spirals, and as to 
the prevention of gsychoneuroses by means of 
sexual reform we are less optimistic. Even 
analytical experts such as Vangárd are seriously 
questioning the psychiatric value of the fight 
for sexual liberation and enlightenment in which 
the oldest of us were engaged 40 years ago. 

The belief in the importance of early diagnosis 
and treatment returned during the mental 
hygiene period, as if case finding in itself were a 
help. Actually the fact of becoming a registered 
case may be of doubtful value for the individual, 
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and it could actually increase his problems of 
social adjustment. My prediction would be that 
the concept of a psychiatric case will not be 
extended but narrowed. The modern trend in 
psychiatric epidemiology of diagnosing up to 
four out of five individuals as mental deviates 
is not likely to continue. Aubrey Lewis has 
pointed out that the trouble starts when social 
well-being and adaptation is confounded with 
the mental health concept. Social disapproval 
itself is not a health criterium. 

The general advance of prediction from the 
magical to the rational level was mainly due to 
the doctrine of evolution. Now evolution itself 
is changing, and is dynamic rather than static. 
For millions of years, before life existed at all, 
evolution took place on an anorganic level. 
Air, mountains and oceans were in a turmoil of 
transformation, but all this happened as it were 
in total passivity, under the influence of blind, 
mechanical forces. When life came to be, a new 
principle was introduced: the interrelation 
between the living organisms and an environ- 
ment which was also in part alive. Animals 
could to some extent fight back, and thereby 
influence the speed and the direction of their 
own evolution. According to Lamarck this 
mechanism was powerful and nearly analogous 
to a purpose, but even in Darwinism evolution is 
based upon biological interaction. 

This is elementary, but it is sometimes 
forgotten that we have reached a further stage: 
man lives on the psycho-biological level of 
integration. Adolf Meyer formulated the charac- 
teristics of this level, namely consciousness and 
the use of symbols, and these new functions 
opened up new possibilities. Animal behaviour 
is predictable, but man alonyis able to make 
predictions come true by ch@sing his way and 
by active participation. to present days 
man's attempts at forming his own fate have 
been accidental and hesitating, but one has a 
feeling that we are living in a critical phase, 
on the threshold of a new era when man can 
manipulate his environment so as to plan and 
mould his own future. Understandably, then, 
genetic prediction raises important psychiatric 
problems. 

The genetic point of view gained entrance in 
psychiatry through the theory of degeneration, 
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which was actually a doctrine of prediction. It 
even had the conditional aspect of the ancient 
prophecies: unless we mend our ways, mental 
disorder will become more serious and more 
frequent for each generation to come. As we 
are apparently unable to cure these disorders, 
prevention is our only hope. In the heyday of 
eugenics the hopes were high indeed: by means 
of sterilization and segregation of the unfit one 
could within the space of a few generations 
check the advance of mental disorder, and even 
improve the genetic material of mankind by 
selective breeding. 

As we know, the genetic prophets ‘ere 
wrong on two counts. Their observations, based 
as they were upon selected families such as the 
Jukes and the Kallikaks, were biased and-mis- 
leading. And, more important, the theoretical 
foundation of eugenics crumbled when Megdel’s 
laws were formulated. A sound, Neo-Darwinist 
reaction set in: the germ plasm is not influenced 
by human habits, good or bad, and evolution is 
determined by random mutations. It was shown 
mathematically that sterilization of every single 
schizophrenic patient before the age of repro- 
duction would have to be done over severe. 
generations in order to bring the incidence of 
the disease down by a half. In this way the 
hopes of eugenics were shattered. At the same 
time the frightening spectre of degeneracy was 
definitely exorcised; but it has lately returned 
by a back door in the shape of the atomic scare. 
Calculations published in 1956 by the Medical 
Research Council of this country showed that 
if the mutation frequency should be doubled 
(which is not unlikely) this would for a disease 
like schizophrenia lead to an increase in 
incidence of 1 per cent per generation. This 
increase, amounting to 7 per cent in seven 
generations, was rightly presented as highly 
alarming. But one might ask why a correspond- 
ing decrease effected by sterilization should be 
regarded as negligible. The conclusion seems 
unavoidable that we are justified in including 
even genetics in our psychiatric predictions. 

There is hardly any doubt that we are today 
manipulating the genetic material of the 
human species by offering better opportunities 
than ever before for the survival and propagation ^ 
of individuals with inheritable mental illness or 
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defect. It can be shown that the numher of 
children born to schizophrenic patients (or 
former patients) is increasing rapidly, because 
their time out of hospital is longer. Good re- 
missions are more common and result in 
marriages, and the fertility in these marriages 
is essentially normal. From what we know about 
the inberitance of the major psychoses this is 
likely to have genetic consequences. 

On the biological level of integration valuable 
tyaits stand a good chance of being preserved for 
future generations by incorporation into our 
genetic equipment. But this road towards 
profess is by no means a safe one. In fact blind 
alleys are the rule rather than exceptions in our 
complex family tree. Most animals have become 
extinct without leaving any progeny. 

On the psycho-biological level the risk that 
valuable traits shall be lost is even greater. The 
next generation may simply reject the progress 
we have attained, or misunderstand and distort 
it. The risk is very real that human evolution 
may be delayed or sidetracked. It could also be 
speeded up too much. The latter point is 
important, because rapidity of change has an 


» optimum which must not be exceeded if man is 


X. 


to keep up with the innovations within the 
fifty years of his active life. There are signs that 
this optimal rate of change is being exceeded 
already, because we are forced to keep up withour 
own technical advances. This could conceivably 
explain the generation gap, and the prediction 
would be that the gap will widen and represent 
an increasingly serious socio-cultural problem. 

There seems to be a general consensus that 
psychiatric predictions should be based upon 
environmental data rather than upon genetics. 
This does not mean, however that rapid progress 
can be foreseen. Most likely the environmental 
way will be at least as time-consuming as the 
genetic one. Do we, for instance, really expect 
to bring the incidence of schizophrenia down by 
a half within seven generations by manipulation 
of the environment? We have seen a tremendous 
amount of change in human milieu during the 
past hundred years, and much of it can be 
registered as real progress. Nevertheless all 
long-time studies agree that there has been no 
significant decrease in the incidence of mental 
„disorders nor in crime or other serious forms of 
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maladjustment. It must be concluded that if 
future manipulations of the social environment 
is to give any result at all, new and better ways 
have to be found. In order to embark upon 
these new roads we shall at first have to know 
what they are and I submit that our knowledge 
of this is sketchy, incomplete and controversial. 
I also predict that it will so remain for an 
indefinite period of time. 

Actually we live under the shadow of environ- 
mentalist predictions of the most alarming kind. 
We have neglected important sources of eco- 
logical danger because we have relied un- 
critically upon the power of adaptation of the 
human species. We psychiatrists should perhaps 
have had better opportunity than most of 
predicting this unfortunate development, be- 
cause we have experienced the breakdown of 
the homeostatic mechanism so often. As 
prophets we have failed as badly as have the 
physicists and the technologists. 

From a strictly psychiatric point of view the 
main environmental hazard is not pollution or 
hunger but overcrowding. An increasing number 
of experiments show the risk of neurotic reac- 
tions if animals are kept in overcrowded cages. 
In order to enjoy life man needs a minimum of 
direct contact with nature: with grass and trees 
and animals, with food which grows and does 
not come in tins. In 1934 Faris and Dunham 
demonstrated the decay of the central parts of a 
great city, and a prediction of what was later 
to become the city problem was already implied. 
Nevertheless this represents one of the missed 
opportunities for a prediction of much wider 
scope. It was not realized with sufficient clarity 
that the high incidence of hospitalized psychoses 
in central Chicago was merely a minor part of a 
pattern of gene ial decay, and the need for 
immediate preverfive action was not at that 
time felt. 

On the whole the outlook for our environment 
is not too unfavourable. With a good deal of 
luck we should be able to reduce the impact of 
many precipitating causes of mental disorder 
and a few causal ones. But what will happen 
next? It stands to reason that the relative 
importance of hereditary causes will increase 
correspondingly, for instance for a condition 


such as mental retardation. NI 
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societies intelligence is to a great extent deter- 
mined by brain injuries due to prematurity, 
infantile malaria etc. We have changed all this, 
and have succeeded in bringing the power of 
external causes down to perhaps 30 per cent. 
If this continues, we shall reach a stage when 
intellectual deficiency is a matter of inheritance 
alone. This is a favourable prediction in so far as 
the total number of mental defectives will 
decrease considerably. It has been suggested, 
however, that there will result a genetically 
determined caste system with very little mobility 
from one generation to the next. The upper 
classes will retain their privileged position, 
because they have monopolized the favourable 
genes. A similar development could conceivably 
take place for schizophrenia: the present 
pattern of distribution, with the highest inci- 
dence in the single and in the lower socio- 
economic classes could be progressively fixated, 
caught in a genetic deadlock. The welfare 
state would then have defeated itself by estab- 
lishing a rigid class distinction while actually 
striving towards equal chances for all. 

Now this somewhat Orwellian prediction is 
largely based upon the major gene hypothesis 
in psychiatric genetics. Around 1910—1915 
the rediscovery of Mendel’s laws led to great 
activity and optimism in this field, and in the 
genetic headquarters in Munich it was pre- 
dicted that within a foreseeable future we 
would have mapped out schizophrenia and 
manic-depressive psychosis as well as mental 
deficiency as specific disease entities with a 
relatively simple genetic background, such as 
di-hybrid recessive with a penetrance of 20 per 
cent. This is a good example of a prediction 
which went wrong, because it yas made under 
the overwhelming impressi of a sudden 
break-through in a highly lalized field of 
research. Today we are reasonably certain that 
the inheritance of mental functions and disorders 
is multifactorial, and this will modify the genetic 
predictions. The risks will be somewhat less 
frightening, and the chances of eugenic success 
will be less glorious. The cleft between inherit- 
ance and environment will seem less dramatic, 
and even in clinical psychiatry the lamb of 
genetics may be allowed to graze peacefully 
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The conclusion seems to be that it has become 
possible for man to some extent to tamper with 
the hair-sharp balance of his nature and nurture. 
This entails risks as well as possibilities, regard- 
less of the point of attack of the tampering. 

Certain types of prediction have a topic 
which would seem to be particularly suitable for 
reliable and rational prophecies, for instance 
because they deal with concrete, nearly mathe- 
matically precise facts. Twenty years ago it 
seemed safe to predict an increase in the demand 
for psychiatric hospital beds, and calculations 
were made on the basis of the i increasing inci- 
dence, the decreasing mortality of chronic 
hospital inmates and the rising age of the 
general population. The effect of drug therapy 
could not be foreseen, but that is hardly a 
valid excuse. A decreasing trend in the need for 
hospitalization and a shortening of the avefage 
hospital stay had been in evidence since the 
introduction around 1937 of the shock therapies, 
but it was generally felt that the improvement 
had come to a standstill. Another factor which 
should have made a more correct prediction 
possible was the favourable labour market after 
1950, which made the rehabilitation of psychi- 
atric patients easier than before the war. 
Another point which was of importance in 
Norway was the introduction in 1960 of an 
improved pension system for mental and 
physical invalids. It is actually surprising that 
the prediction failed to be made that this reform 
would reduce the demand for long term hospital 
care of chronic psychotics. 

More typically, the material for our psychi- 
atric predictions is non-mathematical to the 
point of being irrational. When dealing with 
environmental, psychosocial factors we are 
actually forced from the straight road of scientific 
reasoning on into the wilderness of political 
thinking, in so far as politics is the science of 
what is possible. Our psychiatric activities are 
limited by considerations such as budgetting and 
legislation, and we are not allowed to spend our 
lives in splendid political isolation and neutrality. 
But the field of political activity has many pitfalls 
for the amateur, and even for professionals. 

In Eastern European countries there have , 
been several examples of predictions which 
failed because ideology was given precedence , 
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over experience and reason. Alcoholism was 
felt to be a symptom of capitalist decadence, 
and consequently it was doomed, with all other 
social evils, to disappear under Marxist eco- 
nomy. The medical care of alcoholics had 
become severely neglected before the mistake 
was corrected. In Poland I found in 1965 a 
bigger alcohol problem, and more energetic 
efforts to fight it, than in my own puritan and 
capitalist country. Recently the problem of 
dlegal distillation of liquor has been discovered 
in Soviet Russia. 

Опе of the favourite ideas of the mental 
hygiene movement was that crime is essentially 
a psychiatric problem. At one point psychiatry 
seemed ready to take over, offering diagnosis 
and treatment instead of trial and sentence. 
This was one of the more flagrant examples of 
*psPchiatry unlimited’. But ‘the pale cast of 
thought' was not altogether absent, and it was 
soon evident that the anthropological school of 
criminology was unable to fulfil the promises 
which had been made in its name. 

The main-stumbling block was one of prin- 
ciples. The demand that reactions should be 
wholly indeterminate and should not ‘dege- 
nerate into uniform, fixed sentences! was clearly 
incompatible with fundamental ideas of the 
rights of the individual versus the absolute 
power of the state. In particular, courts hesi- 
tated to use the weapon of indeterminate 
sentence against young early offenders. Instead 
the new ‘security sentences’ were used against 
hard-boiled criminals, with disappointing results. 

We gained something, however, during the 
*period of unbridled enthusiasm' as it has been 
called. 

The psychiatric service in the penal system 
was much improved, and the prolonged and 
intensive discussions about principles cleared 
up many misunderstandings and led to a more 
balanced standpoint. Today the most reason- 
able prediction is that psychiatry does not feel 
qualified to take full responsibility for crime 
and criminals, but we are willing to help, and 
efficient therapy will be possible for minor 
groups of offenders. The therapeutic success is 
likely to be modest, and it will depend upon the 
extent to which we can use the most powerful 


. weapons in our therapeutic armamentarium. 
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The heavy neuroleptic drugs represent a 
difficulty in this connection, and here again we 
are facing the problems of personal integrity: 
the mentally abnormal criminal wbo is not 
insane should not be submitted to any kind of 
medical treatment without his own consent. 
The problem becomes particularly tricky if the 
concept of crime is extended so as to include 
political activities. It should be stressed that 
under any system of government there will be a 
correlation between political deviation and 
psychiatric abnormality, and 'egitimate doubt 
may arise as to the mental health of political 
prisoners. In Norway official forensic psychiatry 
had its share of protest and criticism after the 
war, when a number of Quislings were diagnosed 
and dealt with as mentally abnormal. Ezra 
Pound is another case in point. 

In psychiatry our predictions will vary from 
one diagnostic group to another, and in parti- 
cular there is a contrast between disorders with 
an organic aetiology and the more psycho-social 
reactions. The bulk of the neuroses are to be 
found at the extreme psychosocial pole, and it is 
a reasonable expectation that they can all be 
cured by psychotherapy and manipulations of 
the environment. 'l'his optimistic prediction 
wil most hkely turn out to be wrong, but 
evolution-directing: there will result a con- 
centration of our efforts in this particular 
section of the therapeutic front line, institutions 
will be established and staffed, and the optimism 
which is a condition for psychotherapeutic 
success will be amply present. If we use the 
method of simple extrapolation, the outlook is 
less bright. We have used psychotherapy 
intensivcly, extensively and expensively for at 
least four deckdes, and a valid proof of its 
efficacy is still ing. I should like to believe 
that future p will be less in therapeutic 
methods than in the rational evaluation of 
results—for instance by unbiased registration of 
the patients condition along several clinical 
and social dimensions, and in the form of 
objective quantitative measurement. Above all 
this should be done by means of systematic 
long-time follow-up. I also believe that the 
neurotic disorders will be with us in the future 
in something like their present incidence. The 
future improvement in our mene not be 
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enough to reduce the frequency if the total 
impact of causal and precipitating factors 
‚ remains the same, as is to be feared. 

As to the senile psychoses and other age- 
determined conditions, we have reason to 
believe that the natural span of human life is 
higher than the three score and ten given in the 
Bible. There is the risk that physical health may 
improve while senile brain damage remains the 
same. It seems more likely, however, that the 
prevention of senile mental decay will keep in 
step with the chances of survival, but this will 
demand active preventive efforts of a social, 
administrative and legislative nature. It is 
my strictly biased conviction that modern 
civilization demands the acquisition of a great 
deal of experience and skill, which cannot be 
rationally made use of within an active life-span 
that stops at 70. 

Among the organic psychoses those due to 
alcohol are exceptional in that the road to 
prevention is perfectly clear—in theory. In 
practice they are on the increase, and the future 
outlook is correspondingly sinister. In Norway 
the rate of first admissions for alcoholic psychoses 
(acute and chronic) has increased from 152 in 
1930 to 238 in 1950 and 450 in 1965—calcu- 
lated as life time risk per 100,000. This is a 
reliable indication that our alcohol problem is 
increasing alarmingly, and studies of the alcohol 
habits of youth add to our concern for the 
future. Here again, as with crime, we have a 
social problem with political overtones. Parti- 
cularly in the Nordic countries, a restrictive 
alcohol policy has been attempted, up to and 
including prohibition and rationing. But in the 
long run this solution proved to be politically 
impracticable, because it conflicted with im- 
portant principles of pers liberty and 
responsibility. With regret & am inclined to 
predict that the wheel will turn again towards a 
more restrictive alcohol policy, because the 
higher standard of living simply gives heavy 
drinking too much leeway. 

As to schizophrenia, a combination of somatic 
and psychosocial methods has made the prog- 
nosis much better than it used to be. If we 
follow first admissions to psychiatric hospitals 
in Norway around 1:936 for five years, we find 
that 37 7 cent were still in hospital at the end 
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of the period. For first admissions in 1964 the 
corresponding percentage of such chronic 
hospital inmates is halved. The chronic defect 
which is somehow characteristic of schizo- 
phrenics is less massive than formerly, and it 
does not so often prevent resocialization. 
Furthermore it cannot be excluded that 
metabolic and other organic factors may be 
detected. Psychiatry has waited with patient 
optimism for quite a long time for assistance 
from the basic sciences, but on the whole tht 
history of somatic psychiatry has been one of 
great promises and correspondingly bigter 
disappointments. One reason for many failures 
has been that new and exciting methods have 
been devised in the basic sciences, and рѕусћі- 
atrists have had a tendency to try them out in 
their problematic field before the time was ripe 
for it, as when around 1930 the biocheritical 
analysis of sex hormones was used to attack the 
problem of involutional melancholia before 
much was known about the hormonal balance 
of normals and before anything was known 
about involutional melancholia. Evidently 
Sherrington’s warning went largely unheeded— _ 
that even a problem like anxiety is too compli- 
cated for neurophysiological techniques. | 

It should not be forgotten, however, that 
there have been unpredicted and unexpected 
successes. The remarkably simple aetiology of 
Fóling's disease or Down's syndrome аге 
warnings against pessimist predictions. Some- 
thing like a breakthrough may come even for 
schizophrenia. The metabolic studies of Gjessing 
and the clinical analysis of Leonhard gave great 
promise indeed. Most likely, relatively simple 
metabolic solutions will be found for small and 
well-defined subgroups within the mass of the 
schizophrenias. Or a common factor may be 
found which plays a small but important role 
in the great majority of the schizophrenias and 
which can be attacked therapeutically with a 
modest symptomatic success. What we may 
hope for is either a highly effective causal 
therapy for small groups of schizophrenics, or 
a less radical treatment for the schizophrenic 
masses. But in any case we shall be left with an 
increasing demand for an efficient and well- . 
organized psychosocial therapy for the func- 
tional psychoses. 
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The increasing number of ambulatory psycho- 
tic patients in fairly good social remission is 
likely to become an increasing burden, which 
will tax the tolerance of family and friends, 
employers and colleagues. The prognosis should 
be somewhat guarded on this point, and we 
should not let over-confidence lead us to 
reducing the capacity of the hospital system. A 
period of unemployment will immediately 
change the situation for our patients. We can 
only hope that it will not be as bad as what the 
oldest of us remember from the 1920’s and 
1930°ѕ. The attitude of the general public to 
our patients has so far been favourable, at times 
admirable, but we can hardly expect this to 
continue indefinitely in the face of increasing 
burdens. The demands for an improved standard 
of living and the general attitude of citizens in 
the*welfare state could easily lead to a change of 
climate. Why should not the state take over the 
burdens? What are we paying taxes for? The 
increasing incidence of hospitalized senile 
psychoses is something of a warning. 

In the field of drug addiction we are in a 
period of extremely rapid change, and it has 
been claimed that the number of addicts has 
doubled in less than two years. What makes the 
present situation dangerous is that the modern 
efficiency of production and distribution has 
been applied to the drug trade and has made 
the fight against it difficult. This is not without 
historical parallels: smugglers used at one time 
to fight the King’s men successfully with the 
general support of the people. There has even 
been an opium war, during which the financial 
interests involved had the official support of 
responsible governments. This could not happen 
now, but we should be on guard lest drug 
traffickers become romantic protest heroes. 
Possibly the present trend is a short-time one, 
and to a certain extent we are dealing with 
fads and fashions which spread explosively for 
a short time, mainly among mental and cultural 
deviates and not really touching the masses of 
the population. But this is a field in which 
predictions are likely to become evolution- 
directing. It has been frightening to hear 


a, otherwise responsible people, ог at least people 


in responsible positions, advocate the relative 
innocence of marihuana; a drug which they say 
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is here to stay, a new part of our social pattern. 
Predictions of that type could, if they are 
trusted, make the outlook definitely more 
sinister. 

Treatment of drug addiction is a psychosocial 
problem, and a breakthrough of radically new 
and efficient methods is unlikely. We are, there- 
fore, at least for several years to come faced with 
an overwhelming task. We shall have to content 
ourselves with using makeshift methods such as 
extramural group therapy combined with 
short-term admission to hospital. But above all 
we have to rely upon prevention along two 
lines: information, and an internationally 
organized war against large-scale production 
and distribution. It is important that we do not 
repeat too many of the mistakes made in the 
fight against alcoholism. At least in the Nordic 
countries we have let the sobriety fight become 
in part a political one, with certain parties and 
groups identified as wet or dry, and involving 
such principles as personal liberty and social 
responsibility. Also the borderlines between 
education and propaganda were not always 
respected. 

Some words should be said about psycho- 
somatic medicine, because it influenced psychi- 
atric thinking for twenty years, and because it 
implied a prophecy and a prediction: in the 
future we expect the psychic elements of 
somatic disorders to become increasingly 
emphasized. The psychosomatic point of view 
had considerable directing influence upon 
progress in this particular field, by intensifying 
the search for psychic aetiology in various 
somatic disorders. It is a safe prediction that 
this wil continue, and that psychosomatic 
research will Mroaden our medical horizon. 
The psychosomatic prediction went further 
than that, however. The hypothesis was that an 
increasing number of such somatic diseases as 
diabetes and gastric ulcer would be found to 
have a psychic aetiology and not only a psycho- 
neurotic overlay. It was prophesied that the vast 
borderline field would be taken over more and 
more by psychiatry. Today this is more doubtful 
than it was ten years ago. It seems more likely 
that the border region will be reserved for a 
‘medicine of cooperation’, And in this area it 
will be the task of the well кз 
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practitioner to practice medicine according to 
his own lights, but with ample opportunities 
for asking the advice of specialists. 

The psychosomatic period illustrates the more 
general problem of the delimitation of the field 
of psychiatry. Again and again we have been 
taken up to the top of the mountain and shown 
the world which can be ours for the saying, and 
our response has been wavering. We have at 
times been guilty of overselling a discipline 
which was not yet ready for much responsibility. 
Analogies between psychopathology and the 
normal human mind are tempting and particu- 
larly in psychoanalysis the borderlines towards 
politics and art, philosophy and religion have 
not always been respected. Predictions of 
psychiatric solutions to the great riddles of 
human existence were perhaps more optimistic 
twenty to thirty years ago, and scepticism is 
voiced, for instance, as to psychoanalysis being 
a satisfactory approach towards human biology 
and general psychology. In any case a plea for 
a sharper delimitation of the psychiatric field 
would seem to be in order. This could, for 
instance, be done by separation of non-medical 
psychotherapy, consulting psychology etc. from 
the nuclear field of clinical psychiatry, in the 
same way as neurology and psychiatry have 
been separated. There would result a cooperation 
between related but clearly independent disci- 
plines, and a simplification of training as well as of 
therapy and research. Psychotherapy would 
relate more to normal psychology than to 
mental disease, and the practice of it would be 
taken over by psychologists and educators. 
This would imply a shift from intensive indi- 
vidual therapy to less time-consuming and risky 
forms. Naturally clinical psychfAtry should not 
be purged of all analytical felements, which 
would be absurd. But possibly] Paul Hoch's idea 
might be a solution: a dichotomy between 
academic and lay analysis, the former being 
largely a topic for research and advanced 
training in medical centres. 

In our technological civilization the function 
of prophecy has been taken over by machines 
and their keepers. We have mentioned that 
predictions will at times direct evolution, 
because of the personal prestige of the prophets. 
To de this prestige has been trans- 
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ferred to the computers, because they are so 
expensive and so mysterious, and the possibility 
that our future should in part be directed by 
the predictions of Gallup-type firms is frighten- 
ing. But the other techniques may be equally 
dangerous: subliminal propaganda and adver- 
tising have been tried—operant conditioning 
has similar possibilities, and even psychotropic 
drugs. In fact the technical means for controlling 
human behaviour are developing so fast that 
there is reason to fear that they might be usec 
for some evil purpose. In a democratic society 
we have means of countercontrol, but they may 
not be able to keep up with the rapid techno- 
logical advances. 

There is hardly much doubt that systematic 
questioning with publication of the answers will 
not only measure public opinion but also influence 
it, in the well-known way of future-direcfing 
prophecies. The possibility that we might here 
have a danger to our democratic system should 
be considered carefully. As psychiatrists we have 
a special responsibility, because of our experi- 
ence with the suggestibility of individuals and 


groups. 


You will have noticed that in warning against ` 


the directing influence of predictions I have laid 
myself open to the same criticism. I have found 
some comfort in Chesterton's tale about man, 
who never tires of playing the game called 
‘cheat the prophet’. The players listen carefully 
and respectfully to all that the clever men 
have to say about what is going to happen in 
the next generation. The players then wait 
until all the clever men are dead, and bury 
them nicely. Then they go and do something 
different. Chesterton may have been right, but 
personally I find more comfort in the remark 
made by Sir David Henderson in his sound 
article on the future of psychiatry: ‘What 
Scotland thinks today, the world may think 
tomorrow.’ 
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The Psychiatrist in Search of a Science* 


1: Early Thinkers at the Maudsley 


By ELIOT SLATER 


” Until quite recently the prestige of Science 
was enormous, and in its glow basked innu- 
merable earnest workers who firmly believed 
that their meticulous ant-like activities were 
advancing the health, wealth, welfare and 
spiritual ascent of man. In the last few years 
that prestige has quite suddenly collapsed. We 
do pot deny the loftiness of aim which inspired 
our forerunners, but we have begun to realize 
that the secondary consequences of the most 
nobly motivated activities may lead to disaster. 
The main consequence of the advance of 
scientific knowledge has been the proliferation 
of technologies which have armed and powered 
a materialistic culture in the exploitation and 
progressive erosion of a fragile living environ- 
ment. The scientist of an earlier generation had 
some notion of seeking after an aspect of the 
truth, and relied in the main on his own 
insights and ingenuity. T'oday, all too often, 
he knows himself for an expendable member of 
a professional team, depending on the routine 
deployment of technical resources for the 
manipulation of an established paradigm. 

But if we look back to see what Science meant 
for our forebears, we might recapture some of 
their idealism. We would see what Science 
could be, a self-forgetful journey of discovery 
into the nature of reality, the cosmos in all its 
multifarious wonder, and that infinitesimal part 
of it that is ourselves. The enterprise calls for 
attitudes now almost obsolete in scientific 
working communities: dedication, reverence 
for truth, humility. With those attitudes great 
advances were made in our understanding of 
nature and of ourselves; and where they still 


А * The first of three papers, based on material part of 
which was developed into the Second Mapother Lecture, 
given at the Institute of Psychiatry, University of London, 
* 1970. 
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obtain, as in the study of the heavens, advance 
continues. In the main, however, scientific 
activitles are directed towards short-term ends, 
and are mission-oriented, the more so the more 
advanced the field. If Science is going to help 
us out of the mess that the daughters of Science 
have made, such severely practical projects will 
still be the principal part of its business. Theo- 
retical and philosophical questions are only 
likely to get serious attention in the early days 
of scientific development jn a new field, or 
when the search for knowledge and understand- 
ing runs up against a serious check. 

The practice of medicine and the healing 
arts relies on the medical and more generally 
the life sciences for the knowledge and under- 
standing which are needed for success. It is the 
unique feature of Science that in the long run 
errors are corrected, information grows, and 
new and more general theories take the place 
of ones which are more limited or ad hoc. This 
process goes on in psychiatry as elsewhere. We 
have, for instance, seen that one-time scourge, 
general paresis, dealt with by more and more 
efficacious methods, from symptomatic begin- 
nings proceeding through infection with malaria, 
hyperthermia, antibiotics, to a point now where 
the aim is less guenti to treat than to totally 
prevent. These avances have depended on an 
increasing understanding of the prime cause of 
the disease: the tissue reaction to the specific 
parasite. Áccessory causes, such as variations 
between individuals in constitutional suscepti- 
bility, have now only minimal importance. 
Aetiology is more significant than explanation. 
Similar increase in understanding and in power 
to treat and prevent have emerged in the 
mental pathologies accompanying the chemical 
deprivations and intoxications. Psychiatrists 
hope to increase the scientific elerent in the 
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theories on which they work; and they include 
in their number not only those who heal but 
also those who claim to be single-minded seekers 
after truth. Such claims have as regularly been 
combated, not only by others vis-à-vis the 
psychiatrists, but also among psychiatrists tnter se. 
The arguments are ones which we should 
clearly understand, since it is only in that part 
of our work which is scientific that we can hope 
for that additive self-corrective process of growth 
to go on which helps us to help others. 


EDWARD MAPOTHER 


This was the background to Mapother’s 
Presidential Address to the Section of Psychiatry 
of the Royal Society of Medicine, delivered on 
14 November 1933. His title was “Tough or 
tender: a plea for nominalism in psychiatry’. He 
started from the thesis that the whole business 
of science is to account for events as a sequence 
in the phenomenal world; and he set out to 
controvert the position taken up by Bernard 
Hart in his Presidential Address to the same 
Section two years before. He quoted from it the 
following striking appreciation of the work of 
Sigmund Freud, particularly as a contribution 
to science: 

‘Freud introduced dynamic concepts while still 
remaining within the psychological field. He did 
not confine himself to those first two stages of 
science, the observation and classification of 
phenomena, which had hitherto constituted the 
only ground in which the psychologist was 
allowed to play. He advanced to a third stage, 
construction of causal concepts designed to 
explain the observed phenomena, Moreover, 
these concepts were built out of psychological 
stuff and not handed over ip despair to the 
ministrations of the physiologiÉt and the chemist. 
This was an SL. and one which 
if it can be established at oyce raises psychology 
to a level with the other scientific disciplines 
which serve psychiatry.’ 
Read today, this passage oppresses one with the 
melancholy undertones of dramatic irony; 
psychoanalytic psychology is no nearer to being 
on a par with the other scientific disciplines 
which serve psychiatry than it was when it 
was so acclaimed by Bernard Hart. While he 
hoped that psychological phenomena could 
(and shawild) be reserved from causative 


explanation by physiologists and chemists, we 
now realize that we shall get nowhere without 
their help. 

Mapother also quoted another passage in 
which Hart spoke of the unprecedented successes 
then being obtained by the psychoanalyst in the 
treatment of the neuroses, and perhaps no less 
in the psychoses. Mapother denied that there 
was any demonstrable progress in treatment. 
The desirability of explaining psychological 
phenomena solely by psychological causes, 85 
strongly felt by Hart, meant nothing to him. He 
objected to the purely psychological Freudian 
concepts on the grounds that they were animistic, 
and so were primitive and a pre-scientific way of 
thinking. Nevertheless, he mentioned animjstic 
concepts in contemporary physics as a com- 
parable manifestation of the Zeitgeist. He, too 
comes under the shadow of dramatic irony, 
since the sub-atomic physicist of today seems 
as prone as ever to help himself out with just 
such animistic counters and symbols. 

Mapother maintained that the living form of 
conflict and controversy in psychology and 
psychiatry, indeed in science, lay between _ 
nominalism and idealism. He began by dis- 
missing materialism out of hand. He described 
this as ‘the doctrine that the physical world 
has independent reality; that nothing exists 
except matter and its movements and modifi- 
cations and that the phenomena of conscious- 
ness are wholly due to the operation of material 
agencies’. He asserted (quite unphilosophically) 
that this philosophical theory was 'defunct—if 
indeed it ever existed, except as a mythical 
butt’. He would also have nothing of idealist 
doctrines. He would not accept the so-called 
psychological determinism of Freud, and said 
that to affirm the entire independence of a 
mental set of phenomena from all others is not 
determinism in the scientific sense. He regarded 
the psychologies of McDougall, Freud and Hart 
as all being animist psychologies, all based 
metaphysically on an idealist conception, con- 
cerning themselves almost exclusively with 
subjective subject matter with the aim of giving 
a self-contained account of the sequence of sub- 
jective processes. While he admitted that there . 
was plenty of observational data in psycho- 
analysis, he insisted on the relative paucity ine 


в BY ELIOT SLATER 


all three psychologies of observational matter in 
proportion to the prominence of interpretation. 

So Mapother found himself driven (one feels, 
rather reluctantly) into adopting nominalism 
as the only tolerable way out. Nominalism he 
described as the view that universals or abstract 
concepts are mere names without any corre- 
sponding realities. Phenomena are the only 
objects of knowledge, and by phenomena are 
meant the immediate processes of perception. 
For the nominalist, matter and its supposed 
constituents—molecules, atoms, electrons—are 
comceptual fictions. Similarly, mind is a con- 
ceptual fiction: the thoughts themselves are the 
thinker. Words are just symbols. A ‘thing’ is 
merely a term for a recurrent pattern of con- 
current sense impressions; abstract nouns are 
the terms for the very fact of recurrence of such 
concurrent patterns, He said: 


*. . . the goal of science is the production of 
formulae summarizing the maximum number of 
past phenomena in the simplest, most concise 
and most frugal manner possible, and enabling 
us to foretell the sequence of future phenomena 
with the maximum economy of thought.’ 


Methods of observation (1) must be public, (2) 


must permit of discrimination how far any 
observation is truly impersonal, and (3) must 
ultimately lend themselves to quantitative 
results. 

Mapother's standpoint is closely similar to 
that of a modern scientific positivism. Ernst 
Mach held, according to Passmore (1968), that: 


‘if the scientist is led by its [atomic theory’s] 
‘successes to suppose that atoms have a reality 
of their own then he is crossing the boundary 
which marks off the fruitful fields of science from 
the marshy wastes of metaphysical speculation. 
Absolute space, absolute time, causality even, 
so Mach thought, must go the way of atoms. In 
Nature there is neither cause nor effect; Nature 
merely “goes on". A developed science will 
express its conclusions as functional relationships; 
aseptic formulae replace the “causal links" of 
metaphysics.' 


This is a chilling formulation. If atomic and 
'. subatomic particles are no more than mental 
constructs, they do not have the provocativeness 

eof a supposedly physical existence, with elements 
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of paradoxicality, mystery and refractoriness, 
which suggest and demand further enquiry. 
Karl Popper (Conjectures and Refutations, 1969) 
(CR) has pointed out that the advance of 
research, which is based on the idea of concrete 
physical realities, stands in conflict with 
Machian scientific positivism: 


*a theory may be speculative, and based upon the 
fundamental (Parmenidean) principle tbat the 
world as it must be understood by argumentative 
thought turns out to be different from the world 
of prima facie experience, from the world as seen, 
heard, smelled, tasted, touched; апа ... such a 
speculative theory may nevertheless accept the 
empiricist "criterion" that it is the visible that 
decides the acceptance or rejection of a theory of 
the invisible (such as the atoms). This philosophy 
has remained fundamental to the whole develop- 
ment of physics, and has continued to conflict 
with all “‘relativistic’’ and “‘positivistic’’ philoso- 
phical tendencies.’ 

We can take a modern example from gene 
theory to illustrate Popper’s point. Genes 
started as purely theoretical constructs, specified 
only in a dispositional or relative way; the 
purpose of the construct was to help one to 
think purposefully about the observations. 
Then they became associated with the chromo- 
somes, of which they were thought to be a part. 
Then it was found possible to associate them 
with individual loci on the chromosomes, so 
that they could be arranged in a linear order. 
By then, there were few workers who had any 
doubts of their physical reality. And lately 
DNA theory has connected them more closely, 
via messenger RNA, with the function of blue- 
printing the building of proteins. But even now 
they are to sonie extent theoretical, since we 
cannot say that thM have been directly observed. 
The instrumentalist view of genes, that they are 
no more than operational definitions, can no 
longer be sustained. O’Neil (1969) writes: 
‘Scientists act as though hypothesized entities 
(terms) were real. They do so in the way they 
test such hypotheses.’ 

What this comes to is that Mapother’s nomi- 
nalism cannot be faulted logically, but it fails 
in giving an incorrect description of the way 
scientists think, and it fails heuristically. As 
Popper has said (OR), scientific theories are 
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serious attempts to discover the truth. By 
scientific work we discover further worlds, 
beyond the world given us by the immediate 
responses of our senses. Scientific theories are 
genuine attempts to describe these worlds. 
All these worlds share reality with our ordinary 
world, and are, if you like, equally real aspects 
or layers. It would be wrong to say, as Edding- 
ton did, that this table here is only an appear- 
ance, and is ‘really’ empty space in which atoms 
are vibrating; but equally wrong, and wrong 
in the same kind of way, to say that the atoms 
are conceptual constructs only, instruments for 
description and prediction, and nothing more. 
Popper (CR) writes: 
‘Instrumentalism is unable to account for the 
pure scientist’s interest in truth and falsity. In 
contrast to the highly critical attitude requisite 
in the pure scientist, the attitude of instru- 
mentalism (like that of applied science) is one 
of complacency at the success of applications.’* 


Scientific theories are not the same as techno- 
logical rules of computation. Theories are 
tested by attempts to refute them; technological 
rules are not refutable, but merely become 
inadequate for certain purposes. Newton's 
theory has been refuted, but it can be and is 
systematically used for instrumental purposes 
within the limits of its applicability. Instru- 
mentalism cannot account for scientific progress. 

Mapother's proposal fails, then, to give a 
satisfying picture of the human mind at work in 
trying to understand the world around, and it 
fails to give that kind of foundation which feels 
firm enough to step off from into the unknown. 
If the psychologies of McDougall, Freud and 
Hart are to be deemed unsatisfagtory, it will not 
be for the reasons that Maponics gave. 


FREDERICK GOLLA 


We now come to an entirely different attempt 
to relate psychiatry to science, this time along 
nihilistic and pessimistic lines. Three years 
after Mapother’s address, on 25 November 1936, 
Golla answered him in the Eighteenth Maudsley 

* This penetrating remark gives us a glimpse into one 
root cause of the ills of our society, earlier referred to, 
insofar as they are traceable to the dominance of applied 
over pure science, of complacency over self-criticism, of 
hubris over humility. 


Lecture, under the title of Science and Psychiatry. 

He said: 
‘The proposition that I wish to put forward is 
this: Scientific method alone is incapable of 
dealing with the whole of the personality, and 
in so far as we attempt to describe psychological 
processes in terms of scientific epistemology we 
will arrive at definitely false conclusions.’ 


In cases of maladjusted personality, in which 
pathological methods had failed to demonstrate 
a cause, Golla disputed the possibility of a 
description in terms of science. Physical and 
chemical terms prove inapplicable. One canfiot 
proceed by analogy from the behaviour of the 
single neurone. He poured scorn on psychiatrists 
who would attempt to express psychology in' 
terms of neuronic function. He attacked mental 
mechanisms, psychological atomism, the reflex 
arc model of behaviour. Even at the neuro- 
physiological level we have to regard the 
nervous system as an organic whole and not as 
an integration of reflex arcs. The concept of the 
conditioned reflex, he said, had proved to be 
of very little utility to the psychologist. 


For Golla, the advent of Gestalt psychology . 
.came like a refreshing breeze. He formulated its 


significance like this: 
"There exist natural circumstances in which what 
happens in the total is not conditioned by the 
nature of the parts or their mode of combination, 
but, on the contrary, what occurs in any part of 
this whole is determined by the inner structural 
basis of the entirety.’ 


What this amounts to is that scientific attack, 
being analytic, is bound to fail when faced with 
the problems of human psychology. Even 
though we may substitute for the reflex arc 
model a more satisfying descriptive psychology, 
we can still only apply scientific methods to our 
concepts by an analytic procedure that is in- 
admissible ex hypothesi in a psychology where the 
parts depend on the properties of an organized 
whole. Science, being a process of analysis and 
classification, cannot deal with anything as a 
concrete whole. No amount of scientific data 
could help us ultimately to know a personality, 
self-evidently so if we think of someone we know 
intimately. Our power to predict future con- 
duct or to understand history depends on the. 
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qualification of all experience by the conceptions 
of value and purpose. These are not concepts 
that can be deduced from science. He felt, 
indeed, that there are some things which should 
be sacrosanct from scientific enquiry: 


‘We have found a way from the dead world of 
science to the living world of purpose and values 
where ethical, aesthetic and religious considera- 
tions do not need to be deliberately excluded in 
the interests of a highly abstract account of 
conduct, whether normal or psychotic . 
When the grosser forms of the older religious 
e. superstitions and the authority of its priesthood 
decayed before science and historical exegesis, 
mankind celebrated its freedom by taking to itself 
a new superstition in the shape of scientific 
materialism, and a new priesthood of professors 
just as arrogant and intolerant as their pre- 
e decessors." 


Golla ended his discourse on a somewhat 
mystical note. Explanation, he said, must always 
be a transcendant principle. T'hus the success of 
a religious system will depend on its power to 
offer an explanation; perhaps this is the 
direction from which we have most to hope in 
our attempts to comprehend personality. Mal- 
adjusted personalities, or some of them, can be 
envisaged as 'due to discord between the 
purposive activity implied in all personal 
conduct and the values imposed by the universe 
considered not only in its social but its ethical 
and aesthetic aspects’. He hoped that psychi- 
atrists would be able to hand down the great 
humanistic tradition to successors who would 
be not only scientists but men and women of 
culture and spiritual insight. 

From this we can see that Golla's psychology 
would have been looked on by Mapother as 
vitalistic, just as Golla looked on Mapother's 
attempted founding of psychiatry on neurophysi- 
ology and mental mechanisms as not only 
doomed to frustration but also a kind of bar- 
barism. Golla's nihilism is unjustified because 
he has mistaken, or has at least misstated, the 
way in which science works. The processes of 
analysis do not have to be founded on firmly 
based elements; the concepts employed may 
be themselves global, even vaguely envisaged, 
and made workable by operational definition. 

„ Golla was asserting both the necessity and the 
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impossibility of reductionism, when it is at no 
time indispensable and at some times is possible. 
Whether an ultimate reductionism is an impossi- 
bility or not is still an unsolved problem a 
generation later than Golla, but a problem 
which has largely lost its urgency. 

Largely, but not entirely. Golla's rejection of 
reductionism has recently been echoed by the 
neuropsychologist, Richard Gregory (1971). He 
asks whether we can understand organisms 
purely in terms of the interactions of their cells, 
and whether we can understand societies in 
terms of the interactions of their people. The 
answer must be ‘no’ to one or another or both 
of these questions, since if in both cases the 
answer were 'yes then we should be able to 
describe our society in terms of its sub-members, 
all our cells, which is absurd. Cells, organisms 
and societies must each be described with the 
aid of different concepts; and the concepts 
appropriate to one kind of gestalt cannot be 
‘reduced’ to those used for the others without 
loss of understanding. The argument can 
readily be accepted, but it does not lead to the 
conclusion that Gregory wishes to draw. We 
may, from what he says, conclude that un- 
reduced concepts may be essential for scientific 
work at a given level, not that their reduction 
is impossible. The tasks of higher mathematics 
are carried out, for instance, with the aid of 
theorems which constitute massive building 
blocks; but all these theorems can be reduced to 
the primitive concepts of basic mathematics, 
such as emerged from the analysis of Russell 
and Whitehead. It would not be merely un- 
economic, it would be a sheer impossibility to 
continue work, at the higher level without these 
lower-level foundations. 

Reductionism Ys not an immediate tactic for 
tbe tasks in hand, but more in the way of an 
ultimate strategy. We can, in fact, postpone the 
aim of explaining wholes from an understanding 
of their parts, i.e. the aim of reductionism, and 
let it fulfil itself in its own time. Not so long ago 
it would have been unimaginable to explain the 
physical properties of water, a higher-level 
whole, from the known properties of hydrogen 
and oxygen. With modern conceptions of 
atomic structure this is no longer so. But the 
reductionist bridge from higher to lower levels 
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requires bridge-heads, that is the product of a 
mass of work done mainly at the lower level, 
and available only after the more fundamental 
science has conquered a wide territory. Needless 
to say, it is not necessary to wait so long to do 
scientific work at the higher level. While waiting, 
perhaps without enthusiasm, for the reductionist 
bridge, the worker on the higher level makes do 
with higher level concepts, such as behavioural 
concepts and not neurophysiological ones. 
Analysis goes on perhaps without or with only 
tentative contacts with lower level concepts. 

Reductionism is now an unfashionable con- 
cept, and in some areas causes a smart inflam- 
matory reaction, a fate which has met the gene 
theory of schizophrenia, for instance. The 
respect in which reductionism is held is the 
lower the higher in the hierarchy of sciences that 
we go. At the highest level of all, in sociology, it 
is usually emphatically rejected; the reasons are, 
perhaps, not far to seek. Every young science 
establishes its independent worth by operating 
with concepts referent to its own field, and there 
is a tendency to reject the applicability of lower 
level concepts. There is an unreasoning fear that 
if they are allowed to intrude the whole new 
growing science might be taken over by strangers 
coming up from below stairs. This is a delusion: 
in the main the higher level concepts are the 
ones appropriate to their field, and will only be 
made more precise if they can be shown to be 
translatable into lower Jevel terms (in much less 
concise and manageable form). While guarding 
his working tools, the higher level scientist 
should not reject the possibility that one day 
the concepts with which he operates may prove 
to have such translations; it is a future to which 
he should look forward with hope. 

However, while reductionism reigns in the 
basic sciences, as we proceed drom lower levels 
up the hierarchy we see an increasing tendency 
to separatism. Separatism becomes almost 
inevitable when workers at a lower level take 
little interest in what is going on on the floor 
above. Physicists for a long time bothered 
themselves little with chemistry, but in the 
end a whole new science of physical chemistry 
had to be built up on the mezzanine. We can 
probably look forward to Departments and 
Chairs in molecular physiology, physiological 


psychology, etc. However independent two 
Sciences may seem to be, there is some informa- 
tional feed-back from the higher level as the 
workers there respond to what is going on under 
their feet. In psychiatry we have suffered very 
much from the scepticism and suspicion with 
which our problems have been regarded by 
those medical scientists whose fields are basic to 
our own. 

However inevitable it is, however necessary 
a certain degree of separatism may prove to be; 
in the long run it is bound to prove unsatisfying. 
For a fundamental and enduring advance, the 
empiricist has to explain the phenomena of a 
higher level as implied by the simpler and more 
secure laws of a lower level. More and more the 
biologist is having to build his foundations on 
molecular biology; and the psychologist is seeing 
to it more and more that his findings are 
meaningfully related to neurophysiology, endo- 
crinology, chemical physiology and genetics. 
This dialectical process has been described and 
discussed by O’Neil (1969). 

The separatists, who have taken their stand 
on there being fundamental discontinuities 
between the sciences, who in the past thought of 
a gulf between inorganic processes and the 
organic processes of living matter, and later of a 
gulf between the bodily processes of living orga- 
nisms and their mental processes, and still later 
of a gulf between the behaviour of individuals 
and that of communities and societies—stage 
by stage these separatists have had to see these 
gulfs being spanned by bridges, fragile and 
filamentary to begin with, but later by secure 
highroads. 

Workers at all levels naturally object to the 
view that the phenomena with which they are 
concerned are ‘nothing but’? more elaborate 
forms of what is being observed at a lower level. 
There has been a tendency to adopt a compro- 
mise between separatism and reductionism, 
which O’Neil proposes to call ‘emergentism’. 
On this view, for instance, the properties of 
living matter emerge only when non-living matter 
is arranged in certain ways. The new properties 
are those of the arrangement, the higher-order 
structure, the gestalt, the whole which has been 
created from non-living parts. ‘It is argued that 


not only are these properties of the whole not * 
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present in the components but also that they 
are not deducible from propositions about the 
properties of the components’ (O’Neil). 

As science advances, the position of the 
emergentist gets more and more eroded. It can 
no longer be maintained that the properties of 
FLO are not to be deduced from the properties 
of H and O atoms. Similarly some biological 
events are on the way to becoming deducible 
from lower level considerations. To permit 

*the reduction, with explanations of higher level 
phenomena being translated into forms implied 
by lower level laws, certain supplementations 
are required. This will be first in the definitions 
of terms, ‘gene’ for instance being translated 
into a run of treads in the DNA staircase. By 
this the higher level term is not deprived of any 
ofjts existing meaning, but gains something new. 
Secondly there have to be supplementary laws 
or hypotheses, e.g. of a statistical kind. Thirdly, 
there has to be work done towards a union of 
discourse between workers on both levels, 
requiring a degree of goodwill, for the hypo- 
theses thrown up at the higher level to find firm 
bases below. 

The reductionist and the emergentist agree 
upon the unity of the sciences, and find them- 
selves at variance with separatists of all kinds, 
vitalists, dualists and mystagogues who, like 
Golla, posit an ultimate limit to the compre- 
hension of observable reality. In biology and 
psychology, emergentism is likely to hold the 
field for a long time to come, even if reductionism 
offers important hopes for the future. Emergen- 
tism is a model for present understanding; 
reductionism is too poorly armed to make a good 
model, but it is something different, a research 
strategy for the future. If these two views are 
likely to be with us as far as a prophetic eye can 
see, separatism, which is a kind of obscurantism, 
seems to be doomed. 


SUMMARY 


The question whether psychiatry is or can 
aspire to be a science is an important one. Two 
answers are examined, given respectively by 
Edward Mapother and Frederick Golla in the 
mid-thirties of this century. They are both 

» regarded as insufficient, in different ways, and 
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ways which are relevant to present-day under- 
standing. 
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GLOSSARY 

(a) from <A Comprehensive Dictionary of Psychological and 

Psychoanalytical Terms by Horace B. English and 

Ava Champney English, New York, London, 

Toronto (Longmans, Green and Co.), 1958: 
determinism: the doctrine that an event is completely 
explicable in terms of its antecedents. Applied to human 
actions it holds that, given complete knowledge of condi- 
tions, one would have complete knowledge of how a 
person will—indeed must—act. In effect, if not in theory, 
some degree of determinism is postulated in all scientific, 
as well as practical, psychology. 
dualism: any of several philosophical theories that admit 
of two fundamentally different sorts of principles or entities 
in the universal, usually conceived as mental and material. 
emergentism: theory that objects or phenomena have 
emergent properties; the view of emergent evolution, 
which holds that combinations of elements may result in 
something new that was unpredictable from knowledge of 
those elements. Specifically, it is hypothesized that life, 
or livingness, is such an emergent property; and that mind, 
or the property of being conscious, is an attribute of 
living matter when it reaches a certain state of complexity. 
Disig. fr. Gestalt theory, which takes the wholeness 
property as given rather than evolved from combinations 
of simpler components. 
idealism: philosophical doctrine that interprets the 
ultimate reality of the universe in terms of mind or self or 
spirit. * 
materialism: a philosophical view, now nearly obsolete, 
that matter is the only kind of reality. 
nominalism: the doctrine that holds that concepts, 
abstractions, or universals are but words, and that only 
concrete particulars are real. 
reductionism: a general point of view which holds that 
complex phenomena are to be understood and explained 
by analyzing them into ever simpler, and ultimately into 
strictly elementary components. 
vitalism: the doctrine that living substance has a ‘plus’ in 
addition to, or over and above, its physicochemical 
constituents. 
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(b) from The Encyclopedia of Philosophy ed. Paul Edwards, 
New York (The Macmillan Company), 1967. 

instrumentalism: instrumentalists assume that theories 
have the status of instruments, tools, or calculating devices 
in relation to observation statements. In this view it is 
assumed that theories can be used to relate and systematize 
observation statements . . . but no question of the truth or 
reference of the theories themselves arises. 

materialism: is the name given to a family of doctrines 
concerning the nature of the world which give to matter a 
primary position and accord to mind (or spirit) a secondary 
dependent reality or even none at all. Extreme materialism 


asserts that the real world consists of material things, 
varying in their states and relations, and nothing else . . . 
Materialist doctrines have never lacked critics and 
detractors, for they require that some of mankind's more 
cherished beliefs and hopes be abandoned. [This is 
extracted from an article extending in double columns 
over 10 pages, one of them devoted to a section on con- 
temporary materialism, with 15 references to recent literature. 
It seems that the philosophical standing of materialism has 
been transformed by recent advances in neurophysiology, 
chemical physiology, communication theory, еіс. E.S.] 
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He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society. 
The evidence of Nardil’s effectiveness 
in phobic states is increasing with usage. 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition. 
"Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months"!, 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 


m most valuable drug for combination 
this therapy in the treatment of phobic states. 
“And patients with atypical depression, 
LÀ 


particularly those in whom phobic 


anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
e | " d ofan MAO inhibitor, such as phenelzine, 


with chlordiazepoxide or diazepam"? 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 

1 Brit. 7. Psychiat., 117, 237, 1970. 

2 Practit., 205, 307, 1970. 


NARDIL 


Full information available on request. 
William R. Warner & Co. Ltd., 
Eastleigh, Hants. 

Telephone Eastleigh 3131 AA 
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(flupenthixol decanoate)' 


the first non-phenothiazine 
long-acting neuroleptic injection 
for patients suffering from 


schizophrenia |- 


* 


LÀ 


Lundbeck Limited are pleased to announce the introduction of 
Depixol. It has 

inherent antidepressant activity 

ж lower incidence of side effects 

x duration of action 2-4 weeks 


Depixol is an effective antipsychotic indicated in the management 
of schizophrenic patients, particularly those who are withdrawn, 
apathetic or anergic. 

The incidence of side effects with Depixol appears to be less than 
with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 
should be initiated with a test dose of 20 mg (1 m!) followed 7-10 
days later by a further dose of 20-40 mg (1-2 ml), depending on 
the patient's response, Thereafter 20-40 mg (1-2 ml) should be 
given every 2-4 weeks. 

Contra-indications and side effects. 

Depixol is not recommended for patients who are overactive or 
excitable since its activating effect may lead to exaggeration of 
these characteristics, The commonest unwanted effects are extra- 
pyramidal symptoms. Occasional depressive reactions have been 
reported, but they appear to be less frequent than after other 
depot neuroleptics. 

Depixol is a 2% solution of'flupenthixol decanoate in thin vegetable 
oil. It is presented as 20 mg (1 ml) and 40 mg (2 ml) ampoules. 
Depixol treatment should be initiated by a psychiatrist, 
preferably in hospital. 


References: Hall, P and Coleman, Jean (1972) Brit. J. Psych. 120, 241-2 Enerheim et al (1970) 
Nord Psykiat T. 24, 239-44 Jorgensen et al (1971) Acta Pharmacol. et Toxicol, 29. 339-58 


LUNDBECK LIMITED | lle 
The Green, Welwyn, Herts. 
Holders of product licence no. 0458/0007 Made in Denmark by H. Lundbeck & Co. A/S. 


Depixol is a registered trade mark 
Further information available on request, 
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Mutism Induced by Phenothiazines 


By SIMON BEHRMAN 


The purpose of this communication is to 
present a group of patients who, while receiving 
treatment with one of the phenothiazine deriva- 
tives in average range of doses regarded as 
su&table for adults, developed a syndrome 
comprising mutism and a number of other 
neurological features. In the majority of these 
patients speech loss is almost complete; but, 
unlike aphasics, they may respond to repeated 
questioning by simple utterances usually spoken 
in a whisper, or else are capable on rare occa- 
sions, quite unexpectedly, of delivering remarks 
which are appropriate and may be spoken 
normally. Speech deprivation is as a rule asso- 
ciated with an inability to communicate either 
by gestures or writing and also an inability to 
perform many customary tasks. Mutism is, 
therefore, not an isolated disability, but is 
associated with a wide range of disturbances of 
behaviour and of level of consciousness. In 
addition, some of the patients exhibit one or 
more of the neurological toxic phenomena 
encountered in the course of medication with 
phenothiazine derivatives, e.g. akathisia, buccal 
dyskinesias, dystonias, tremor and parkinsonism. 

Included in this series of eleven cases are nine 
patients who received known psychotropic 
drugs, namely trifluoperazine (four), chlor- 
promazine (five), and promazine (one). There 
were also two patients who had received psycho- 
tropic drugs the identity of which remained 
unknown. Five of these patients had suffered 
from depression before the administration of 
the drugs, four from schizophrenia, one from 
hyperemesis gravidarum, and one patient was 
mentally subnormal. Analysis of the clinical 
features of these cases reveals that the pattern 
of phenothiazine mutism is broadly as follows. 
Some time after commencing treatment with 

. one of these drugs, usually on account of 
mental symptoms, often of minor severity, an 
eabrupt change is observed in the clinical 
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picture. This change has in one patient occurred 
within one week after commencing treatment, 
but usually it is noted within a few weeks. In 
several cases the interval was of the order of 
twelve to eighteen months. Disturbance of 
vocalization resulting in aphonia with some 
impairment of articulation is frequently among 
the first changes to be noted. These often escape 
notice until loss of vocalization leads to almost 
complete rautism. The phase when speech is a 
barely audible whisper, with slurring of syllables 
and tendency for sentences to end in an un- 
intelligible mutter, is followed by loss of 
vocalization. Concomitant with these develop- 
ments there appear in about half of the patients 
the well-known neurological side-effects pro- 
duced by phenothiazines. Persistent stereotyped 
activities and difficulty in rising from the seated 
position, features which were exhibited by two 
patients, probably fall into this semiologic 
category. 

Disintegration of mental functions proceeds 
apace, but because of mutism this can only be 
recognized by progressive failure to perform 
accustomed tasks and by departures from 
routine behaviour. Household duties are neglec- 
ted and favourite television programmes are 
ignored. In view of the general inability to 
react it becomes difficult to decide to what 
extent loss of mental alertness is due to failure 
of comprehension. The patient becomes in- 
creasingly more jnert and lapses eventually, 
either slowly or rapidly, into the fully developed 
syndrome which Cairns termed ‘akinetic mutism’ 
and which he has portrayed so vividly: ‘the 
patient makes no sound and lies inert, except 
that his eyes regard the observer steadily, or 
follow the movement of objects, and they may 
be diverted by sound. Despite his steady gaze, 
which seems to give promise of speech, the 
patient is quite mute, or he answers only in 
whispered monosyllables. Usually there are no 
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movements of voluntary character; no restless 
movements, struggling or evidence of negativism. 
Emotional movement also is almost in abeyance. 
The patient swallows readily but has to be fed 
. . . there is total incontinence of urine and 
faeces’ (1). 

In six cases in this series mutism gradually 
remitted when phenothiazine medication was 
stopped. In one patient who developed mutism 
within one week of commencing medication all 
symptoms cleared within one week of suspending 
treatment, but in the remaining cases progress 
was much slower and was measured in months 
rather than weeks. In one patient recovery was 
incomplete. One patient in this series (Case 10) 
was admitted deeply unconscious after he had 
taken a large number of capsules and tablets 
prescribed for his wife. (Though the exact 
identity of these is not known, they can be 
presumed to have been of a psychotropic 
nature). When he recovered consciousness it 
was noted that he was speaking in a whisper. 
Three years later he still exhibits severe impair- 
ment of vocalization, associated with minor 
parkinsonian features and continuous complex 
bucco-lingual dyskinetic movements. Since, as 
far as can be established, he has not received 
any phenothiazine treatment in the interval, 
these disabilities must be presumed to be 
permanent sequelae of self-poisoning. Three 
cases have not been observed long enough to 
determine the extent of recovery. In one severe 
long-standing case (E.M.B., no. 4), death 
occurred two months after phenothiazine treat- 
ment was stopped. One patient (M.F., no. 7), 
who during the period of mutism betrayed no 
interest in her surroundings, stated on recovery: 
‘I was quite unaware of what was going on. 
Now I am beginning to realize what is happen- 
ing. I don’t know when I ,came here; I was 
surprised when І was told it the the rst March’. 
This period of amnesia was approximately of 
three months’ duration. 


Dracnosis 
Because of the recent history of mental 
symptoms, the disturbances of vocalization— 
manifesting as aphonia ог mutism—were often 
ascribed to hysteria or schizophrenia. In some 
the abrupt onset of mutism was thought to be 
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due to aphasia. Because of associated inertia, 
mutism in some was regarded as manifestation 
of severe mental depression or of dementia. 
In view of the latter diagnostic possibility three 
patients were referred to a neuro-surgical unit 
as suspected cases of intracranial neoplasm. 
Chorea-like dyskinesia with mutism suggested 
the diagnosis of Huntington’s chorea in one 
case (Case 1). In another case (Case 4), mutism 
and loss of psychomotor activity, as manifested 
in a fully developed syndrome of akinetit 
mutism, suggested the diagnosis of catatonic 
stupor. A combination of mutism and reduged 
psychomotor activity can be engendered by a 
number of different pathologies. Occlusive 
disease of the vertebro-basilar arterial tree may, 
in apoplectic fashion, give rise to two distinctive 
syndromes simulating akinetic mutism (2, 3). 
In delineating the nosography Cairns was aided 
by the facility with which the syndrome of 
akinetic mutism could be removed in his original 
case by the simple procedure of tapping a cyst 
of the third ventricle (1). Without such adventi- 
tious aids the fully developed syndrome of 
akinetic mutism lacks precise diagnostic signi- 
ficance. Impairment of vocalization preceding 
the development of akinetic mutism will, 
however, lend greater accuracy to the diagnosis. 
A review of cases presented here helps to esta- 
blish that reduced vocalization may be regarded 
as the first manifestation of akinesia. Cairns had 
also observed mutism without akinesia in ‘third 
ventricle lesions’ but gives no further details of 
these cases (4). 

A pre-condition to reaching any diagnosis is, 
of course, the awareness of this diagnostic 
possibility. Diminished vocalization leading to 
mutism in a patient receiving phenothiazine 
derivative should always arouse suspicion of 
idiosyncrasy to the drug, especially when the 
mutism is associated with some other well 
recognized manifestations of such idiosyncrasy. 
Failure to recognize the early manifestations of 
phenothiazine mutism may have catastrophic 
results, as the following case (Case 4) illustrates: 
The patient was referred for psychiatric treat- 
ment because of anxiety and worry. According 
to her husband, treatment (with chlorproma- ,’ 
zine) resulted after ten months in a ‘complete 
loss of speech’. Though helpless, she remained. 
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fully ambulant for several years. Following the 
resumption of this treatment recently she deve- 
loped in addition complete akinesia, which 
passed into a state of coma vigil, as depicted by 
Cairns and resulted in death. A measure of the 
frequency of this phenothiazine reaction is 
provided by the fact that the eleven cases in 
this series were personally encountered within 
one year. 

Currey has recently drawn attention to the 
fact that, while measurements of urinary 
excretion of chlorpromazine indicated 100 per 
cent absorption, the drug concentration in the 
plasma is a widely variable fraction of the oral 
dose, the fractions ranging from 1 per cent to 
то. per cent (5). Unfortunately, it was not 
possible to study the concentration of pheno- 
thiazine compounds in the plasma in any of 
the patients in this series. However, one of the 
patients (Case 2), shortly after commencement 
of chlorpromazine treatment, became ‘un- 
cooperative, assaultive, fearful and hostile’. 
Currey has described such enhancement of 
‘signs of schizophrenia’ in cases in which the 
plasma levels of the drug were exceptionally 
high. The reaction exhibited by Case 2 may 
therefore be regarded às pointing to similar 
high plasma concentration, and the subsequent 
rapid development of the syndrome of mutism 
may conceivably also be ascribed to this cause. 
When treatment was stopped this patient made 
a complete recovery after an interval of about 
two months. An analogy is provided by pheny- 
toin intoxication, which can be correlated with 
concentration of the drug in the blood. Those 
individuals who have an inborn enzymic 
deficiency, which renders them incapable of 
metabolizing the drug, show a low tolerance and 
a high blood level as soon as treatment with 
phenytoin is initiated. Those who are able to 
metabolize the drug maintain their tolerance 
indefinitely. However, intoxication, with a 
corresponding rise in the blood level of the drug, 
may appear later as a result of one of a number 
of known inter-current factors, or sometimes for 
no apparent reason (6). Some such model helps 
to explain the recurrence of mutism in the same 
patient when treatment with phenothiazine was 
resumed after an interval (Case 5, J.B.B.) and 
ealso those cases in which mutism developed 
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after long periods of medication. Like phenytoin, 
phenothiazines are also capable of causing 
permanent neurological damage (7). 

It would appear from the elegant experi- 
mental work of Bradley and his team that the 
basis for the central action of chlorpromazine 
is the selective block to neuronal activity 
mediated by noradrenaline as an excitatory 
transmitter (8). Such interference would explain 
the suppression of extra-pyramidal and the 
rostrally projected reticular systems (8), which 
would manifest as parkinsonism and akinesia 
respectively. About half the patients in this 
series exhibited both these phenomena. 

There is evidence that cortically induced 
motor activity is enhanced and facilitated by 
stimulation of sites extending caudally from the 
ventral diencephalon to the bulbar reticular 
formation (9, 10), so akinesia may be due to 
deafferentiation of the cerebrum from the acti- 
vating influences of the ascending brain-stem 
reticular formation, due to dopamine blocking 
action. Drugs depleting dopamine may have a 
similar effect. 


Салве Нізторікѕ 


Case т. M.G., aged 58 

22.9.71. Patient, a perplexed and solitary figure, was 
observed shuffling aimlessly round the docks at Dover. As 
she was mute when interrogated, she was sent toa psychiatric 
hospital after her identity was established by examination 
of her documents, which also showed that she had just 
arrived from France. She was thought to be suffering 
from Huntington’s Chorea. In hospital, after repeated 
questioning, she gave her first name in a whisper. She 
exhibited pronounced dyskinesia mainly of facio-buccal 
distribution. 

6.10.71. Speaking, albeit haltingly, without disturbance 
of phonation or of articulation, Able to write. Somewhat 
more restless than’ before, and although given to stereo- 
typed movements, virtually free from oral dyskinesis. 

20.10.71. Voluble and relaxed. She stated that she was 
recently admitted to a hospital in France on account of 
‘depression; I had funny noises in my head; I heard 
voices talking to me in French. I had to have injections’. 

23.10.71. Information was received from France that 
she had been treated with Stelazine on and off for about 
three years. 


Case 2. W.B., aged 54 

9.4.71. On admission patient, described variously as 
‘burnt-out schizophrenic’ or ‘eccentric recluse’, was 
evidently able to give a detailed clinical history. 

10.4.71. Treatment with chlorpromazine by injections 


commenced. 
\ / 
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19.4.71. Patient reported to be aggressive. 

23.4.71. ‘Withdrawn and aggressive’. 

7.5.71. ‘Less aggressive but remains withdrawn.’ 

27.5.71. Chlorpromazine treatment discontinued. Given 
Stelazine 5 mg. t.d.s. 

June 1971. Parkinsonian features noted. 

Course of electroplexy. 15.7.71. Stelazine stopped. 

15.7.71. ‘After wandering aimlessly in the wards, 
patients takes himself to the nearest bed where he lies 
relaxed with eyes closed, probably not asleep.’ Repeated 
simple questions might elicit a monosyllabic reply. 
Exhibited emotional reactions to painful stimuli. Was 
incontinent. Neurological examination—as far as possible 
—failed to reveal anything abnormal. 

2.9.71. Some improvement in his condition, since he 
appeared to be less withdrawn than on 15.7.71. ‘When 
seriously frustrated he reacts by a vehement flow of 
words.’ 

24.9.71. Had fully recovered normal speech. His 
behaviour in the ward was reported to be free from 
obvious aberrations. 


Case 3. D.H., aged 94 

1970. ‘Started to get worried—-afraid police were coming 
after him because he had stolen things'. According to 
referring psychiatrist, 'after successful treatment of 
depression with ECT, patient developed what initially 
appeared a hysterical state', characterized by aphonia. 
Patient's wife stated that before losing his speech he spoke 
in a whisper. Following ECT, treatment with Largactil 
25 mg. t.i.d. was continued. When, however, speech loss, 
which he developed a few months later, failed to show any 
improvement, his wife on her own initiative stopped 
Largactil treatment. When seen two months later, he was 
still mute. He was able to dress himself, but unable to 
sign forms. 

Neurological examination negative. No parkinsonian or 
dyskinetic disturbances. 

Recovered normal speech abruptly three weeks later. 


Case 4. E.M.B., aged 59 

Summer 1967. In normal health, working as manageress 
of a store. 

November 1:967. Following husband's retirement, the 
family moved to country, for which she had ‘no enthu- 
siasm’, Became 'weepy! and treated with Librium, 
Tryptizol and Valium. Because ‘worried about little 
things and fear of dark’ referred to psychiatrist. 

May 1968. Treatment with chlprpromazine 50 mg. 
t.d.s. and Concordin 5 mg. t.d.s. 

Summer 1968. Began to speak in a whisper. 

December 1968. "Unable to speak'. 

January 1969. ‘Lies expressionless in bed; most of the 
day stares into space; speaks in monosyllabic drawl which 
is difficult to understand, but answers are relevant and to 
the point. 

Air encephalogram reported as early cerebral atrophy. 
Treatment continued with capsules Stelazine 10 mg. daily 
and Tryptizol 25 mg. daily. 

13.5.70. Admitted to psychiatric hospital. ‘Patient does 
not speak, but responds to polite request to sit down; she 
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knows what to do when shown the door." оцене to be a 
case of catatonic stupor. 

24.4.71. "Unable to speak—it commenced with slurring 
of speech—unable to read or write—dresses herself but 
gets clothes inside out. Ambulatory. Following admission 
оп 18.5.71 treated by repeated injections of Largactil 
100 mg. and chlormethiazole. 

26.7.71. Akinetic mutism; unable to swallow. Died two 
months after discharge from hospital following a period of 
coma vigil. No post-mortem was performed. 


Саз 5. 7.B.B., aged 46 

16.9.70. Admitted in 1954 from an institution for 
mental defectives because of auditory hallucinations and 
combative behaviour. Over the years her condition had 
remained substantially unchanged. In July 1970 she 
became more restless and agitated than usual and she was 
given Stelazine, the dose of which was increased to 10 mg. 
tds. 

1.8.70. Stelazine treatment discontinued. 

11.8.70. Entry in medical records to the effect that 
patient was ‘very parkinsonian’. * 

16.9.70. Patient, who was lying in bed in supine position, 
was mute but accessible to ordinary stimuli. Almost 
continuous buccolingual dyskinesia. These abnormal 
movements included lateral movements of the mandible, 
rolling movements of the tongue and also a variety of facial 
movements, some of them resulting in narrowing of 
palpebral fissures, retraction of angles of the mouth with 
exposure of tecth—the whole producing the effect of 
classic ‘risus sardonicus’. Dystonia especially evident at 
the right wrist which intermittently became flexed excess- 
ively, while the hand assumed the ‘obstetric’ position, as a 
result of flexion at the knuckles, extension at the inter- 
phalangeal joints and adduction of the thumb. The 
fingers of the left hand were maintained in full extension. 
Both arms, which were adducted at shoulders and flexed 
at elbows, resist passive movements. The legs were 
extended. 

23.12.70. Mutism, dystonias and dyskinesias described 
in the previous report had disappeared. 


Case 6. E.B., aged 52 

A trained nurse, who had received psychiatric treatment 
for several attacks of paranoid schizophrenia. 

Ten months after admission she was well enough to 
apply for the post of assistant matron. She became 
depressed when she failed to secure the appointment. 

22.10.70. Very depressed and withdrawn. Treatment 
with Stelazine 10 mg. t.d.s. commenced. 

27.10.70. ‘Slow in walking; disorientated in time,’ 

31.10.70. Confused. 

1.11.70. Vomited at times. 

2.11.70. Has to be hand-fed. 

9.11.70. ‘Incontinent at times. Still confused and mute; 
has to be fed.' Tablets of Stelazine discontinued—given 
Stelazine syrup 10 mg. t.d.s. instead. - 

14.11.70. Semi-conscious, but rousable. 


stopped. 
16.11.70. Admitted to Regional Neuro-surgical Unit. , 


Stelazine 
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Mute. Lying with arms adducted at shoulders and flexed 
at elbow; legs also in position of flexion. Sleeping unless 
roused when she exhibited dyskinesis of the mouth, of 
slight degree. 

Skull and chext X-rays—normal. 

Right carotid arteriogram—normal. 

Lumbar air encephalogram—normal. 

C.S.F.—normal. 

Brain scan—normal. 

Cortical biopsy demonstrated normal brain tissue. 

EEG—bilateral high voltage continuous slow waves 
(34 с/в) occasionally followed by spikes. 

e* 12.12.70. Occasionally gave monosyllabic answers to 
questions. Flexion contractures of limbs. 

23.2.71. Conscious and orientated. 

*5.11.71. Remained reluctant to engage in verbal 
intercourse which, despite all encouragement, was reduced 
to occasional few words, articulated normally. Prefered to 
communicate by means of gestures. The nursing staff fully 
comfirmed these observations. Able to walk slowly with a 
walking aid, and to do some embroidery. However, when 
left alone, she remained silent and motionless. Occasional 
trae of buccal dyskinesia. 


Cass 7. M.F., aged 45 

Patient, who was admitted on account of recurrent 
depression, was given the following treatment. 

21.10.70. Largactil roo mg. t.d.s. 

22.10.70-9.11.70. Largactil 200 mg. t.d.s. 

10.11.70—25.11.70. Largactil 100 mg. four times daily. 

Mid November. She became vague. 

26.11.70-5.12.70. Largactil 50 mg. t.d.s. 

11.12.70. Odd, atypical mental state. 

23.12.70. She was statuesque in her bearing, appeared to 
betray no interest in the people around her and gave the 
impression of dissociation from her surroundings. When 
addressed she turned towards the interlocutor, without 
exhibiting any change of facial expression and remained 
mute, Áfter an unconscionable pause she would answer 
appropriately, but always in one or two words, never 
forming a sentence, Occasionally the word uttered sugges- 
ted echolalia, e.g. ‘Why do you keep rubbing your finger ?? 
‘Finger.’ Her writing was more deft than might have been 
expected from the fruitless attempts to engage her in 
conversation. She was able to rise with some difficulty into 
the erect position. During the interview she was often 
seen to rub different parts of her body for long periods. 
She walked without swinging her arms, and on turning 
round moved en bloc. She was unable to identify her bed 
in the ward. She was not incontinent. When left alone she 
frequently rose from her seat and walked about aimlessly. 
No dysphasia was demonstrable, yet tardiness and poverty 
of speech rendered communication difficult and precluded 
a satisfactory psychiatric assessment. Neurological exami- 
nation was otherwise negative. 

Early January 1971. Patient still mute. 

3.3.71, When asked for comments on her recent 
improvement she stated: ‘I was quite unaware of what 

+ was going on. Now І am beginning to realize what is 
Eoing on around me— am taking notice of what is 
e happening. I don’t know when I came in. It shook me and 
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I was surprised when I was told it was the 1st March’. She 
admitted that, though she ‘wasn’t bouncing with energy 
or joy', her mental state had greatly improved. She did 
not then show any of the clinical features which were so 
conspicuous before, viz. oligokinesis, diminution of asso- 
ciated movements, poverty and retardation of speech 
without evidence of aphasia, tendency to echolalia, 
tendency to habit rhythmias and impairment of postural 
reflexes required for rising from the sitting position. 


Case 8. K.W., aged бо 

1967. ‘Hallucinations and paranoid ideas.’ Since 1968 
treated at home with chlorpromazine, imipramine and 
Stelazine. 

1969. EEG normal. 

May 1970. Admitted to hospital in a ‘neglected state 
with bedsores’. 

July 1970. She was mute, but on repeated behest would 
occasionally answer questions either by a grunt, or a 
single word, articulated clearly. Unable to feed herself. 
Had on occasions been seen to snatch food served to other 
patients. Unable to rise from the sitting position unaided. 
With considerable assistance she could get into the up- 
right position and then walked without help—upper part 
of body inclined forwards and without swinging arms. 
The continual rocking and swaying, when she was sitting, 
was only interrupted when she rubbed her varicose ulcer. 
Little or no response on command to perform simple 
actions, though she performed these actions readily in an 
imitative way, e.g. touching chin, lifting each knee 
alternately, ec. Not incontinent. 

Serum caeruloplasmin—normal. 

Skull and chext X-rays—normal. 

Lumbar air encephalogram—normal. 

R.H.1I.S.A., G.S.F., Absorption test—normal. 


Case 9. P.K., aged 24 

A young woman was admitted to hospital on account 
of hyperemesis gravidarum and treated with promazine 
hydrochloride 25 mg. t.i.d. One week later vomiting had 
stopped, but she developed aphonia, pronation-supination 
tremor of both arms and inability to stand without falling. 
In addition, she exhibited poverty of facial movements. 

Within one week of cessation of treatment with pro- 
mazine hydrochloride, all her signs and symptoms had 
remitted. Subsequent course of pregnancy was normal 
and uneventful. 


Case то. J.W.M., aged fr 

4.5.71. In 1966, shortly after the death of his wife, 
patient re-married. His new wife and step-children moved 
into his place, with consequent overcrowding. Marital 
difficulties arose, and a crisis was precipitated in 1967. 

11.3.68. Patient admitted to hospital deeply un- 
conscious after he had taken a large number of capsules 
and tablets prescribed for his wife. Patient was treated for 
a time in a respirator with intravenous diuresis. 

14.3.68. Will open eyes on command. 

16.3.68. Answers questions. 

19.3.68. ‘Coherent but low voice.’ 


11.4.68. Discharged. 


Ug 
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29.4.68. ‘Low voice, bed-sores.* 
6.6.68. Separated from wife. 

17.6.68. Labour Exchange refused employment ‘because 
of his voice’, 

11.3.69. Seen in E.N.T. Department, when he com- 
plained of ‘loss of voice and balance since May 1968’. 

No further medical notes available until October 1970. 
Since admission submitted to abreactive treatments. 
During these procedures his phonation and articulation 
remained unchanged. Slight but definite ‘rigidity’ of 
facial expression; generally tremulous; shows slight 
tendency to retropulsion on rising from sitting position. 
Speech mostly unintelligible, due to aphonia and dysar- 
thria. In addition he shows continuous complex bucco- 
lingual dyskinetic movements. 


Case 11. M.K., aged 60 

February 1969. Agitated paranoid state requiring 
institutional treatment, which was continued until July 
1969. Following discharge from hospital received psycho- 
tropic treatment prescribed by various members—perma- 
nent and temporary—-of a group practice. 

August 1971. While receiving treatment, with regard to 
which there is some uncertainty, her mental symptoms 
recurred abruptly. She began to speak in a whisper and 
her husband ascribed this to patient's fear of being over- 
heard. However, in previous attacks ‘her remarks which 
were of course, delusional and without foundation, were 
always made in a good clear voice’. At first ‘she was walk- 
ing up and down, and it was a job to get her to bed’. 

September 1971. ‘She sleeps terrific, like a log—eating 
twice as much as she used to—-last night she was standing 
there rigid, doing nothing. She stands there and watches 
me cooking and if I am doing something wrong she gets 
hold of me as though she is dumb. When she gets up in the 
morning, she stands and looks at her clothes—she doesn’t 
seem to know what to put on first--I give her the first 
item and she'll put it on—and then she won't make 
another move as regards what to do next—then I give her 
the next thing to put on. Sometimes when she is com- 
pletely dressed she wants to undress herself and I have to 
be a bit harsh with her.’ 

Patient was mute. À few words, uttered in response to 
repeated questions, were spoken in a whisper. She obeyed 
simple commands and was able to walk normally. Poverty 
of spontaneous activity imparted a stafuesque appearance 
but without a trace of parkinsonism, 

Neurological examination otherwise negative. 
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1.10.71. i.c. A fortnight after leaving off all medication, 

patient’s husband wrote: ‘at the time of writing, my wife 

has slightly improved both in conversation and in doing 
her home duties’, 

5.1.72. Able to converse freely. She stated: ‘I remember 

Y couldn't answer your questions when I saw you before.’ 


SUMMARY 


Based on a clinical analysis of її cases, a 
syndrome of mutism induced by phenothiazine 
derivatives, is described. A central feature was 
impairment of vocalization, the decline of 
which ranged from loss of phonation to angr- 
thria. Concomitant with these changes was 
diminution of psychomotor activities eventually 
leading to akinetic mutism (coma vigil). 
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Tardive Dyskinesia: Its Relation to Neuroleptic and 
Antiparkinson Drugs 


By IBRAHIM TUREK, ALBERT A. KURLAND, THOMAS E. HANLON 
and MARK BOHM 


Although accounts of neurological complica- 
tigns resulting from the use of neuroleptic drugs 
have consistently appeared in the psychiatric 
literature since the introduction of reserpine in 
the 1930’s, serious concern about the perma- 
nenice of these effects has been a rather recent 
development. As early as 1956, reports by Ey, 
Fatre, and Rappard (то) and by Hall, Jackson, 
and Swain (13) called attention to the persist- 
ence of extrapyramidal symptoms several months 
after the cessation of extended chlorpromazine 
treatment. Emphasis on the persistence of 
dyskinetic symptoms after extended treatment 
subsequently appeared in reports by Broussolle 
and Rosier (2), Sigwald, Bouttier, and Cour- 
voisier (20), and Ayd (1). In a survey of 
reversible and irreversible dyskinesia after 
treatment with reserpine, chlorpromazine, per- 
phenazine and ‘electroconvulsive therapy, 
Uhrbrand and Faurbye (22) noted the late 
appearance of the complication and termed it 
‘tardive dyskinesia’. 

According to a recent review by Crane (4), 
more than thirty publications have appeared 
reporting neurological disorders characterized 
by dyskinetic movements in the bucco-lingual 
area and extremities of chronic mental patients 
given major neuroleptics over prolonged periods. 
Although dyskinesia is reported to occur in all 
regions of the body (7, 8, 11, 12, 14) and in 
various clinical forms (choreic, athetotic, 
ballistic, and myoclonic (7), it is identified in 
more distinct and unique ways with orofacio- 
lingual movements (12, 24). These involve 
rhythmical forward, backward, and at times 
lateral movements of the tongue, either pro- 
truding between the teeth and lips or pushing 
' against the dental arch and cheeks. Lip smack- 
ång and chewing movements are added features 
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іп some patients. The incidence rate of this type 
of ‘irreversible’ dyskinesia among chronic 
hospital populations has been reported as 
ranging from ro to 23 per cent (11), although a 
recent report claims only rare occurrence (15). 
Part of the reason for this discrepancy lies in the 
lack of systematic investigation and follow-up 
information and in the difficulty in differ- 
entiating drug-induced from naturally occurring 
symptoms among the population in question. 

The claimed irreversibility of drug-induced 
dyskinesia is an especially controversial issue. 
Evidence from numerous independent sources 
has consistently revealed lack of improvement 
in the dyskinetic symptoms of a large percentage 
of patients during drug-free periods following 
prolonged neuroleptic drug treatment (3, 6, 17, 
22). Further, the results of at least three 
separately conducted studies-have shown anti- 
parkinson drugs to be of little value in reversing 
such symptoms (9, 16, 23). In spite of this 
evidence, and the claim by some authors that 
dyskinesia is the outcome of irreversible changes 
in the central nervous system (7, 11, 14), Kline 
(15) insists that irreversibility has not been 
satisfactorily demonstrated in previously re- 
ported cases in the literature and that there is a 
lack of convincing evidence from long-term 
follow-up studies. 

In view of these issues, the authors undertook 
the present study to observe and rate the extra- 
pyramidal symptoms of patients with tardive 
dyskinesia for a period of approximately one 
year. Specific aims were to investigate drug- 
induced motor disturbances in as systematic 
and quantitative a manner as possible in order 
to clarify the relationship of these abnormal 
movements to: (1) the cessation of neuroleptic 
medication; (2) increases in dosage levels; 
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and (3) the use of antiparkinson agents. 


Ме=тнор 

Eighty-eight chronic hospital in-patients were 
reported as exhibiting symptoms of tardive 
dyskinesia in a recent survey conducted by 
Crane at Spring Grove State Hospital. For 
present purposes, a detailed medical-psychiatric 
record, emphasizing family and personal histo- 
ries of neurological and psychiatric illness, was 
obtained on these and other later selected cases. 
Conventional neurological examinations were 
performed on the patients, and their clinical 
laboratory records were examined for evidence 
of liver dysfunction. On the basis of this material, 
cases with previous, non-drug-related physical 
conditions having a major bearing on the 
present dyskinetic symptoms were eliminated 
from further study. 

From a resulting sample of 56 patients, three 
groups were formed on the basis of the treatment 
they were receiving at the start of the study: 

(1) Patients receiving no neuroleptic drug 


(N — 8); 
(2) Patients receiving a neuroleptic drug 
(N = 32); 


(3) Patients receiving a neuroleptic drug in 
combination with the antiparkinson agent 
trihexyphenidyl (N = 16). 

All patients were then processed through four 
treatment phases lasting a total of 44 weeks. 
Following an initial two-week stabilization 
period, Phase I through IV lengths were 10, 
12, 10, and 12 weeks respectively. Throughout 
the entire study period, the original drug-free 
group served as a control group and was not 
given neuroleptic medication of any sort 
(Coded O-O-O-O).* For drug-tfeated patients, 
medication for the second and fourth phases 
was changed, while medication for the third 
phase was the same as that fbr the first. Except 
for one condition, assignment of these patients 
to various treatment schedules was non- 
systematic. For overriding clinical reasons, a 
few patients on high dosages of neuroleptic 


drugs were placed in the drug control group. 


* Throughout the text and tables, treatment phases are 
coded as follows: o == no drug; N = neuroleptic drug; 
A = antiparkinson drug; and 2 = double the original 
dosage. 
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The treatment schedules, illustrated in Table I, 
are described below: 

Of the 32 patients initially receiving neuro- 
leptic drugs alone, one sub-group of 16 con- 
tinued to receive their original drugs through- 
out the study. Dosage for 8 of these 16 patients 
was left unchanged (the drug-control group, 
coded N-N-N-N), while that for the other 8 
patients was doubled during the second and 
fourth phases (N-2N-N-2N). The second group 
of 16 were placed on interrupted drug schedules, 
medication for 8 of these cases was discontinued 
suddenly during the second phase and gradually 
during the fourth phase ((N-O-N-O)SG) ; for the 
remaining 8 cases, this sequence was reversed 
((N-O-N-O)GS). 

Of the 16 patients originally on neuroleptics 
combined with trihexyphenidyl, 8 were giving 
antiparkinson medication alone during the 
second phase and neuroleptic medication alone 
during the fourth phase (NA-A-NA-N). Again, 
this sequence was reversed for the remaining 8 
patients (NA-N-NA-A). 

Assessments of the dyskinetic symptoms of all 
patients were made on a bi-weekly basis by 
neurologically trained investigators (I.T. and 
M.B.) thoroughly familiar with the symptoms of 
tardive dyskinesia. Unlike the latter rater 
(M.B.) who was blind, the principal investi- 
gator (LI T.), responsible for symptom assess- 
ments in approximately three-fourths of the 
cases, also determined group assignment and the 
prescription of medication. At the end of each 
treatment phase, the blind rater made assess- 
ments of the symptoms of all cases. At these 
times also motion pictures were taken of 12 of 
the study's most prominent cases and were later 
rated under blind conditions for degree of 
dyskinetic symptom display by another of the 
present authors (A.K.). 

Mean ratings for each of the four treatment 
phases were determined by averaging the bi- 
weekly symptom assessments. Differences be- 
tween phases in these and in end-of-phase mean 
ratings for each subgroup were then examined 
by і for correlated means. Linear and cubic 
trends in mean results over the four treatment 
periods for each subgroup were determined by 
the trend analyses recommended by Shaffer et ` 
al. (19). The relationship of neuroleptic drug. 
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manipulation to ratings of filmed symptomato- 
logy was determined by applying Fisher's 
exact probability test to frequency results in 
the following 2 x 2 breakdown: Neuroleptic 
discontinued and Not discontinued/Improved 
and Unimproved. 


RESULTS 
Descriptive data 

Characteristics of the total and various sub- 
samples are presented in Table II. 

The majority of patients were between 50 and 
70 years of age; the mean age was 60. The male/ 
female ratio was 4 to 3. Most (71 per cent) of the 
patients were schizophrenic; the rest were 
classified as either mentally defective with 
psychosis or as displaying a chronic brain 
syndrome. The drug-free control group tended 
to be older (differing significantly from two of 
the experimental groups), and the drug-control 
group was composed solely of male patients, a 
result partially attributable to dosage deter- 
mined assignment to this particular subgroup. 
Lengths of stay in hospital for both neuroleptic 
drug discontinuance groups (N-O-N-O) were 
comparatively short. Also, 8 of the 15 non- 





I 
Taste I \B m 
Treatment schedules WS 0. 
Phase I Phase II Phase ПІ Phase IV 
Groups N (10 weeks) (12 weeks) (10 weeks) (12 weeks) 
Drug free control group , 
(1) © O-O-O-O .. ; No drug (O) No drug (O) No drug (O) No drug (O) 
Neuroleptic drug group : " 
(1) N-N-N-N .. 8 Initial drug Initial drug Initial drug Initial drug 
regimen ( regimen (N) regimen (N) regimen (N) 
(2) N-2N-N-2N .. 8 Initial drug Double Initial drug Double 
T regimen dosage (2N) regimen dosage (2N) 
(3) (N-O-N-O) SG 8 Initial drug Discontinue Initial drug Discontinue 
regimen (N) suddenly (O) regimen gradually (O) 
(4) (N-O-N-O) GS 8 Initial drug Discontinue Initial drug Discontinue 
regimen (N) gradually (O) regimen (N) suddeniy (O) 
Neuroleptic-antiparkinson 
combination grow 
(1) NA-A-NA-N Initial drug Antiparkinson Initial drug Neuroleptic 
. regimen (NÀ) drug only (A) regimen (NA) drug only (N) 
(2) NA-N-NA-A Өз 8 Initial drug Neuroleptic Initial drug Antiparkinson 
regimen (NÀ) drug only (N) regimen (NÀ) dius. only (A) 





schizophrenic patients were included in these 
two sub-groups. 

Table П also presents data relating to cumu- 
lative drug intake and dyskinetic symptom 
display at the initial baseline evaluation. Con- 
sidering only latest hospital admission in each 
case,* the average amount of total neuroleptic 
drug intake was -626 kilograms. This amount 
was administered for an average of 2,050 days, 
yielding an average daily dosage of approxi- 
mately 300 milligrams for the entire sample. 
Again the subgroups differed, the drug-control 
group having received the greatest amount of 
drug for the dongest period—slightly over 14 
kilograms over an average period of ten years. 
Members of the drug-free group had received 
drugs previously, but to a less extent as a group 
than the remaining subsamples. 

Severity of dyskinetic symptoms was deter- 
mined by summing o to 4+ rating scales 
covering ten separate areas of the body, 
including the head and upper and lower 


* Only three patients had been previously hospitalized 
at Spring Grove. The neuroleptic drug intake figures that 
follow were obtained by converting all drug dosages to 
equivalent chlorpromazine dosage. 
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TABLE II 
Sample characteristics 
Prior Baseline 
medication dyskinetic 
Diagnosis during present symptom 
‚ hospitalization 
eT > 
КЕ 
7? а dag р be y og 
le X gg i, 58 38 gi 34 
can ga 4, E og ox о: $2 S 
Groups М age Sex #8 9 y ‘ds E PE 50 * 
cb wr PR 3 ds 12 Pi ii dd y 
E 35 ОЕ <8 48 & m „ 
O-O-O-O 8 Ж 4{4 24019) 7 І 250 3:2 4:8 2:9 
N-N-N-N 8 54(9 8fo 22(11) 5 I 2 1,599 9*9 4:6 2:7 
N-2N-N-2N .. 8 HR 5/3 24(13 7 I 468 4'4 4'2 1*6, 
ONO) GS 1. 8  62(9 414 das 4 2 2 318 4°6 5:6 3:2 
(N-O-N-O) GS .. 8 63(13) 4/4 15(тї 4 I 3 719 5'5 6-2 2:7 
NA-A-NA-N 8 55() 3/5 23(13 8 443 бо 47 аса» 
NA-N-NA-A 8 62(12) 4/4 17(12 6 І I 620 4°5 5:8 3:6 
Total . 56 6o(10) 32/24 20(13) 4I 6 9 626 -6 5:1 2:7 








* Average drug intake was obtained by adding the total drug intake for all of the individuals in a group and 
dividing by 8. T'otal drug intake involved the conversion of all drug dosages to equivalent chlorpromazine 


dosage using the following ratios: chlorprothixene 1 : 
1 : 25; fluphenazine 1 : 100; and reserpine I : 100. 


extremities. The average of this score over the 
three evaluations made during the first month 
of the baseline phase was used as the measure of 
initial severity of dyskinesia. Mean results for 
all of the subsamples tended to be low, with 
predominant symptoms occurring in the region 
of the mouth. Severity of symptoms for the 
head, which include separate ratings for the 
mouth, tongue, and cheeks and eyes, was 
higher, although the overall mean score was 
still indicative of only ‘mild’ severity. 
Product-moment correlations between dyski- 
netic symptom severity and the variables, total 
drug intake and number of yegrs on medication, 
were non-significant for both 'total body' and 
head symptoms. This lack of relationship 
between symptom severity and drug usage 
agrees with the finding of Brandon, McClelland 
and Protheroe that the risk of facial dyskinesia 
was unrelated to total duration of exposure or 
to total drug dosage in those mental hospital 
patients over the age of 5o who were subjected 
to phenothiazine treatment (24). Although a 


1; thioridazine 1 : 


1; perphenazine 1 : 12; trifluperazine 


formal analysis was not undertaken because of 
sample limitations, there was no apparent 
relationship between the specific drug involved 
in each case and symptom severity. Also, there 
was no evidence of a relationship between initial 
measure of drug usage and subsequent reactivity 
under the various experimental conditions of the 
study. 


Treatment effects 

Five patients failed to complete the study. 
Two (N-O-N-O)SG patients became disturbed 
during their drug-free intervals (both second 
and fourth phases) and were placed on medica- 
tion, and a third was discharged from the 
hospital before completion. One NA-A-NA-N 
patient became disturbed when her pheno- 
thiazine drug was withdrawn, and one 
NA-N-NA-A patient was transferred to another 
state psychiatric hospital. 

Preliminary examination of dyskinetic symp- 
tom results revealed that sensitivity to treatment 
effects was almost exclusively in the area of the 
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° mouth, fonts and cheeks. Evaluation of 


symptoms involving upper and lower extremities 
were progressively less sensitive in that order, 
and neither was included in subsequent analyses. 
Mean ratings of head symptoms over the four 
treatment phases are presented in Table ITI. 

Mean bi-weekly ratings: Except for the drug 
discontinuance groups, differences between 
mean severity scores for adjacent phases were 
non-significant. In five of the six instances in 
Which neuroleptic drugs were discontinued, 
there was a significant rise in dyskinetic symp- 
tomatology during the drug-free period. In the 
sitth instance there was a tendency toward 
significance in the same direction. In two of 
three instances in which neuroleptic drugs were 
reinstated, there was a significant drop in 
symptomatology for the subsequent medication 
period. Interestingly, the administration of the 
antiparkinson agent had little bearing on 
dyskinetic symptom display. 

Since sudden and gradual discontinuance did 
not differentially affect the emergence of dyski- 
netic symptoms, the N-O-N-O groups of Table 
III were combined into a single group of 13 
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patients in the analysis of trend effects. A 
significant linear trend (-o1 level) indicating а 
consistent rise in dyskinetic symptoms occurred 
over the four phases in this enlarged N-O-N-O 
group and in the combination drug group 
administered no neuroleptic drug in the fourth 
phase (NA-N-NA-A). A significant rise, how- 
ever, also occurred in the drug-free control 
group over the same period, indicating that 
perhaps there was a general tendency for 
raters to make higher ratings as treatment 
progressed, although this tendency was less 
evident in the drug-control group. 

Analysis of the cubic trend component in the 
mean scores for the four phases was undertaken 
to examine in a meaningful, objective manner 
the type and extent of the relationship between 
dyskinetic symptom severity and the arrange- 
ment of the drug and drug-free phases in the 
N-O-N-O sequence. (This component would be 
significant if adjacent phases of a treatment 
series had significantly opposite effects.) In the 
present example, JV, or neuroleptic drug admi- 
nistration, was consistently associated with less 
dyskinetic symptom severity, and O, or drug- 





Taare II 
Mean biweekly and end-of-phase (in parentheses) head region severity ratings over the four study phases 
Evaluation 
Group N 
I 2 3 4 
Control 
O-O-O-O .. Js 8 2:95 3°06 2:98 3:58 
(3:88) (3:25) (3°12) (3:38) 
N-N-N-N  .. m 8 2°09 2:46 2:55 2:48 
(3:12) (2-88) (4°12) (3:00) 
———— ————— — rH —n— — T — 1 «aH 
Experimental 
N-2N-N-2N .. 5. 8 1'48 1:15 1:70 1:65 
(1:37) (1:12) (1:50) (3°37) 
(N-O-N-O) SG 5 2:68 * 4°27 » 416 5:60 
(2:96) (4:20) (4°60) (4:80) 
(N-O-N-O) GS 2s 8 Gen »* 5:07 * 3°75 * 5:50 
3°14 (4:00) (4:88) (5°59) 
NA-A-NA-N 81 (2 78), * & 13 * 2°59 2:24 
3:3 3°94) (3:01) (2714) 
NA-N-NA-A n 7 3°05 2°46 3'11 xx 5:66 
(1:57) (2:28) (2:868) * (5:29) 





* Difference between adjacent means significant at *05 level. 
** Difference between adjacent means significant at ʻor level. 


1 Means for the fourth phase based on only 7 cases. 
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free status, with greater severity. In each case, 
the extent of change in severity of symptoms 
from one adjacent phase to another in the 
N-O-N-O sequence was significant, yielding a 
cubic trend component over the four phases 
that was significant at the -o1 level. In com- 
parison, a corresponding analysis over the four 
treatment phases for the remaining groups 
yielded no significant cubic trend components. 

End-of-phase ratings—Blind rater: Mean severity 
ratings for the independent, blind observer 
obtained at the end of each treatment phase 
(Table ITI) revealed fewer differentiations than 
noted above. Adjacent means for the original 
groups were significantly different in only one 
instance, that for the third and fourth phases of 
the combination drug group whose neuroleptic 
drug was discontinued after the third phase 
(NA-N-NA-A). Considering patients from both 
single and combination drug groups whose 
neuroleptic medications were discontinued after 
the first phase, there was a tendency for mean 
symptom severity to increase at the end of the 
second, or neuroleptic drug-free, phase (2-89 vs. 
3:72, Ё = 1:74, p = -10). There was also a 
significant (+05 level) rise in mean symptom 
level between the third and fourth phases for 
those patients whose neuroleptic medications 
were discontinued after the third phase, which 
largely reflected the above change in severity 
for this same period in the combined drug group. 

The two significant trends found in the blind 
observer’s ratings involved the total N-O-N-O 
group and the NA-N-NA-A combination drug 
group. Both trends were linear and showed a 
tendency for increased symptom severity as 
treatment progressed. In both instances there 
was a significant difference between initial 
baseline mean severity and severity at the end of 
the fourth phase. 

Ratings of filmed material: According to rated 
film material, only two patients displayed an 
increase in symptomatology from the first to the 
second phase. Both of these patients had had 
their neuroleptic drugs discontinued at the end 
of the first phase. Symptoms for the remaining 
patients either improved or were unchanged, 
the exact probability for this result equalling 
109. (Of 4 discontinued, 2 improved and 2 
were unchanged or worse; of the remaining 7 
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cases, all were unchanged or worse.)* By the" 
end of the third phase, during which patients 
were readministered their original medications, 
the symptoms for all cases involving the re- 
administration of neuroleptic drugs had de- 
creased from Phase II levels. From the third to 
the fourth phase, the same relationship between 
neuroleptic drug treatment and direction of 
symptom change continued to hold. Among 
those 6 patients whose neuroleptic drugs were 
discontinued, in 5 the symptoms increased and 
in one were unchanged. For the remaining 6 
patients, dyskinetic symptoms either decreased 
or were unchanged, the exact probability for 
this result being -008. 


Disaussion * 

Mean scores for the bi-weekly ratings made 
during each treatment phase consistently irdi- 
cated that dyskinetic symptoms were less when 
neuroleptic drugs (mainly the phenothiazines) 
were administered than when they were not, 
and that apparently the antiparkinson agent 
involved was of little value in controlling the 
type of dyskinetic activity under study. Mean 
changes associated with dosage manipulation 
were minimal. 

Admittedly, knowledge of the treatment 
schedules on the part of the principal investi- 
gator, who rated the majority of patients, could 
have influenced the direction and extent of the 
results obtained, although this knowledge was 
more remote than under ordinary circumstances 
considering the logistics and operating pro- 
cedures of the study, i.e. medication changes at 
three points separated by ten to twelve week 
intervals without further reference to medical 
charts, and the bi-weekly assessment of 56 
patients in various stages of processing. Also, 
both before and during the study the principal 
investigator had no preconceived expectations 
regarding the relationship of symptom change 
to drug manipulation. 

Tendencies toward and instances of signi- 
ficance revealed in the end-of-phase ratings of 
the independent, blind rater were at least 
consistent with average bi-weekly results, i.e. 
higher ratings tended to occur when neuroleptic · 


* The filming of one case was unavailable for this period. 
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" medication was discontinued. Again, the con- 
tinued administration of an antiparkinson agent 
did not prevent this occurrence, nor was change 
systematically related to neuroleptic drug 
dosage. 

Analyses of film ratings provided further 
evidence of a relationship between dyskinetic 
symptom severity and the administration of 
neuroleptic drugs. Lack of a sufficient number 
of filmed cases prevented analyses of the effects 

, of the antiparkinson drug and dosage change. 

The finding of increased extrapyramidal re- 
activity upon withdrawal of neuroleptic drugs is 
ih essential agreement with the results of 
Schmidt and Jarcho (18) and Crane et al. (5). 
The former authors noted that, paradoxically, 
the withdrawal of phenothiazines did not 
produce an alleviation in dyskinetic symptoms, 
amd that subsequent return to the same or 
similar medication resulted in slight improve- 
ment over drug-free conditions. Crane and his 
co-workers reported that neurological symptoms 
were aggravated during the first two weeks of 
the drug-free period, although alleviation of 
symptoms subsequently occurred in some 
patients after a drug-free period of ten weeks. 
The lack of effectiveness of the antiparkinson 
agent in alleviating the symptoms of tardive 
dyskinesia is also consistent with the findings of 
earlier investigators (16, 19, 23). 


SUMMARY 

From an original sample of chronic hospital 
in-patients exhibiting symptoms of tardive 
dyskinesia 56 patients were assigned to seven 
groups of 8 patients each. For five of these 
groups, composed of patients receiving neuro- 
leptics alone or neuroleptics combined with the 
antiparkinson drug trihexyphenidyl, medication 
was systematically varied during the second and 
fourth phases of a four-phase, 44-week treatment 
course. Systematic manipulation consisted of 
various types and sequences of drug cessation 
and doubling of original dosages. The two groups 
remaining served as drug-free and drug controls 
respectively. Open and blind ratings of the 
severity of dyskinetic symptoms in the oro-facio- 
lingual region were used to measure treatment 
effects. 

Results indicating a tendency for dyskinetic 
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symptom severity to be lower during neuroleptic 

drug treatment phases and higher during subse- 

quent neuroleptic drug-free intervals. No rela- 
tionship between symptom severity and dosage 
could be determined. In agreement with other 
studies of drug-induced dyskinesia antiparkinson 
medication failed to reduce symptom mani- 
festation. 
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ABSTRACTS 


Skin Melanin Concentrations in Schizophrenia 


By ASHLEY H. ROBINS 


I. Patients Untreated by Phenothiazines 


Greiner and Nicolson (1965) put forward the 
hypothesis that schizophrenia was associated 
with a state of increased melanogenesis which 
they attributed to a biochemical defect in the 
pineal gland. Isolated literature reports had 
documented the occurrence of hyperpigmenta- 
tion in schizophrenia. These observations might 
be relevant, as the neurone and melanocyte 
have common features: both are ultimately 
derived from the neural plate; both require 
tyrosine as precursor in the biosynthesis of their 
specific products (catecholamines and melanin 
respectively) ; and many neurocutaneous diseases 
show coexistent neuropsychiatric and pig- 
mentary disorder. 

The present study compared schizophrenic 
patients (untreated by phenothiazines) with 
non-schizophrenic psychiatric patients (un- 
treated by psychotropic drugs) and normal 
subjects in terms of skin melanin concentration. 


METHODS AND MATERIALS 


Skin melanin content was measured by 
reflectance spectrophotometry, which gives re- 
producible and reliable determinations on a 
continuous scale of reflectance. The portable 
EEL Reflectance Spectrophotometer was used. 
Details of its practical application are given by 
Weiner and Lourie (1969). Reflectances were 
obtained from all nine Ilford filters; these 
transmit respectively with the following domi- 
nant wavelengths: 425 ши, 465 mp, 485 mp, 


515 ши, 545 mu, 575 mp, 595 mp, 655 щи 
and 685 my. Subjects were tested at an un- 
exposed arm area (medial aspect of the upper 
arm) and at an exposed hand area (dorsomedial 
aspect of hypothenar eminence). Readings were 


* Based on part of an M.D. Thesis accepted by the 
University of the Witwatersrand. 
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taken from е left and right sides and with the 
upper limb abducted to 90°. 

The sexes were studied separately. All subjects 
were Caucasian. They were of sound physical 
health and showed no clinical evidence of 
nutritional deficiency. They were constituted as 
follows: 

A. Schizophrenics. There were 45 male and 31 
female schizophrenics (mean ages 37: 1 and 34-0 
years respectively) who predominantly exhibited 
the acute phase of a recent illness; they were 
untreated by phenothiazines. The diagnosis was 
unequivocally established by at least two 
psychiatrists and confirmed on follow-up. 

B. Controls. Each schizophrenic was matched 
for age with a non-schizophrenic psychiatric 
patient (untreated by psychotropic medication). 
The 45 male and 31 female controls (mean 
ages 37:3 and 34-7 years respectively) com- 
prised patients with chronic alcoholism and 
alcoholic psychosis (24), toxic psychosis (9), 
psychoneurosis and personality disorder (13), 
mental subnormality (12), epilepsy (8), and 
organic psychosis (10). 

C. Normals. These were 40 male and 40 female 
subjects (mean ages 40:2 and 33:1 years, 
respectively), mainly drawn from the nursing 
staff. 


REsuLTs 

Skin reflectance readings bear an inverse 
relationship to the skin melanin concentration. 
Readings from the left and right sides were 
averaged. Statistical data were analysed by an 
IBM Computer system 360 Model 50. The 
results (Tables I and II) show: 

1. The schizophrenics generally have signi- 
ficantly lower skin melanin concentrations than 
their matched controls, except at the male 
exposed areas. The differences are more marked 
in females. 


De 
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TABLE I 
Skin reflectances in male schizophrenics, controls and normals 
Unexposed areas! Exposed areas? 
Schizophrenics Controls Normals Schizophrenics Controls Normals 
Wavelength ee ae 
my Mean3 Mean Mean Mean Mean Mean 
(SEM) (SEM) (SEM) (SEM) (SEM) (SEM) 
425 36-7 (0°57) 35:3(0:64)] оа 28-7 (0°67) 28:0 (0-63) 28:4 (0-65) 
465 42-9 (0:50 a e n 40:5 (0:76)} 34"1 (0°77) 34° Porte 711 32:9(o:82)f 
485 44'1(0:57)  41:4(0:75)* 42°1 (0:77) 351 (0-79)  34:1(0:66)] Mord pe 
515 43:9 (0°54) 414 o 42:6(o:72)t 34:9(0:79) 84:2(0-60)t 34'9 ed 
545 39°9 538} 37:9 (0°63)t 39'9 (0:67) 32-0 os ae eae ыо 
575 43°9(0°48) 41-5 (0°63)* 43:8 (0:66) 35:5(0:69)  34:8(0-60)] 36:7 Sd 
595 57:1(0:49) 55:'1(0:61)] 55-9 (0°63)t 47:4(0:72)  47:2(0:70)f 48:1 (0-69) 
655 aes TEM T 64-4 (0:52){ 250 000 56-8 (0-64) И 
685 67:5 (0°39) 66-2 (0:42)} 65:8 (0-44)* 58:7(0:71) 58:4 (0:58) 58:7 (0-49)T 
т This term refers to the arm areas tested. 1 Not significant. 
2 This term refers to the hand areas tested. {р < 0°05. I 
3 This represents the mean of averaged right-left reflectances. * p < 0-01. 


4 The wavelengths in this column correspond to the nine Ilford filters. 


























TABLE II 
Skin reflectances in female schizophrenics, conirols and normals 
Unexposed areas Exposed areas 
Schizophrenics Controls Normals  Schizophrenics Controls Normals 
Wavelength 

(mp) Mean Mean Mean Mean Mean Mean 

(SEM) (SEM) (SEM) (SEM) (SEM) (SEM) 
425 35°9 (0°84) 33°3 (0°74) 36:5(0:56)f 32'2 (0-89) 30-0 (0:65) И 
465 на С 2 UM 4170 (0 pat 38:3 (0°95) 349 d: 38-2 (0:54)T 
485 42:7(0:86)  39:4(0:69)* 42:7(0:60)f 39:3(1:03) 35:9 (0:89){ jp aM 
515 pe 2) 40°0(0°65)t 43:2(0:54)] 39:2(0:96) 36:4 41-1 (0:55) 
545 89:9 (0°72 Е 41°7(0°59)T 37"0 (0:90 34°3 0:68)? 38:9(0:54)] 
575 44*1(0:71) 41:8 ТАР 45'1(0°48)] 40:6 2 38-2 Ae 42:8 (0-45)t 
595 57:3 (0-67)  54:2(0:50)** 57:2 (0°53)T 52:3(0:75)  48:9(0:71)* 54-4 (0:56)} 
655 66-0 (0°59 63:9 (0* зор zi. *6(0:42)t Go-g(o-61) 58:0 ene 62-2 (0:44) 
5 67:2(0:54)  64'9(0:35)"* 65-9 (o-41)f 62:3 (0:59)  59:5(0:61)* 63:7 (0:39) 

+ Not significant. t p < 0:05. * p « 0:01. ** p < 0:001. 


2. There are no consistent or regular differ- content from normals and they tend to have 
ences between the schizophrenics and the normal significantly lower skin melanin levels than the 
subjects. controls. 

The hyperpigmentation of the controls pro- 
Discussion bably resulted from (subclinical) hypovitami- 

This study has refuted the contention by nosis. Deficiencies of Vitamin A, nicotinamide 
Greiner and Nicolson (1965) that there is and ascorbic acid may lead to melanosis (Lerner 
increased melanogenesis in schizophrenia. and Fitzpatrick, 1950). The majority of the 
Schizophrenics do not: differ in skin melanin controls suffered from long-standing conditions , 
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(chronic alcoholism, mental defect and 


dementia) which would have predisposed them ` 


to prolonged dietary insufficiency; the schizo- 
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phrenics, however, generally presented in the 
acute phase of a recent illness and without undue 
exposure to nutritional impoverishment. 


II. Patients Treated by Phenothiazines 


Greiner and Nicolson (1965) considered that 
the increased melanogenesis which they believed 


. to exist in schizophrenia could be made manifest 


or be intensified by phenothiazine treatment. 
This latter aspect was based on observations that 
certain schizophrenics on prolonged, high- 
dosage phenothiazine (usually chlorpromazine) 
therapy developed a slate-grey or purplish 
pigmentation of the light-exposed areas which 
was presumably due to melanin. In Part I of 
this study we reported that we had found no 
differences in skin melanin content between 
non-treated schizophrenics and normal subjects. 
The present investigation measured the pig- 
mentary effect of long-term administration of 
phenothiazines and/or the hydantoin anti- 
convulsant phenytoin (these compounds possess 
melanocyte-stimulant properties) on chronic 
schizophrenics and on chronic non-schizophrenic 
control patients. 


METHOD AND MATERIALS 


Skin melanin concentrations were determined 
by the portable EEL Reflectance Spectrophoto- 
meter. Unexposed and exposed areas on both 
sides were tested as previously described. The 
sexes were studied separately. Subjects were of 
sound physical and nutritional status: all the 
patients had been eating a regular and super- 
vized hospital diet. Both Caucasian and Bantu- 
speaking South African Negro (S.A. Negro) 
subjects were investigated in the following 
groups: 


A. Schizophrenics. These patients (representing 
chronic cases of the disease) had been on 
protracted treatment with phenothiazines. 
Chlorpromazine was the drug most commonly 
used. No patient received less than 55 gm. of 
chlorpromazine (or its equivalent). The majority 
had ingested more than 330 gm., and over 30 
per cent more than 550 gm. 1 

В. Controls. Each of the above schizophrenics 
was matched as closely as possible with a non- 
schizophrenic controls for: (i) age, (ii) total 
drug ingestion, and (iii) ethnic homogeneity (in 
the S.A. Negro subjects). Nearly 75 per cent of 
controls were epileptics, while the remainder 
predominantly comprised other organic psycho- 
syndromes. All controls had received long-term 
treatment with phenothiazine compounds and/ 
or phenytoin. 

C. Normals. These were drawn mainly from 
the nursing staff and they were generally com- 
parable to the above groups with regard to age 
and (in S.A. Negroes) ethnic homogeneity. 


Resuits (Figs. 1 and 2) 

Skin reflectances bear an inverse relationship 
to skin melanin content. Readings from the 
left and right sides were averaged. Statistical 
data were analysed by an IBM Computer 
System 360 Model 50. 

In all groüps, drug-treated schizophrenics do 
not differ from their matched drug-treated 
controls in skin melanin concentration. These 
schizophrenics, however, arc significantly more 





Male Caucasian 


Female Caucasian Male S.A. Negro Female S.A. Negro 











Schizophrenics . N = 70 (mean S 38 (46:6) 36 (36:4) 38 (32:8) 
= 37: 

Controls 70 (38:2) 38 (46:9) 36 (38-4) 38 (30-8) 

Normals 40 (40:2) 40 (3371) 40 (38-9) 43 (31:7) 
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** 
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Wavelength (mp) 
Fro. 1.—Skin reflectances in male groups of drug-treated schizophrenics, drug-treated controls and normal subjects. 
Key as Fig. 2. 
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Бо. 2.—pkin reflectances in female groups of drug-treated schizophrenics, drug-treated controls and normal subjects. 
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pigmented than the normals (except at the male 
unexposed areas). In the Caucasians, oestrogenic 
hormones and ultraviolet light seemingly poten- 
tiate the drug-induced melanogenic response, 
which is especially marked in females and at 
the exposed areas. This study has therefore 
demonstrated that melanosis is a non-specific 
effect of phenothiazine and/or phenytion 
therapy. Contrary to Greiner and Nicolson’s 
(1965) hypothesis, the drug-induced hyper- 
**pigmentation is not a peculiarly schizophrenic 
response; it occurs to an approximately equal 
extent in controls. Scrutiny of the spectral 
reflectance curves (Figs. 1 and 2) indicates 
that the hyperpigmentation is due solely to 
melanin and not to adventitious substances 
le.g. drug metabolites). Further analysis re- 
vealed no differences in skin melanin concentra- 
Йоп between chlorpromazine-treated patients 
and non-chlorpromazine-treated patients 
(Robins, 1970). 
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Schizophrenia-like Psychosis Following *Mandrax' Overdose 


By D. ROMAN 


INTRODUCTION 


In recent years a number of new hypnotics 
have been introduced which are claimed to 
give a more natural sleep than barbiturates, and 
to be free from the dangers of addiction and of 
respiratory depression when taken in over- 
dosage. Among these drugs is methaqualone, 
which is used either on its own (Melsed), or in 
combination with the antihistamine diphen- 
hydramine hydrochloride (Mandrax). 

Several series have now been reported 
describing the treatment of acute overdosage of 
‘Mandrax’ using either haemodialysis (Wallace, 
1968), or adopting a more conservative approach 
(Matthew et al., 1968). The most prominent 
features of overdosage have been restlessness, 
hypertension, and a bleeding tendency, due to 
increased vascular permeability, but, except for 
a passing reference to ‘euphoria’ (Macdonald 
and Lakshman, 1967), psychiatric symptoms do 
not seem to have been reported previously. A 
case is described here that developed a short- 
lived paranoid psychosis three days after 
recovering from an overdose of ‘Mandrax’. 


Case REPORT 


The patient was a 50-year-old married woman who 
had previously been admitted twice to another hospital. 
Each time a diagnosis of tension state was made, and she 
improved with bed rest and the exhibition of diazepam 
and/or sub-coma insulin. She had also undergone several 
operations to her back because of chronic pain, and a 
pregnancy had been terminated at the age of 34 because 
of acute anxiety. There was a positive family history of 
psychiatric illness. 

Several hours before her admission to the Middlesex 
Hospital the patient had taken an overdose of ‘Mandrax’ 
and diazepam. On admission she was unconscious, but 
apart from some hypostatic pneumonia she made an 
uneventful recovery with intubation and conservative 
management. Three days after regaining consciousness 
she suddenly developed visual and auditory hallucinations, 
ideas of reference and shifting delusional ideas. She felt 
that the faces of people around her were changing colour 
and shape, that she was being watched on television 
screens, that there was a machine in the ceiling that 
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flashed lights at ber and. whose broadcasts she could hear, 
that her son had contracted venerial disease and one of the 
nurses was his girlfriend disguised in a mask, and that the 
other patients were talking about her. It is important to 
point out that these ideas occurred in a setting of clear 
consciousness with correct orientation for time and place, 
that she was afebrile and physical examination revealed 
no abnormality. There was, therefore, no evidence of a 
confusional state and the clinical psychiatric diagnosis 
would have been paranoid schizophrenia. 

The patient was commenced on chlorpromazine 100 mg. 
t.d.s. and moved to the psychiatric section. Within 24 
hours most of her delusional ideas had faded and her 
hallucinations had ceased, and within two days the 
paranoid psychosis was resolved; none of these ideas have 
returned in the ensuing 20 months, After further explora- 
tion of her psychiatric state a diagnosis of endogenous 
depression in a person with narcissistic and hysterical 
traits was reached. The depression responded to the 
administration of protriptyline, and a recurrence some 
months later to electroconvulsive therapy. 


Discussion 


The constituents of ‘Mandrax’ are metha- 
qualone 250 mg. and diphenhydramine hydro- 
chloride 25 mg. in each tablet. No major 
psychiatric symptoms have been reported with 
methaqualone, though dizziness and disorienta- 
tion (Kessell e£ al., 1967), and a transient con- 
fusional spell in one patient (Lawson and 
Brown, 1967), have been recorded after thera- 
peutic doses of *Mandrax'. On the other hand, 
there are numerous references in the literature 
to psychiatric complications arising with the 
use of or after overdosage of diphenhydramine 
ranging from nervousness and confusion to 
acute psychotic episodes. Thus Sachs describes 
a patient who developed olfactory and visual 
hallucinations and paranoid delusions after 
receiving 1,500 mg. of diphenhydramine in the 
space of 60 hours (Sachs, 1948) and mentions 
a number of other cases in a review of the litera- 
ture. In the patient reported by Nigro (1968) 
there occurred inappropriate giggling, bizarre 
behaviour, and loosened associations after the 
ingestion of 500 mg. of diphenhydramine, all 
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psychotic features resolving spontaneously 
after 29 hours. Again, there was no disturbance 
of consciousness. 

The patient who is the subject of the present 
report presented a picture of a paranoid psy- 
chosis with hallucinations that resolved over 
one to two days. The only unusual feature is the 
length of time between the taking of the 
‘Mandrax’ and the onset of psychotic features. 
It may well be that this reaction is not seen 
more frequently because the majority of 
patients suffering from an overdose of ‘Mandrax’ 
are still unconscious from the methaqualone 
when they are most at risk from the diphenhy- 
dramine. As the frequency with which *Man- 
drax’ is used in suicidal attempts increases, other 
cases of a similar nature will probably be 
reported. 

*Mandrax' is also one of the substances that 
are now being injected by addicts to give 
themselves a ‘high’. In these disturbed and 
sometimes pre-psychotic individuals it is very 
likely that, helped by the toxicity engendered 
by a transient bacteraemia, brief psychoses will 
occur. If they present for treatment a functional 
psychosis or the ingestion of LSD. may well be 
suspected when, in fact, the diphenhydramine 
is to blame. Recognition of this fact will be 
important in treatment and prognosis. 


SCHIZOPHRENIA-LIKE PSYCHOSIS FOLLOWING ‘MANDRAX’ OVERDOSE 


SUMMARY 


A patient is described who developed a 
short-lived paranoid psychosis three days after 
recovering consciousness from an overdose of 
‘Mandrax’. She showed visual and auditory 
hallucinations, ideas of reference, and rambling 
paranoid delusions, features that have been 
described after excessive diphenhydramine. 
There was no evidence of confusion. Diphen- 
hydramine is one of the constituents of ‘Man- 
drax’, and is considered responsible for the 
psychotic features seen in this patient. 
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ABSTRACT 


Clinical Evaluation of a New Chemical Compound 
with Antidepressant Properties 


By DAVID WHEATLEY 


UK 3557 is a new indoline derivative with 
antidepressant properties (Canas-Rodriguez, 
1969), and the following formula: 

* 


H 
CH3 CH2CH CH DN y, 


• H5 


Fio r. 


METHOD 


The new drug was compared to amitriptyline, 
on the double-blind basis, in patients suffering 
from depression, treatment being for six weeks 
with one or other drug according to random 
selection. The Hamilton rating scales were 
used, and patients were only included who had 
an initial total score of 12 or more on the first 
18 items. Cases with predominant anxiety 
symptoms were excluded. 

The dose of both drugs was 25 mg. t.d.s. in 
the first week, being increased to 50 mg. t.d.s. 
or q.d.s. subsequently if necessary to achieve 
clinical effect. The trial was undertaken in 
similar manner to a previous study reported in 
this journal (Wheatley, 1970). Altogether, 76 
patients were treated, and on breaking the code 
it was found that 38 had received each drug 
respectively. The two treatment groups matched 
one another very well in respect of the various 


, patient data recorded. 


бат 


RESULTS 

After the initial assessment, Hamilton rating 
scales were completed at: 1, 2, 4 and 6 weeks. 
The initial mean Hamilton score was 18-6 for 
the patients treated with UK 3557, and 20:2 
for those treated with amitriptyline. Expressing 
the falls in the mean Hamilton ratings at each 
assessment period as a proportion of the total 
possible fall, with UK 3557 this amounted to 
14 per cent at the end of the first weck, 25 per 
cent at the end of the second week, 40 per cent 
at the end of the fourth week and 55 per cent 
at the end of the sixth week. The corresponding 
figures for amitriptyline were: first week 19 per 
cent, second week 37 per cent, fourth week 53 
per cent and sixth week 64 per cent. These 
results are shown diagramatically in the follow- 
ing figure: 
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Fro. 2. 
STATISTICAL ANALYSIS 
Analysis of the factor scores of the Hamilton 
ratings was undertaken by computer, and in 
the majority of analyses there were no statistic- 
ally significant differences. Table I shows the 
items and periods when significant differences 
were present and also the figures for the total 
scores: 
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Taste І 
Week 
Factor (from baseline) UK 3557 Amitriptyline Difference T DF P 

2. Guilt — ; 6 —0:37(19) 1:46 (13) 1:09 (A 2-96 30 o'or 
6. Insomnia late 1 —0:14(36) —0-:47 (34 0°33 (A 2-90 68 0'05 
7. Work and interests . . 4 —0:56(18) 1:39 us 0:76 (А 2'05 35 0*05 
IO. Anxiety-psychic I gc —0:59(34) 0:42 ^ 2°26 68 0°05 
16. Loss of weight 4 0:06 (18) —o:42(19) 0:48 (A 2:04. 35 0:05 
Total scores . I —2:72(86) -—4:12( 1:40 ^i 1:48 68 N.S 

2 —5:44(32) —7-66 (29 2:22 (A) 1°58 59 N.S e 
4 —8.61 es — 11:63 (19 3:02 (A 1°32 35 N.S. 
6 —12:21(19) —15°85 (13) 3:64 (А 1:21 30 NS. 

__® 
Such differences as were present were always CIONGLUSIONS 


in favour of amitriptyline, but there were no 
significant differences in relation to the total 
scores at any period of the trial. 

In addition, global assessments were made, 
but analysis using x° did not show any statistic- 
ally significant differences on this measure. 


SIDE-EFFECTS AND DOSAGE 


There were no side-effects in 24 cases (63 per 
cent) on UK 3557 or in 21 (55 per cent) on 
amitriptyline, and only 2 patients on each drug 
respectively had to omit treatment because of 
side-effects. The commonest side-effect with 
UK 3557 was headache (6 cases, 16 per cent); 
with amitriptyline it was dry mouth (7 cases, 
18 per cent). Drowsiness occurred in 3 cases 
(9 per cent) on UK 3557 and in 5 (13 per cent) 
on amitriptyline. 


It is concluded that UK 3557 has a similar 
antidepressant effect to the control drug, ami- 
triptyline, but that there are no therapeutic 
differences between them. These results are 
similar to those that we have recorded in other 
studies using various tricyclic antidepressants 
(Wheatley, 1968). 
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Differential Costs of Care in a Mental Deficiency Hospital in 
Scotland 


By D. A. PRIMROSE 


INTRODUCTION 

In considering the cost of different forms of 
• care for patients with mental deficiency there is 
a tendency to compare crude averages. Mental 
deficiency has many manifestations and occurs 
in people of widely differing degrees of physical 
ability and behaviour so that comparisons which 
do not take this into account are not meaningful. 
An attempt has been made to assess the cost of 
hospital care for different groups of patients and 
td show that there is a wide variation in the 
costs which are normally expressed as an 
average. This average is often used to compare 
with the expenditure, say, in a hostel, when in 
fact those patients suitable for hostel care are at 
the lower end of the cost range. Again, whilst 
everyone would like to see patients dealt with 
in small groups, the extra cost this would involve 
is often overlooked. T'he analysis presented helps 

to clarify points such as these. 

This report relates to a mental deficiency 
hospital of 1,325 beds, situated in large grounds 
which include a farm and a market garden. 
There is a main road which divides the hospital 
into two parts, and each part has its own kitchen, 
but there is one central store and one laundry. 
There are 27 separate living units for patients 
and a wide range of facilities is provided. In 
addition there is a holiday home at the seaside 
where 30 patients at a time spend two weeks’ 
holiday. In the year to 31 March 1970 there 
were 164 admissions and the bed occupancy rate 
was 99°37 per cent. 

The patients are grouped in their living 
units according to the kind of care required, 
and children are separate from adults. Sixty per 
cent of the patients are on drug therapy; 30 per 
cent are epileptic and 20 per cent are doubly 
incontinent. There is a hospital school (part 
Education Authority from 1971), and a range 
of occupational and recreational facilities. The 

. grouping of patients allows staff to be con- 
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centrated where most needed and permits some 
degree of progressive patient care. 

The expenditure for the year to 31 March 
1970 was £932,671, including the cost of the 
holiday home and out-patient clinics (four per 
month), but not taking into account the profit 
on the farm (£16,509) or loss on the market 
garden (£166). The standard form of published 
accounts (Table I) does not make it possible to 


Taste I 
Hospital running costs for year ended 31 March 1970* 
Direct treatment and ао Соо £ 
Wards .. .. 340,647 
Pharmacy zs 15,859 
Physiotherapy .. 2,115 
X-ray, diagnostic 270 
Surgical appliances .. 1,541 
eous ancillary departments. . 10,315 
Service departments 
Catering 165,598 
Laundry 21,757 
Uniforms—Nursing Ro 
Uniforms—Other Ж 
Bedding and linen services... d 
Cleaning and domestic services 51,016 
Administration—Secretarial and 
ancial  .. Ss 21,370 
Administration —Medical 3,400 
Administration —Nursing 24,370 
Post, telephone, pene nuke and stationery 6,082 
Staff residence .. 687 
Heating services 34,563 
Power and lighting services 13,627 
Engineering services 19,274. 
Building services zu 37:513 
Maintenance of grounds vs 13,052 
Mental patients’ allowances .. 13,669 
Portering services 787 
General services 17,825 
Nurse teaching .. 3,058 
Equipment 11,554. 
Rates, feu-duties, i insurance and water 48,436 
Transport, staff travelling and subsistence 12,844 
£932,671 


* From Western Regional Hospital Board State- 
ment of Accounts. 
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find out the cost of care of the different kinds of 
patient who go to make up the community of a 
colony type of hospital, and accordingly a 
separate and more detailed analysis of the 
annual expenditure has been made, based on 
the kind of care each group of patients receives. 
In this analysis about 70 per cent of the expendi- 
ture is apportioned with reasonable accuracy 
and the other 30 per cent is an even allocation 
over the patients involved, e.g. for General 
Administration. 

Table II shows the analysis for the whole 
hospital under headings for Direct patient care, 
Ward costs, General costs, and Amenities, and 
"Table III gives greater detail of these headings 
for certain selected groups. (This detail, and 
more, is available for every group.) In allocating 
the expenditure certain adjustments were made, 
the most important one being with ward staff. 
For a stable four-weekly period (February), not 
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upset by holidays or excessive sickness, every shift 
worked by ward domestics and each grade of 
nursing staff was recorded for the place where 
they worked and then the appropriate rate of 
pay for the grade was applied. These adjust- 
ments resulted in an under-allocation over the 
year of £4,000, or less than 0:5 per cent, as 
shown in Table IV. 


COMMENT 
The tables show a cost range of from £7.65 to e 
£28.12 per patient, per week. This does not take 
into account any portion of wages recovered 
(about £5 per week) from adult males in outside 
employment. Patients who might be suitable for 
discharge to alternative forms of accommoda- 
tion (e.g. hostels) are most likely to be those ih 
the lowest cost categories. 
From the two colums for ‘Active girls’ it can 
be seen that a smaller living unit of 26 is £3.6 

















Tase П 
Costs per patient per week—TYear to 91 March 1970 
Amenities: 
No. of No.of Direct Ward General social, 
Type of patient Sex patients villas patient costs costs school, Total 
care O.T., etc 
£ £ £ £ £ 
Helpless: Babies and CAE dE Both бо 1 12.42 1.23 1.98 0.16 15.79 
Toddlers .. .. Both 52 1 11.42 1.40 1.98 0.18 14.98 
Active boys Male тоо 2 7.01 1.96 1.98 2.08 12.98 
Active girls . Female 58 I 8.19 1.47 1.98 1.17 12.81 
Active girls ` . Female 26 I 10.35 2.08 1.98 2.08 16.44 
Adolescent Male go I 7.34 1.28 1.98 1.86 12.46 
Good adult Male 128 2 5.59 1.07 1.98 2.16 10.80 
Good adult . Female 56 I 6.01 1.12 1.98 2.16 11.27 
Non- and poorly-ambulant Male 62 2 12.54. 1.44 1.98 0.36 16.32 
Non- and poorly-ambulant Female тоз 2 9.61 1.22 1.98 0.36 13.17 
Low grade ambulant .. Male 60 I 94 1.49 1.98 0.56 11.97 
Low grade ambulant Female 58 1 .04. 1.47 1.98 1.76 19.25 
Geriatric Female — 30 I 19.75 2.04 1.98 0.36 18.13 
Locked villa Е ae .. Male бо 1 9.87 1.69 1.98 1.86 15.40 
Quiet ambulant .. .' Both 54 I 8.92 2.19 1.98 1.86 14.89 
Medium grade ambulant | .. Male 120 2 6.62 1.29 1.98 1.76 11.65 
Medium grade ambulant Female тоо 2 7.29 1.10 1.98 1.86 12.23 
Low grade poorly ambulant Male 65 I 8.85 1.57 1.98 1.76 14-14 
Working out ; Male 12 Hostel 4-94 1.07 1.98 0.26 7.65 
Potential employees Female 6 Hostel 3.59 1.12 1.98 2.16 8.85 
Admission 
Acres | Both 26 І 21.21 4-57 1.98 0.36 28.12 
Hospital 
"Total 9325 27 
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Taste ПІ 
Average cost per week for different categories of patient—Year to 91 March 1970 
Category of patient 
iè Admission 
Helpless: Active Good Non- and Locked Hostel assessment 
Babies and disturbed adult poorly- Geriatric security working & hospital 
. young boys male ambulant female male out adults care 
children male male both sexes 
Direct patient care & £ £ А £ £ £ £ 
» Wardestaff es .. 825 2.81 1.40 7.29 8.54 5.11 0.67 14.25 
Medical salaries Ка 0.47 0.47 0.47 0.47 0.47 0.47 — 0.47 
Food and catering ала UAI 2.56 3.00 3.19 3.19 3.19 3.00 4.38 
Clothihg and РЕНЕ e 057 0.57 0.57 0.57 0.57 0.57 0.57 0.57 
Laundry .. А .. O97 0.32 0.09 0.62 0.42 0.13 0.09 0.96 
Drugs, etc. zs .. . 0.28 0.27 0.06 0.38 0.35 0.40 0.01 0.52 
Physiotherapy .. em 0.02 0.01 — 0.02 0.01 — — 0.04. 
Ward costs 
Power and light .. 0.49 0.47 0.35 0.55 0.78 0.43 0.35 2.69 
Maintenance... e 0.54 1.29 0.52 0.69 1.06 1.06 0.52 1.68 
Furniture О. 
Crockery and hardware | 0.05 0.20 0.20 0.20 0.20 0.20 0.20 0.20 
Machinery, etc. 004 
General costs 
General administration.. о.41 
Medical and nursing 

administration .. 0,63 
Rates and fuel... .. — 0,70 1.98 1.98 1.98 1.98 1.98 1.98 1.98 
Ground maintenance .. 0.19 
Vans, tractors, etc. -. 0.05 

Amenities 
Cinema and social ; — 0.10 0.10 — — 0.10 0.10 — 
Hairdresser, chaplain, etc. 0.12 0.12 0.12 0.12 0.12 0.12 0.12 0.12 
Pocket money .. zs — 0.05 0.60 0.20 0.20 0.30 -— 0.20 
Travelling expenses— 

Patients and relatives 0.04. 0.04 0.04. 0.04. 20.04, 0.04 0.04 0.04 
School .. ЯЕ — 1.72 — — — — — — 
Occupational therapy s — — 1.90 — — 1.30 — — 

Total .. - о. 15.79 12.98 10.80 16.32 18.13 15.40 7.65 28.12 

otal no. of patients Vi 60 100 128 62 30 60 12 26 
o. of villas M ss 1 2 2 2 I I I I 
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Tase IV 
Reconciliation of cost analysis for year to 31 March, 1970 





Cost Cost 

per No.of per 

week patients year 

£ £ 

15.79 бо X 52 == 49,264.80 
1498 52 40,505.92 
12.98 100 67,496.00 
12.81 58 38,634.96 
16.44. 26 22,226.88 
12.46 9o 58,312.80 
10. 128 71,884.80 
11.97 56 32,818.24 
16.32 62 52,615.68 
13.17 102 60,853.68 
11.97 бо 37,946.40 
13.25 58 39,962.00 
18.13 30 28,282.80 
15.40 60 48,048.00 
14.89 54 41,811.12 
11.65 120 72,696.00 
12.23 100 63,596.00 
14.14 65 47,798.20 
7.65 12 4,773.60 
8.85 6 2,761.20 
28.12 26 38,018.24 
1,325 "Total for year £,928,702.32 


Total cost per TableI £932,671.00 


Difference: £4,000 = 0:43% 





DIFFERENTIAL COSTS OF САКЕ IN A MENTAL DEFICIENCY HOSPITAL IN SCOTLAND 


per week more expensive than a larger unit of 58. 
A similar result is obtained by comparing ‘Non- 
and poorly-ambulant’ males (32 and зо bed 
units) with *Non- and poorly-ambulant’ females 
(52 and 50 beds units, each with 4 dormitories), 
where the difference is £3.15 per patient, per 
week. Apart from the Admission and Assessment 
Hospital Unit, the most expensive group is the 
Geriatric one, and with the increasing longevity 
of mental defectives this will assume increasing 
importance. : 
Food and catering costs are higher than 
elsewhere in the region, but a choice of menu is 
included and the two separate kitchens will 
increase the costs slightly. ‘The ‘Active boys’ are 
usually admitted because of behaviour problems, 
and this is reflected in the high cost for repairs. 
Before valid comparisons of costs can be made 
like must be compared with like; crude averages 
have little meaning unless details of what is 
included are known. The figures here are an 
attempt to give such detail, and so far as other 
costs are available for comparison it would seem 
that hospital care of this kind is not expensive. 
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Staff v. Patients: The Phenomenon of Rejection 


By R. MORGAN and A. J. CHEADLE 


INTRODUCTION 
It is accepted as professionally unethical for 


e doctors and nurses to be influenced by their 


~ 


(negative or positive) feelings in their behaviour 
towards patients. ‘Emotional involvement’ with 
patients, though seldom defined, is usually 
sternly discouraged during medical and nursing 
training. As a result many graduates deny not 
only that they are influenced by their feelings 
towards their patients but even that they have 
ahy feelings at all. 

However, as Main (5) has observed, ‘in spite 
of professional ideals, ordinary human feelings 
are inevitable’. In a different context Balint (1) 
asks "Why does it happen so often that, in spite 
of earnest efforts on both sides, the relationship 
between patient and doctor is unsatisfactory and 
even unhappy?’ In the face of such authorities 
it cannot be denied that doctors and nurses do 
have their likes and dislikes and that these will 
probably be known to the patients in question. 
We were interested particularly in the effect of 
dislikes rather than likes, and in the influence 
these appeared to have in hospital practice on 
the in-patient's performance and progress. Our 
impression was that a wealth of feelings existed 
but had remarkably little concerted influence 
because almost all tended to cancel each other 
out. However, in a small minority of cases, 
whether because of the degree or unanimity of 
staff opinion, there did appear to exist a 
phenomenon of rejection affecting some patients 
harmfully. As Ekdawi says (3), ‘the opinion that 
a patient is difficult is slowly formed, but once 
established and repeatedly expressed in nursing 
reports and medical records it rarely alters 
and may have a powerful influence on a patient's 
career in hospital’. 

We define a rejected patient as one who has 
become disliked by some critical proportion of 
the staff or to some kind of critical degree by all 
staff. Once this has happened it is very difficult 


627 


in practice for him to redeem himself in their 
eyes and very difficult for the staff concerned 
to overcome their personal dislike by means of 
their professional ideals. The conflict inherent 
for staff in such a situation tends to prevent 
recognition, discussion and resolution of the 
problem and usually makes it irreversible. 

This hospital (6) is able to select the patients 
it admits for rehabilitation, and a deliberate 
attempt is made to exclude those who appear 
likely to be very troublesome. This means that 
our patients are at worst only mildly ‘rejectable’ 
compared with some that other hospitals have to 
manage. It is perhaps the mild degree of rejec- 
tion that has allowed the process to appear to 
be reversible in certain previously observed cases 
here, at the point when a hitherto rejected 
patient was transferred within the hospital from 
a more to a less demanding environment with 
subsequent spectacular improvement in per- 
formance and progress. This led us to speculate 
whether people tend to arrange any group of 
other people into a rank order of likeableness 
and to reject those at the bottom on merely 
relative rather than absolute criteria. If so it 
should be possible by some form of social 
manipulation to lift at least some patients out of 
the rejected category. We make the assumption 
throughout that to be the object of a process of 
rejection is harmful to a person. 

We decided therefore to investigate the 
present state of rejection of all rro patients in 
two units of this ‘hospital. 


METHOD 
Our task was to identify the patients whom staff 
disliked. We had reason to believe that there 
were such patients, both from examination ofour 
own feelings and from the way that loaded words 
and expressions tended to be used in reports 
about a small number of patients: lazy, idle, 
doesn't try, doesn't seem to want to get well, 
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nuisance, can’t be trusted, etc. In order to 
identify these patients, we could have asked a 
direct question such as ‘which patients do you 
dislike’ and no doubt we would have obtained 
some answers. We considered, however, that 
we were trying to tap a delicate area involving 
conflict and guilt, and that we would get more 
valid answers by asking indirect questions. We 
therefore collected epithets that conveyed an 
undertone of dislike and compiled from them a 
number of questions. Ten were selected to act as 
indicators of rejection. The opposites (or equi- 
valents) of these ten questions were then con- 
structed and employed to act as indicators of 
preference or liking. The ten pairs of questions 
are reproduced in the Appendix in their two 
categories. They were administered in a 
standard order (indicated by the number beside 
each question) which had the effect of scram- 
bling the categories. The number of responses 
to each question was deliberately not fixed 
but was left to the respondent to decide. This 
provided us with one measure of the tendency 
for some staff to reject more than others. 

This questionnaire was administered by one 
of us (A.J.C.) in a series of individual interviews 
in January 1970. The respondents were the 
total staffs of two of the four units in this hospital 
consisting, in the Admission Unit, of two 
doctors, the nursing officer, two sisters, two 
charge nurses, seven S.E.N’s and two pupil 
nurses, who gave their opinions about the 54 
patients in that unit; and in the Regressed Unit 
by the same number of doctors and registered 
nurses, together with six S.E.N's and one pupil 
nurse, who referred to the 56 patients in that 
unit. A list of unit patients’ names was available 
to and used by each respondent, whose indi- 
vidual answers were recorded in detail on 
special forms. In what follows it has been 
appropriate to treat each unit’s results separately 
in some instances, but to combine them in others. 


RESULTS 


The questionnaire was scored by awarding 
+ for every patient's name given in response 
to a preference question, and —ı for every 
patient named in answer to a rejection question. 
This enables analysis of the data in three 
different ways—in relation to individual patients, 
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Taare І 





Number of patients: 
not mentioned by any member of staff . . o 
named by any staff in response to any 
preference question but no rejection 


question ʻi 55 2 A 28 
named by any staff in response to both 
preference and rejection questions .. 82 
named by any staff in response to any 
rejection question but no preference 
question 23 2s Vx D о 
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individual staff and individual questions. Table ] 
shows the ambivalence expressed by staff who 
found redeeming qualities in many patients. 
For example, some patients who were con- 
sidered ‘attention-seeking’ were also said to be 
‘interesting to talk to’, and others consideréd 
*unworthy of a place’ were also the ones that the 
staff ‘would like to help more’. It will be noted 
that no patient was either unmentioned or 
totally rejected. Staff had nothing but good to 
say about 25 per cent of the patients, and had 
mixed feelings about the remaining 75 per cent. 
We did not anticipate the extent of this ambi- 
valence, but had dealt with it in the simplest 
way by assigning to each patient the score that 
he or she obtained on the questionnaire after 
the minus scores had been subtracted from the 
plus ones. А positive net score indicated 
individual acceptance, a negative net score 
individual rejection. This procedure gives each 
patient a set of net scores, one from each member 
of staff; if a patient received more negative than 
positive net scores, this was taken to be evidence 
of group rejection of that patient by the staff. 
Twenty of the 110 patients were rejected 
according to this criterion. 

The average number of responses given by 
each staff member in reply to all ten rejection 
questions was 25 (range = 8-50) in the Admis- 
sion Unit and 32 (range = 10-60) in the 
Regressed Unit. Staff expressed preferences 
more readily, giving an average of 70 (range 
29-176) responses in the Admission Unit and 
75 (range 22-244) in the Regressed Unit in 
reply to the ten preference questions. 

We turn now to discussion of the twenty 
rejected patients, and first of all to the particular 
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qualities for which they were indicated by the 
staff in the questionnaire. In descending order 
of frequency they were seen as lazy, troublesome, 
a waste of time, uncooperative, untrustworthy, 
ungrateful, attention-seeking, frightening, dis- 
gusting and dislikeable. The exact frequencies 
are shown in Table II. 


Table IIT lists nosological data about the 
twenty rejected patients. Compared with the 
whole sample they were significantly more given 
to socially embarrassing behaviour (respective 
means 1°35 and 0:63, Z = 3:64, p < 0:0008), 
fess hard-working (means 29:8 and 26:5, Z = 
2:096, p < 0°05) and more heavily medicated 
with neuroleptics (x^ == 8:45, p < o'oi). 
Although the range and proportion of diagnoses 
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correspond closely enough to those of the 
remainder, there is about many of the rejected 
patients an atypical quality making the precise 
diagnosis either debatable or an (even more 
than usual), over-simplification. 

Inspection of material recorded during the 
previous six months in the case notes of the 
rejected patients yielded some data. Ten of the 
20 patients had behaved aggressively; six had 
problems with personal hygiene; six were noted 
to be particularly untidy in their appearance 
and the care of their belongings. Only five 
patients were not noted for at least one of these 
features, and these five were noted for homo- 
sexual behaviour and scrounging, being bossy 
and generally troublesome with other patients, 
pilfering, causing trouble through delusional 


Taste H 
The twenty rejected patients: Number of staff indicting them on the ten rejection questions 








unit 


Unco- Waste Fright- Untrust-Attention Un- 


Trouble- Dislike- Disgust- Total 

















patients Lazy operative oftime ening worthy seeking grateful some able ing 
A 2 о 6 12 3 3 3 8 о о 37 
В 6 6 2 2 6 1 3 8 I 3 38 
С 8 I I о 2 2 3 2 о 4 23 
р ІІ 5 8 о 7 o 2 4 о 2 39 
E 2 4 5 2 3 7 7 4 І o 35 
F 9 4 8 о о 8 о 5 I o 35 
G o 4 o 5 5 о 4 2 5 o 28 
H 3 6 о I I 2 2 5 I о 21 
I I o I о 2 2 о о о 1 7 
J o o o o о 9 o o о о 9 
Total 42 30 31 92 29 34 27 38 9 10 272 
Regressed 
unit 
patients . 
K 2 4 7 I 5 o o 3 I 5 28 
L 6 7 4 3 4 І 4 5 I І 36 
M 2 1 I 2 I 2 3 3 3 2 20 
N 5 4 I 1 6 о 5 * 4 5 I 92 
O 5 2 3 o о І 2 3 о о 16 
Р 6 8 2 o I о I о о о 13 
Q I 2 4 о І 3 о I о І 13 
К 2 4 5 о о о о 2 о 3 16 
S о 1 5 о о о 2 2 о I II 
T о 2 о о о 4 3 4 I о 14 
Total.. 29 30 32 7 18 II 20 27 II 14 199 
Стара 
total.. 71 6o 68 29 47 45 47 65 20 24 47 
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Taste ПІ 
Twenty rejected patients 
Length Behaviour 
of stay score 
Patient А-В Sex Age in | ————————— Work І.О. Leucotomy Wing Diagnosis 
years SW(g) 5Е(9) score (2) group (9) 
A —1 M 27 4 о 5 22 78 No IB Schizophrenia 
B —11 M 25 2 5 2 .94 78 No IB Schizophrenia 
с —9 Е 36 15 2 І 23 70 No ІС Schizophrenia 
D —75 M 46 2 4 2 41 84 No IC Schizophrenia 
E —6 F 31 2 I о 29 80 Yes IB Schizophrenia 9 
Е —5 Ma i 5 2 31 96 Yes — Obsessional neurosis 
? Schizophrenia 
G —4 M 5 4 о o 26 123 Yes — Atypical depression е 
H —4 Е 47 2 20 78 No IB Schizophrenic episodes 
inasociall subnormal 
person 
I —1 M 42 29 o 29 59 No —  Subnormality . 
J —1 M 47 23 о o I9 76 No IB Inadequate personality 
with borderline 
intellect E 
K —10 M 51 23 2 2 28 66 Yes 3 Schizophrenia 
L —10 M 36 6 o І 29 go No IC Schizophrenia 
M —6 М 32 5 2 2 40 75 No IB Schizophrenia 
N —5 M 54 16 о о 27 65 No IB Schizophrenia 
О —3 F 48 12 9 I 47 64 No І С Schizophrenia 
Р — 2 M 43 3 3 I 37 73 No І С Inadequate personality 
? Schizophrenia 
Q —1: M 34 I4 3 2 27 88 No IG Schizophrenia 
R —1 M 54 34 6 I 41 82 No 4 Schizophrenia 
S —1 F 41 9 4 3 24 57 No IB Schizophrenia and 
mental subnormality 
T - г Е 47 12 І I 21 70 No IG Schizophrenia and 


mental subnormality 





A-B = Number of staff accepting minus number of staff rejecting. 


intolerance of radio and television, and per- 
sistently refusing to get up and go to work in 
the mornings. 


Wno Rejects? . 

No members of staff rejected more patients 
than (s)he accepted. On average, each member 
of staff mentioned the names of 68 per cent of his 
or her patients, did not mention 32 per cent, 
rejected 17 per cent, accepted 48 per cent and 
was neutral about 4 per cent. Each on average 
accepted 31 per cent more patients than he or 
she rejected. When we plotted the extent to 
which acceptance predominated over rejection 
in the attitude of each nurse, what emerged was 
one half of a normal distribution curve. From 
these data we concluded that the staff sample 
contained no outright rejectors of patients. 


It is to be hoped, of course, that factors such as 
selection and training of staff to care for the 
mentally disabled will succeed in excluding 
those whose temperaments are quite unsuitable; 
or if they are mistakenly engaged, will soon 
bring to light their unsuitability and prevent 
their survival on the staff. This appears to have 
occurred here, but gratifying as that is admini- 
stratively it amounts to a handicap to research. 
We had hoped to divide the sample into 
acceptors and rejectors and compare their 
personalities. In the absence of a subgroup of 
rejectors the only available comparison is 
between mild and extreme acceptors. 

Of the 25 nurses in the sample we were fortu- 
nate that 19 had for another purpose completed 
the Eysenck Personality Inventory (E.P.I.) and 
the Sixteen Personality Factor Questionnaire— 
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* forms A and В (16 P.F.). The other six nurses 
had declined to do so; as a group they were no 
more prone to reject patients than was the rest 
of the sample. 

Several possible subgroupings of the 19 nurses 
were tried in an effort to extract some meaning 
from data that on inspection looked un- 
promising for reasons stated above. Of these 
alternatives we have chosen to compare the 5 
mildest acceptors with the 5 most extreme 

eacceptors and to omit the intermediate group 
of 9. In terms of how many more patients they 
accepted than rejected, the mean for the mild 
acceptors was 3'6, while that for the extreme 
acceptors was 38-4. There was very little 
difference between the subgroups according 
tô most of the measures employed, and no 
statistical significance was obtained. The ex- 
treme acceptors were a mean 8 years older (41) 
but less highly trained or experienced (in terms 
of the number of years as nurses). Sex, length of 
service in the hospital or time in the patients 
ward did not discriminate. Nor did the E.P.I. 
score or most of the 16 P.F. items. The extreme 
acceptors were however, distinct I + (tender- 
minded), L + (suspicious) and М + (imagi- 
native). Computation of their mental health 
scores, ability to learn, job success scores, anxiety 
level and extraversion scores (using the formulae 
in the 16 P.F. handbook) did not serve to discri- 
minate. They were however, inferior as ‘psychi- 
atric technicians' to the mild acceptors, accord- 
ing to the formula of Shotwell and Cattell (7). 

With so few subjects and so many negative 
results, we have failed to find in standard 
personality tests any useful guidance to the 
kind of attitudes that nurses are going to display 
towards their patients. We are unable to explain 
why extreme acceptors are according to Factor 
L of the 16 P.F. so lacking in tolerance and 
acceptance of other people. The few positive 
findings do not allow us to deduce that extreme 
acceptance is a desirable attitude, nor did our 
experience lead us to assume this at the outset. 


Sex DIFFERENCE 


To return to consideration of the whole sample 
of 25 nurses and 110 patients, our data allowed 
some analysis of the relationships between the 
two sexes. With integration of the nursing staff, 
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male and female nurses mix with all patients, 
and it was possible to calculate mean rejection 
rates for the following six groups: 

Male staff for male patients (М m) 

Male staff for female patients (M f) 

Female staff for male patients (F m) 


Female staff for female 

patients (T £) 
All staff for patients of same 

sex (M. m 4- F f) 
All staff for patients of opposite 

sex (Mf--Fm) 


Differences between all the means were tested 
and in two cases were found to be significant. 
Female staff were more tolerant than male staff 
of male patients (Mm == 16:3, Fm = 11-1, 
t = 2:28, p < 0:05). All staff were more 
tolerant of the opposite sex than of the same sex 
(Mm + Ff = 16:5, Mf + Fm = 11:5, t = 
2:25, p < 0-05). All the other differences 
between means were in the same direction but 
fell short of statistical significance. If these 
findings were confirmed elsewhere, they would 
lend support to the growing practice of deploy- 
ing nurses of each sex in the care and treatment 
of patients of both sexes. 


Patients’ OPINIONS ОР NURSES 

The original version of this paper was 
criticized for lack of mention of patients’ feelings 
about staff. By the time we received this 
criticism, which was nine months after the 
study, the composition of our staff and patient 
samples had changed too much to allow further 
study. Fortunately, however, another investi- 
gator (8) had surveyed the same units six months 
after our study, and he has kindly made his data 
available to us. He sought to discover from 
senior staff, junior staff and patients which 
nurses they regarded most highly. Only patients’ 
opinions are relevant here. Five were selected 
from one unit and six from the other, and the 
criterion for selection was that they should be 
well-preserved enough to know the names of all 
the staff. Using the method of paired com- 
parisons, each was then asked many times 
‘Which of these two people do you prefer as a 
nurse?’ Analysis of their responses yields the 
patients’ opinions about six nurses in one unit 
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and seven nurses in the other, each of whom 
also took part in our study and gave us their 
opinions about the patients. The nurses can 
therefore be arranged in two rank orders 
according to (1) the degree of their own 
tendency to reject patients and (2) the degree of 
their own popularity with patients. We postu- 
lated that a tendency to reject would vary 
inversely with popularity, and in one unit this 
was so (rho = —o-66 N.S.) but not in the other 
(rho == +-0-21 N.S.). Since the numbers are so 
small and the results inconclusive, only a bare 
outline has been given of the above study. 


Discussion 


The validity of the results we have presented 
depends upon the adequacy of the method we 
have used to obtain them, and we have been 
advised to discuss some aspects of this. 

Before the survey began the staff were given 
detailed explanations and invited to co-operate. 
Although used to taking part in such studies, 
some were hesitant until the first subject 
emerged unscathed from her interview. After 
that all were willing. Those who were con- 
cerned about their professional attitudes found it 
equally difficult to admit to positive or negative 
feelings about their patients. They resorted to 
naming either very few patients or nearly all; 
244 responses to the 10 preference questions was 
the record. Very few staff admitted that they 
disliked any patients (question 18), but more 
were prepared to admit to feelings of disgust in 
answer to question 19, perhaps because it was 
deliberately qualified with the word ‘sometimes’. 
We consider that this outcome justified our 
decision to use indirect questions to tap feelings 
of dislike. 

It has been suggested that our use of two lists 
of names may by their fixed order have influ- 
enced the responses. The lists were typed in four 
columns. Some respondents were noticed to vary 
the order and direction in which they scanned 
these columns. Since in addition nearly all the 
nurses knew all these long-stay patients very 
well, we doubt if any bias was introduced by the 
use of lists. 

The handing of the wealth of data produced 
by the questionnaire caused us several problems. 
In order to discover each question’s contribution 
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to the total, rank correlations were calculated 


between each of the ten rejection questions and 
each patient's aggregate score. Nine questions 
correlated highly significantly (p < 0:001) and 
the only one which failed to do so was No. 14, 
‘Attention-seeking’ (p < о-о: in the Admission 
Unit and not significant in the Regressed Unit). 
To determine the extent to which individual 
rejection answers agreed with each other, 
Coefficients of Concordance were calculated. 
These showed highly significant agreement ine 
each Unit (p < o-oor). These calculations 
provide the best available evidence that thg 
ten rejection questions were measuring, as they 
were intended to, the same thing which is 
probably personal dislike. 

We were confronted with the problem of 
what weighting to assign to the answers to each 
question. Hamilton (4) writes, “To give all tlie 
variables the same weight is rather a crude 
method, though surprisingly effective in prac- 
tice’. Since all our variables correlated so highly, 
we were content to assign a weight of +-1 to each 
preference response and —1 to each rejection 
response. 

Some internal corroboration of the validity 
of the questionnaire was obtained from the 
fact that some preference and rejection questions 
are mutually contradictory, viz. Nos. 2 and 15, 
3 and 12, 4 and 7, 5 and 6, 11 and 17, and 16 and 
18. The data were searched for instances of a 
patient named by any member of the staff in 
response to each one of any of these contra- 
dictory pairs. Thirteen such instances were 
found. Out of a total of 2,918 responses there 
were thus found to be 26 contradictions or 
0:995, which is considered satisfactory. 

Finally we must comment on the extent of 
the ambivalence of staff feelings. As shown in 
Table I, staff had mixed feelings about 75 per 
cent of the patients in our sample. This ambiva- 
lence had been elicited by our inclusion of 
preference items in the questionnaire. To 
discover how much difference these items had 
made to the picture, two rank orders were 
constructed for each Unit, one according to 
aggregate scores and the other according only 
to the rejection component. The correlation co- 
efficient between these two rank orders was 0°55 


(p < ооо). It appears therefore in general , 
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that the effect of staff ambivalence was to 
reduce the degree of rejection, rather than to 
change the incidence of it radically, but there 
were individual exceptions. 


SUMMARY 

All staff (n = 27) of one clinical team in a 
psychiatric rehabilitation hospital answered a 
special questionnaire designed to elicit their 
personal feelings about all their 110 patients. 
Interpersonal preferences and  antipathies 
emerged, together with much individual ambi- 
valence and inter-staff agreement and disagree- 
ment. Attention was focussed on the pheno- 
penon of rejection of patients by staff, with the 
following results: 

„1. Rejection by a group of staff is a matter of 
degree rather than an all or none phenomenon. 

2. From the way that staff opinions can be 
used to arrange a group of patients in a rank 
order of (preference or) rejection, it appears 
that there 15 bound to be a sub-group of rejected 
patients at the lower end of this order, deter- 
mined more by relative than absolute criteria. 

3. Some personality differences are described 
which were found between the two sub-groups 
of nurses who were respectively more and less 
prone to accept. None of the 25 nurses in the 
sample was more prone to reject than to accept 
patients. 

4. The type of patient behaviour that leads to 
rejection is described. 

5. Twenty of the 110 patients were considered 
to be rejected. As a group these 20 patients were 
significantly more given to socially embarrassing 
behaviour, less hard-working and more heavily 
medicated. 

6. 'There is a statistically significant tendency 
for staff of either sex to reject patients of the 
same sex more readily than those of the opposite 
sex. 
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APPENDIX 


Questions eliciting preference 

1. Which patients are a credit to the unit in their 
appearance? 

2. And which are the most appreciative? (Of anything 
that you may do for them). 

5. Now which patients do you consider an asset to the 
unit? (In every way, their general attitude. They tend 
to give something to the unit). 

4. Which are the most co-operative patients? (These are 
the ones who will do something for you when they are 
asked). 

8. And the most interesting to talk to? 

11. Which patients are the best behaved? (These often slip 
into the background and are not noticed. Just the best). 

12, And which are the most helpful in the unit? (These are 

the ones who don’t really have to be asked but just do 

things of their own accord). 

Which would you like to help more? (If you had the 

time and the opportunity and did not have to share 

your attention out so much). 

16. Which patients do you get on with the best? 

20. Which patients would you particularly like to do well? 


18. 


Questions eliciting rejection 
3. Could you tell me which are the laziest patients in the 
unit? 
4. Which are the most unco-operative? (These are the 
ones who will always be awkward when they are asked 
to do something). 
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6. And which, as it turns out, are not worthy of a place 15. And which do you find the most ungrateful? (By this I 


here? (They are a waste of time. Their places and your do not mean just schizophrenic apathy in that they 

time could be better used on someone else). do not show gratitutde but that they go out of their 
9. Which patients are you apprehensive of? (This really way to show positive ingratitude in some way). 

i hysical . You al tch th t 

Жыр Ира een a ea PS 17. Now which are the most troublesome? (You don't 
10. Which patients do you feel that you cannot trust? have to look for this, it makes itself known). 

(Either because they are known pilferers or liars or 18, Which do you find, that in spite of everything, you 

because you just have a feeling that they may get you dislike? (If any). > P РАЛА 


into trouble in some мау). Ў 
14. Which are the most attention seeking patients? (Ina 19. Which sometimes disgust you? (In their habits 
psychiatric sense). behaviour or looks). 


R. Morgan, M.B., M.R.C.Psych., Director of Rehabilitation, 
A. J. Cheadle, n.M.N., Research Assistant, 
St. Wulstan’s Hospital, Malvern, Worcestershire 
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Lentizol 


Three British 
| clinical trials 


The effectiveness of Lentizol — 
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British double-blind trials. 
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a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 489? 


Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies” *. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary 
amitriptyline was equally effective." 
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wl М М ога antipsychotic 
` for initial and maintenance therapy 
in schizophrenia 


. “characterised by its incisive effects notably against autism, 
delusions and hallucinations’”! 


“the duration of action of a single dose of pimozide satisfactorily 
covers 24 hours"? 


“the drug of choice when social re-integration is envisaged'" 


"the great advantage for the majority who respond is the lack of 
need for antiparkinson drugs’” 


Thus, ORAP controls the primary symptoms of ORAP is supplied as tablets each containing 2 mg. 
schizophrenia, saves nursing time in the early stages of pimozide in containers of 100, 500 and 2,500. 
treatment, makes the patient more co-operative and Full information is available on request. 
amenable and, during rehabilitation, enables the 1. Int. Pharmacopsychiat. 4, 193, 1970 

patient to undertake tasks requiring mental alertness 2. Brit. J. Clin Prac. 25, 417; 1971 

and manual dexterity. 3. Acta Neurol. Belg., 68, 875, 1968 
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A Cerebral arterial blood-flow 
B Systemic arterial blood-pressure 
C Intra-arteríal infusion o! 

Praxilene 0.2 mg/ kg/ minute 
D Intravenous infusion of 

Praxilene 0.5 mg/ kg/ minute 
Measurement of cerebral blood-flow and 
systemic blood-pressure during intra-arterial 
and intravenous infusion of Praxilene. 
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Intensive Psychotherapy for Acute Psychiatric Patients 


= in a Day Hospital Setting in Israel 
Theoretical Considerations 

\ By Y. FRIED and F. BRULL 

RS 


Tue Day HosrrraL 


" The psychiatric services in the field of com- 
munity psychiatry in Israel have developed in 
a number of directions over the past decade. 
Following the establishment by the Workers' 
Sick Fund (Kupat Holim) of a Rehabilitation 
Unit for chronic psychiatric patients (Wijsen- 
beek and Lindner (53)) and the opening of a 
Day Hospital for acute cases in conjunction with 
a psychiatric hospital (Ramot and Jaffe (45)), a 
Day Hospital was established in October 1968, 
at the Out-Patient Mental Health Clinic 
(Ramat Chen), to serve acute psychiatric 
patients. This represented the first attempt of 
its kind in Israel. The professional literature on 
Day Hospitals, which in the main describes a 
*half-way out' type of hospital (Farndale (16); 
Epps and Hanes (14); Kramer (32)), also 
reports the existence of a ‘half-way in’ type of 
institution, operating as an autonomous service 
catering to a particular geographical region, 
without being attached directly to a mental 
hospital. 'Phis kind of Day Hospital, specifically 
designed for acute cases, has not yet been tried 
in Israel. 

The Ramat Chen Day Hospital is equipped 
for 15 patients, who attend for several consecu- 
tive hours daily (Veil (51)), generally over a 
period ofsome two months (Neumann et al. (40)). 
The staff of four includes a psychiatrist, a nurse, 
a psychiatric social worker, and an occupational 
therapist. Today, the Day Hospital has treated 
some 500 patients (Craft (12)) between the ages 
of 18 and 65, most of them in a serious psychi- 
atric condition. About half were psychotic 
(mainly schizophrenics), while the remaining 


' half represented a variety of neuroses and 


. psychoneuroses in a state of acute crisis (Craft 


635 


(12); Hogarthy et al. (27)). The treatment in- 
cludes pharmacological therapy, individual and 
daily group psychotherapy, and occupational 
therapy. Eighty-five per cent of the patients were 
discharged from the Day Hospital without re- 
quiring full hospitalization. The remaining 15 
per cent were transferred to residential hospitals. 
In view of the fact that practically all the 
patients had been initially diagnosed as re- 
quiring full admission to psychiatric institu- 
tions, the fact that the prompt (Weisman et al. 
(52)) and intensive treatment programme pro- 
vided by the Day Hospital averted admission of 
over 85 per cent of the cases speaks for itself. The 
value of a service of this kind in conjunction with 
the Mental Health Clinic corroborates the ex- 
perience reported in the literature (Kramer (32); 
Craft (12); Zwerling (55)). On the other hand, 
as Winick (54), Kramer (32), and Zwerling (55) 
correctly point out, it is not yet possible to com- 
pare systematically this and other types of psych- 
latric service, because of the nature of the data. 

Practical considerations aside, however, we 
feel that the theoretical underpinnings of this 
Day Hospital derive from and constitute valid 
philosophical and metapsychological principles 
which will be described below. 


INTENSIVE PSYCHOTHERAPY 
Freedom 


It is our view that the essence of intensive 
psychotherapy lies in the concept of doctor- 
patient relations as Subject-Subject relationships 
Brüll (7)). The concept of subject refers to the 
person's perception of himself as free. The 
concept of freedom, first discussed by Kant (30), 
has long ceased to be a purely philosophical 
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idea, and has been elaborated by many psycho- 
logists and psychotherapists of our time; it has 
become natural to our thinking and forms an 
established concept in our concrete daily work. 
Piaget (42), for instance, bas developed the 
Kantian concept of autonomy in detail. The 
concept of the self in terms of the person's own 
self-perception, has been developed by Hartman 
(25). Benedetti (4) has contributed to the 
description of the spiritual aspect of man as a 
significant psychological dimension. Goldstein 
(23, 24) and Jaspers (28) have developed the 
concept of self-realization as an extension of the 
concepts of in itself and for itself whose philoso- 
phical roots lie in Hegel (26). In the theory of 
personality, the concept of self realization has 
been developed in various directions by Murphy 
(39), Allport (2), and Frankenstein (17), while 
Rogers (47) and Maslow (35) have applied it to 
psychotherapy. 

For us, in Intensive Psychotherapy, the auto- 
nomous self is, therefore, he who freely chooses 
his mode of realization. But this free choice is 
not ‘absolute’; it requires a psychological pre- 
condition, which may be defined operationally 
as follows: the person weighs a number of 
alternatives which are simultaneously present 
to him at a given moment of consciousness. Now 
the psychology of intelligence, as formulated by 
Piaget (43), shows that the number of alter- 
natives which may be considered simulta- 
neously at the same moment of consciousness, is 
a function of certain variables (Piaget (43); 
Miller (38); Abelson and Rosenberg (1)). In 
fact, in line with this school of thought, Mc- 
Laughlin (37) has proposed a formula, 2°, which 
can be made to yield a number equivalent to the 
degree of complexity of which the individual's 
operational intelligence is capable at a particular 
time (provided suitable values are substituted 
for n). The significance of this for our purposes 
is that it enables us to say that a person is 
capable of choosing freely, provided the choice 
before him is equal in complexity to the 
numerical value indicated by the formula, If 
the complexity of the problem confronting 
him is in excess of this value, the choice cannot 
be freely made. 

This conception is important for psychiatry, 
because illness frequently limits the individual's 
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capacity to entertain a large number of data 


simultaneously (Rapaport (46); Fried (20)). It 
is also necessary to consider emotional factors 


present at the time; hence the importance_of, 
a 


psychoanalytic findings which the therapist 
must take into consideration (Freud (19); 
Dalbiez (13); Bion (5); Matte Blanco (36)). On 
the other hand, within the range of the indivi- 
dual’s capacity for freedom and choice, the 
ignoring of his freedom amounts to ignoring th 
focus of a man’s life as an essentially h 
being who himself determines his life and is 
responsible for it.* 

Whoever claims to see in the patient an 
individual and not only a case is obliged, in our 
view, from the standpoint of Intensive Psycho- 
therapy, to take the ‘royal road’ to the patient’s 
inner world; and this, we believe, means 
relating to the question ‘Who am IP” as the 
focal question of the individual’s life. 

One attitude to the question "Who am I?’ 
treats it as a question of identity in the sense of 
Erikson (15). In our view, Erikson’s definition of 
identity requires modification. Erikson empha- 
sizes that aspect of psychological maturity 
throughout the life cycle which is expressed in 
an identity of values between the individual 
and society. It seems to us that there is in- 
sufficient emphasis on the value of the person 
who is able to shake off his role as a conforming 
member of society, and who can be regarded as 
the one who comes closest to self-realization and 
true identity. 

Anxiety 

There is another sphere in which the person 
is conceived as a Subject—a being who decides 
and acts in the world—and that is in the sphere 
of anxiety (Lopez Ibor (34)), the type of anxiety 
which in philosophy is traditionally referred to 

* With regards to the formula 22 (McLaughlin (37)), it 
is interesting to note that Т. Parsons (41), the eminent 
sociologist, demonstrated that institutionalized organiza- 
tions also possess an increasing number of simultancous 
variables with increasing degrees of complexity and 
essentially possessing a structure describable by 20. 


Piaget (44) speaks of isomorphism in his important study 
of genetic epistemology where he draws a sort of parallel 
between ‘La pensée psychologique, la pensée sociologique 
et la logique’. The use of the 22 model in analysing 
processes in psychotherapy may prove to be a useful 
avenue to explore (Fried (21)). 


BY Y. FRIED AND F. BRULL 


as 'Abraham's Anxiety’ or ‘Abraham’s Fear’ 
(R3erkegárd (31)). We recall Genesis 22: 2: 
‘And He said, “Take thy son, thine only son, 
„Whom thou lovest . . .". Setting aside the 
Teligious and philosophical elements in Kierke- 
gard, if we consider this anxiety solely from the 
psychological point of view we behold a man at 
a certain point in his life when he has chosen a 
system of values by which he lives, and suddenly 
is system of values imposes an obligation 
eSartre (48)). The man torments himself with the 
questions: Was I right to choose these values? 
Are they valid? And at the same time: Why did 
it happen to mg, why should 1 be the one who 
has to live so strictly by moral standards? 

Perpetual doubt, and an enormous feeling of 
loneliness, anxiety and burden never leave a 
man from that moment in his life when he 
cHooses his self-realization. 

It is usually accepted that relief of anxiety is 
an important aim of psychotherapy. But in 
Intensive Psychotherapy the doctor who meets 
the patent in these moments of 'Abraham's 
Fear' does not consider this anxiety a sickness; 
nor does he see relief of such anxiety as a sign 
of health. On the contrary, it appears to us that 
true mental health is possible only if man is 
anxious—in Abraham's Fear. Here we must 
differ from Laing (33), for example, who holds 
that the normal individual has Basic Security, 
while the schizophrenic has not. To us it appears 
that man, from the moment he has made a 
choice, is possessed of Basic Insecurity, which is 
the anxiety that goes with freedom. It seems to 
us, from a psychotherapeutic point of view, that 
a doctor who is not himself free, and is not 
himself anxious, will never reach the depths of 
his patient's nature. 


Subject-Subject encounter 

It has been suggested that the Subject-Subject 
formulation is only another way of referring to 
the Dialogue as conceived by Buber (9). This 
is not so. It is true that the Subject-Subject 
meeting has many aspects in common with 
Buber's Dialogue. On the other hand, Buber 
conceives the Dialogue as an encounter between 
two ‘completed’ individuals, each seen in his 


' present, existing state. He overlooks the decisive 


importance of ‘by himself and ‘for himself’. 


— 
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Buber, we feel, misses the realization of self in 
man: he regards the individual as a non- 
existent ‘abstraction’ (i.e. without "T'hou") (то), 
as seen in his debate with Sartre (11). Sartre, on 
the other hand, while emphasizing the dialectic 
of man's free development, upholds a philosophy 
which denies the value of ‘the other’, the fellow 
man (49) : he regards ‘the other’ as an object and 
notas a subject. While the debate between Sartre 
and Buber has a real basis from the point of 
view of their philosophical outlooks, from the 
point of view of psychology as a science dealing 
with concrete human behaviour this is not the 
case. Psychologically, it is not a matter of this 
conception or the other; rather, it seems to us, it 
is the fusion of the two which is significant. 
In therapy there must be a genuine meeting of 
two people, while at the same time each is in 
himself a totality engaged in the dialectic of 
self realization. The complete totality of the 
encounter is operationally, therefore, a totality 
comprising four systems: ‘I as the negation of 
self’, and ‘I as projection’—the two systems of 
Sartre’s formulation—together with the meeting 
of T and ‘Thou’, the two systems indicated by 
Buber (Frankenstein (17, 18); Fried (21)). 

In the subject-subject relationships of Inten- 
sive Psychotherapy, the doctor himself is in 
effect the therapeutic instrument. Even in 
general medicine this is not an altogether 
unknown concept (Balint (3)). In this sense it is, 
perhaps, even more so for us. Facing the patient 
as a subject, the doctor is not a cold, objective, 
uninvolved healer. On the contrary, he uses 
himself in his own being, confronting himself 
and the patient in this new situation which we 
call Intensive: a meeting where patient and 
therapist are both present as subjects. The 
therapist actively participates both in his own 
and in the patient's experience of self as Subject 
(Brall (6)). — ' 

The illness ' 

From this point of view, the illness is not seen 
as a phenomenon external to the patient, but as 
a form of existence which is not reducible to 
the components ‘patient’ and ‘illness’, being a 
totality of the ‘patient-and-his-illness’ (the 
particular disease is thus important only as 
regards diagnosis and forms of therapy other 
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than psychotherapy). The severity of an acute 
phase of psychiatric illness is seen as an indica- 
tion of a significant stage in the patient’s life, 
a critical situation in his existence as a human 
being (Brüll (8)). It is the doctor's task to help 
the patient experience his changed, frightening 
and often desperate inner world. The doctor 
does not attempt, in this connection, ‘to cure’ 
the patient in the ordinary way (particularly as 
we are dealing with psychiatric illness, which 
in most cases is not amenable to total cure). 
His function is, rather, to help the patient to 
achieve an integration of the illness into the 
patient's inner world, to learn to live with the 
illness as part of his personality; ‘Not “What has 
been?", but “What will be?", not only “Why 
did ithappen ?” but also “Whyare you unable ?””’ 
(Brill (6)). It is hardly necessary to add that 
when treatment is based on the doctor himself 
as the instrument of therapy, the encounter 
will lead to moments of ‘immediate experience’ 
as well as moments of insight (Fromm-Reich- 
mann (22); Seguin (50); Brill (7)). 


SUMMARY 


A salient issue in the field of psychotherapy is 
an understanding of the process of transforma- 
tion of conception into practice. One of the ways 
to view such an issue is to consider the nature 
of that therapeutic structure which will maxi- 
mize the probability that a given theoretical 
assumption will find its fullest expression 
in everyday experience. We would submit that 
the structure of the Day Hospital is such that it 
contributes to such therapeutic impact. The 
patients are continuously in contact with them- 
selves and tbe personnel (Jones (29)) in a 
continual confrontation, as free individuals, 
anxious with the anxiety that is Abraham's 
Fear; together they undergó the experience of 
the responsibility and significance of their lives, 
which each patient determines for himself in 
keeping with his own system of values and his 
greater or more limited capacity. The nature of 
the Day Hospital structure is such that in 
addition to whatever type of treatment is offers 
the patient as a medical unit (chemotherapy, 
individual and group psychotherapy, occupa- 
tional therapy and so on), it makes possible the 
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* 
realization. of Intensive Psychotherapy as we 
understand it. 
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A Social Rehabilitation Programme for the Long-Stay 


f- 


Mental Hospital Patient 


By R. C. BLAND and G. W. H. NIXON 


\ INTRODUCTION 


An account is given of an active treatment 
programme at a Canadian Provincial Mental 
Hospital. This programme was designed to 
reintegrate institutionalized patients, mainly 
schizophrenics, into the community. 

*It was initially anticipated that patients 
entering this programme had previously been 
reeeiving inadequate social and psychopharma- 
cological treatment. 

A six month review is presented and consi- 
deration of the results would cast considerable 
doubts on at least part of this hypothesis. 


PROGRAMME STRUCTURE 


The programme was set up on a modernized 
31 bed male ward which had been ‘open’ for 
some years, and utilized staff out of uniforms, 
employed fairly active milieu techniques, and 
reasonably adequate pharmacotherapy. 

The characteristics of the group of patients 
on the ward at commencement (22 of the 31 
having been transferred within one week prior 
to this date) were that they were mainly schizo- 
phrenics who had been in hospital many years, 
showed apathy, withdrawal, social isolation, 
non-participation and frequently exhibited 
frankly psychotic manifestations. The patients 
were mostly without personal possessions or 
clothing of their own and showed other indica- 
tions of lack of contact with the outside world 
(e.g. deteriorated table manners and personal 
habits, inability to use telephones, unfamiliarity 
with the city). 

Characteristics of the group of patients are 
presented in Table I and Figs. 1 and 2. 


Organization of patient care 
The programme was designed to emphasize 
„Че individuality of each patient, to reinforce 
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Tase I 
Diagnostic categories 
Schizophrenia . 25 
Affective disorders i^ I 
Organic brain syndrome . . г On original 31 
Mental are - 4 patients (male) 
Alcoholism à " 4 
Other 2 








what remaining contact he had with reality, and 
to enable him to put this to use in such a way as 
to make him socially competent; rather than to 
deal in depth with his psychopathology on an 
individual basis. Increased personal responsi- 
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Fia. 1 сер а елы жа of patients in group. 
Mean age . А ВЯ 57 
Minimurh age $^ - x Me gI 
Maximum age  .. zi m » 87 


bility was encouraged by such means as clothing, 
individual lockers and towels, dining room 
responsibilities, and by emphasizing personal 
contact with an individual staff member. 
Nursing staff were given an initial orientation 
on rehabilitation and remotivation. Several 
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Number of Patients 


0 B 10 15 20 25 30 35 "40 
Length of Stay (years) 


Fro. 2.—Histogram indicating length of stay in hospital. 


Mean current hospitalization 16 years 
Minimum current hospitalization 2 months 
Maximum current hospitalization 38 years 


seminars with a psychologist on conditioning 
and social factors affecting behaviour were also 
arranged. 

In order to achieve as nearly as possible a 
normal week, comparable, that is, to life outside 
hospital, maximum staff effort was concentrated 
on days during a five-day week, with evenings 
and week-ends only loosely organized. 

Ward staff consisted of one doctor (R.C.B. 
initially, followed by G.W.H.N.), who also had 
other duties; charge nurse, a team of 6 registered 
psychiatric nurses (3 male, 3 female), and a 
reduced complement of other ward staff. The 
team were primarily responsible for patient 
care and the organization of activities, co- 
ordinated through the charge nurse and using 
the doctor as consultant. Of the six team 
members, two were given mileage allowances. 
The patients were divided into five groups, each 
with an assigned team member (5*6 patients/ 
group). The ward was divided into four different 
areas of work for house cleaning, and one area 
on another ward for bed making. One group 
was assigned to each area, changing at weekly 
intervals. The team members worked along with 
their patients. 

Attention was given to improvement of 


personal habits, dress and eating manners. Most" 
of the patients had been accustomed to certain 
days for certain things, e.g. ‘shaving days’, ‘bed 
changing days', but were then taught to mawe, 
daily, bathe as appropriate etc. Many als! 
rushed meals and would not stay in the dining 
room for coffee or a cigarette. To encourage 
change, four staff ate with the patients, inter- 
spersed amongst them, and there were no 
specific places at the four seat tables. M 
were served cafeteria style on the ward, 
after some months patients were able to assume 
serving duties for themselves. 

Clothing presented a major problem, as most 
patients were without adequate financial re- 
sources. This was solved by obtaining some funds 
from the hospital and other agencies. * 

All patients were taken into the city in small 
groups, usually four patients and two staff in one 
car. Many difficulties were encountered in this 
area, e.g. some patients did not know how to 
get in or out of a car and some tried to get out 
before it was parked. While shopping, some 
were unaware of the cost of items and were 
surprised at current high prices. 

Telephones represented some problems, as 
many patients had never even used one and 
most were inexperienced. Each group, with their 
staff, practised telephoning between offices in 
the hospital. 

A gardening project was organized and run 
jointly by staff and patients. 

Odd jobs, such as spring clean up and fence 
painting were undertaken outside the hospital, 
with staff and patients working together, the 
objective of this being to promote task-oriented 
group interaction. 

Each team member conducted more formal 
group sessions weekly for their own group, 
organized along ‘Remotivation Group’ (A.P.A. 
and S.K.F. (1)) lines and dealt with realistic 
topics concerned with general knowledge and 
life outside hospital. 2 

Other activities organized by patients and 
staff included bowling, pool tournaments, dart 
games, barbecues, ward picnics, cinema trips 
and visits to local places of interest. 

The patients held weekly ward meetings, but , 
it was usually necessary to have one or two staff . 
present. 
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j Staff organization TABLE II 
Once or twice weekly conferences were held Comparison of medication changes in the first month of 
with nursing staff and doctor. When a patient (адаа шн A 
was transferred onto the ward, the nurse to ee Lt abana 





'-;whom the patient was assigned had the re- Differences 
sponsibility for updating the history, describing Total at Total after one 
the present mental state and level of social Drugs commence- afterone month on 


ment month programme 


functioning, and outlining a proposed plan of (mgm.) (шет)  (mgm.) 


management including discharge prospects. 


i Plans were then made with or for the patient.  Perphenazine .. 214 M 4-34 
«Patients were subsequently reviewed at con-  Trifluoperazine.. 40 I +41 
Levomepromazine 1,050 950 — 100 


ferences at the discretion of nursing staff. 


А oL T Е б ioridazi . 8 8 

Nursing staff maintained contact with relatives аа 39 ds 225 

during their visits. While no attempts were made (q. 2 wks.) 

to achieve any formal democracy, definite Chlorpromazine 275 175 —100 

attempts were made to avoid an autocratic Haenel ide 8 26 +18 

structure, and to allow staff to work to their B speso i us : 34 58 196 

potential. А Benztropine .. 4 4 о 

*Mectings were held with nursing staff and — Trimipramine .. — 100 +100 

doctor to discuss any problem of ward manage- ee +175 75 n 100 
ав ; ptyine .. 75 175 100 

ment, staff organization, programme arrange Море, 2 is o 


ment or any other matter not related to a 
particular patient. 





(B) Remotivation Group Rating. The literature 
supplied by A.P.A. and S.K.F. (1) on remoti- 


азмы Or EROS lel vation groups contains a rating scale, which 


The drug therapy, improvement in level of was used for an initial assessment at the 
functioning and discharges, were evaluated. commencement of the programme, and for 
later assessment after six months or on prior 

1. Drug therapy discharge. 


In Table IT figures are presented for the total 
amount of each drug used on the ward for two 
dates one month apart. The first date represents 
the beginning of the programme, and the 
difference in totals between the two dates 
represents the changes in medication in the 
first month on the unit. 


YAZM-AYT NO Of 





2. Level of functioning . Го. 3a.—C.S.I. Index at commencement. 
(A) C.S.I. Index Rating (9). This rating scale 


has been in use for some time in this hospital. , 
Briefly, the parameters of this index are: 

C: or care index 

S: or socialization index 

I: or interactive index 
Each of these is assessed on a six point scale. 
Figs. 3(a) and 3(b) indicate graphically the 
level of function of the 31 patients at com- о 0 o opl tig 
mencement, and after six months, or on prior lc-Ts-T Tc БЕ c 
discharge. Fro. 3b.—C.S.I. Index after 6/12 or on discharge. 

ЗА 


nazm- то OZ 
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Results are available for 26 of the 31 patients 
in the original group (some are excluded 
because of their unwillingness to attend). 
These results showed an average score initially 
of 17:3 and finally of 21-7 for the 26 patients. 
This represents an increase of approximately 
26 per cent. 


3. Disposition of patients 
This is described in Table III. 


Taare III 
Disposition of patients 
Total patients at commencement... 31 


Discharges ea $5 des — 1I 
Nursing home zs à 
кышу home 


- deu "TENES T 5 


(i.e. includes patients ready for 
discharge but awaiting placement 
) 


ооо, 


or on trial leave 

Transfers off ward а a k 5 
Medical reasons .. 3 
Куан to continue in pro- 


е ао within the 6 months. 3 


CONCLUSIONS AND DISCUSSION 


The author’s expectations were that drug 
increases on the programme would be sub- 
stantial. However, review of Table II indicates 
that changes were minimal and reflected 
physician preference for drugs rather than a 
whole new approach. 

The C.S.I. Index and group rating scale both 
indicate an improvement in the qverall level of 
social functioning. Of the 31 patients, 11 were 
discharged in the study period. Considering the 
length of current hospitalization for the group, 
this is considered a fair success rate. 

It may be concluded, therefore, that the 
primary factor in producing the improvement 
was the milieu. 

The therapeutic effect of the ward milieu 
has been considered somewhat uncertain. 
Cumming (2) differentiates ‘therapeutic com- 
munity’ from milieu therapy strategies. Wing 
and Brown (8), in a study of three mental 
hospitals, found that social factors did make a 


difference to the state of the patients. The 
programme described used milieu therapy 
strategies rather than a ‘therapeutic com- 
munity’, and the results would not be incon- 
sistent with this study but contrasts rather with! 
the negative results of Letemendia, Harris and 
Willems (4). The authors’ programme tended 
to be highly structured—a condition which 
Sanders, Smith and Weinman (6) found to be 
the most effective in producing change in social 
behaviour. ve 

The dosage levels of phenothiazines used 
may be considered to be nearer the lower end 
of the range for treatment of this type of patient, 
as used by Prien and Cole (5). However, 
Letemendia and Harris (3), in a long-term trial 
of chlorpromazine in chronic schizophrenic$, 
were unable to demonstrate much benefit, and 
Shepherd, Lader and Rodnight (7) concluded 
that ‘chlorpromazine has a limited but useful 
part in the symptomatic treatment of chronic 
schizophrenia’. These studies would tend to 
emphasize, therefore, than when chronic schizo- 
phrenics improve, it is likely to be due to factors 
other than, or in addition to, phenothiazine 
therapy. 

SUMMARY 


A detailed description is given of a social 
rehabilitation programme for long-stay mental 
hospital patients, with evaluation of a six month 
period of operation. 

It was found that changes instituted in drug 
therapy on this group were minimal, and that 
the level of functioning as measured on two 
nursing rating scales showed significant improve- 
ment over this period, enabling a number of 
these patients to be successfully discharged to 
the community. 

In view of the long period of previous hospi- 
talization and minimal changes in drug therapy, 
the conclusion must be drawn that the relevant 
factor in producing the improvement was the 
milieu. 

It is therefore suggested that this type of 
milieu is one which may suitably be used for 
the effective rehabilitation of this type of patient. 
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Undiagnosed Psychiatric Patierits* 
Part II: Follow-up Study 


By JAY L. LISS, AMOS WELNER and ELI ROBINS 


In a previous report records were studied of 
256 in-patients who were discharged as un- 
diagnosed, i.e. in-patients who at the time of 
"discharge did not have a definable psychiatric 
illness (Welner, Liss, Robins and Richardson, 
1972). In that study it was shown that when 
figorous criteria for psychiatric research (Feigh- 
ner, Robins, Guze, Woodruff, Winokur and 
Munoz, 1972) were used 68 per cent of these 
patients met the criteria for an established 
psychiatric disorder. It was concluded that: 
(1) The chart review diagnoses for a population 
of undiagnosed patients consisted of a variety 
of established psychiatric disorders and the 
population was not homogeneous. (The chart 
review diagnosis is a diagnosis obtained by 
review of the patients’ hospital records and 
evaluating the information by using diagnostic 
criteria for psychiatric disorders.) (2) The most 
efficient way to arrive at a diagnosis was by 
structured rather than conventional narrative 
interview. This study is a follow-up study of 
these patients and attempts to evaluate the 
validity of the chart review diagnosis. A con- 
cordance between the chart review diagnosis 
and follow-up diagnosis supports the above 
conclusions. The follow-up study also served 
to establish diagnosis in patients who had too 
few symptoms initially to meet the criteria for 
a diagnosis. 

MATERIAL AND METHOD 

All patients who at the time of follow-up were 
residents of St. Louis and St. Louis County 
were included in this study. As for the record 
study, a list of items was prepared using 
previous studies, interviews and information in 
hospital charts, and was used to prepare a 

* This study supported in part by NIMH Grants: 
13002, 09247, 04591 and 05804. 


structured interview consisting of: (1) a list of 
223 symptoms and signs alphabetically arranged ; 
and (2) information about marital status, 
physical illness, non-psychiatric admissions to 
hospital, operations, psychiatric admissions to 
hospital, occupation, change in socio-economic 
status, evidence of remission, chronic illness, 
and death. The symptoms and signs were 
recorded as occurring before or during index 
admission, after discharge from hospital, at the 
time of the follow-up, or a combination of time of 
occurrences. Sources of information were 
patients, relatives, doctor, record, or combina- 
tions of these. All follow-up interviews were 
conducted blind, except for three patients whose 
follow-up was by record only. The recorded 
information was checked with the diagnostic 
criteria designed for research for the following 
disorders: depression, mania, schizophrenia, 
hysteria, alcoholism, antisocial personality, 
anxiety, phobic and obsessive compulsive 
neuroses, drug dependency, mental retardation, 
organic brain syndrome, and homosexuality. 
Our criteria for schizoaffective illness were the 
same as in the record study. These follow-up 
psychiatric diagnoses were compared to the 
ones of the record study and were divided into 
the following groups: 

(1) Follow-up diagnoses which were the same 
as the chart review diagnoses (including 
patients whose diagnosis was ‘undiagnosed’). 

(2) Follew-up diagnoses which were different 
than the chart-review diagnoses. 

(3) Follow-up diagnoses of patients in which 
chart review contained insufficient information 
to make a diagnosis. 

(4) Follow-up diagnoses of patients termed 
‘undiagnosed’ at follow-up or changing to 
schizoaffective illness in whom chart review met 
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the criteria for a diagnosis. (Note that 3 and 4 
are opposite.) 

The 79 patients in Group 1 included: 
patients whose follow-up diagnosis was identical 
to the chart review diagnosis; whose follow-up 
diagnosis was manic-depressive bipolar and 
chart review diagnosis was depression (probable 
or definite); whose follow-up diagnosis was 
definite depression and chart review diagnosis 
was probable depression; whose follow-up 
diagnosis was definite antisocial personality and 
chart review diagnosis was probable antisocial 
personality; and whose follow-up diagnosis was 
chronic organic brain syndrome because of 
alcoholism and whose chart review diagnosis 
was chronic organic brain syndrome. 

Included in Group 2 were all the patients 
whose follow-up diagnosis was different from 
the chart review diagnosis, even though the 
two diagnoses might be regarded by some to be 
related in the presentation of the illness or the 
natural course, e.g. a patient whose chart 
diagnosis was depression and whose follow-up 
diagnosis was probable or definite hysteria with 
secondary depression, or a patient whose chart 
diagnosis was antisocial personality and whose 
follow-up diagnosis was schizophrenia. 

Included in Group 3 were all patients who 
could be diagnosed at follow-up but had 
remained undiagnosed after their record study 
charts were reviewed. In this group the chart 
symptoms were re-evaluated to see if they were 
suggestive or not of the follow-up diagnosis. 
The method used to determine if the chart 
symptoms in this group were suggestive of the 
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follow-up diagnosis was by submitting the list 
of symptoms and signs for each patient to three 
psychiatrists and asking them to make the 
most probable diagnosis, knowing only that a 
diagnosis had been made. ' 

Included in Group 4 were patients whose 
follow-up diagnosis was either undiagnosed or 
schizoaffective illness and whose chart diagnosis 
was any of the established diagnoses except 
schizoaffective illness. The reason for including ' 
in this group patients with a follow-up diagnosis 
of schizoaffective illness was because a change 
in clinical symptoms had occurred and because, 
there is no generally accepted classification” 
agreement for this disorder. 


RESULTS E 

A total of 115 patients were included in this 
study. Of these, 109 (95 per cent) were followed 
up; the remaining 6 could not be located. 
In one case of these 6 the location of the patient 
would not be released by a relative, who 
alleged that the patient refused to be inter- 
viewed. Of the 109 patients 92 (84 per cent) 
were personally interviewed. In some of these 
additional information was obtained from 
relative, doctor, and/or records. Of the remain- 
ing 17 who were not personally interviewed, 
5 had died, one was critically ill, and rr for 
various reasons were followed up by information 
obtained from a relative, record and/or doctor. 
The mean length of follow-up was 39 months. 


Table I shows the distribution of the patients in 
four groups. 








TABLE І 
Distribution of 109 follow-up patients 
Group t Group 2 Group 3 Group 4 
Follow-up same * Follow-up Follow-up Follow-up 
as chart diagnosis different osed undiagnosed 
(includes than chart but chart review but chart review Total 
undiagnosed) diagnosis undiagnosed diagnosed 
No. of patients 79 7 14 9 109 
Per cent of patients .. 72% 6% 13% 8% 


N = 109 
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T Group 1—Follow-up diagnoses which were the same 


as chart diagnoses 
A follow-up of 25 of the 79 patients in this 
group were still undiagnosed because they had 


V too few symptoms to meet the criteria for a 


psychiatric disorder. Of the remaining 54 
patients in this group both diagnoses were: 
22 depression, 7 schizophrenia, 6 schizoaffective 
illness, 5 antisocial personality, 4 anxiety neuro- 
'sis, 3 hysteria, 2 mania, 2 organic brain syn- 


* drome (one because of alcoholism), 1 alcoholism, 


1 drug dependency, and 1 homosexuality. 


“Group 2—Follow-up diagnoses which were different 
than the chart diagnoses 

Of the 7 patients in this group, 3 had a 
follow-up diagnosis of hysteria and secondary 
depression and a chart review diagnosis of 
depression. One patient had a follow-up diagno- 
sis of hysteria and a chart review diagnosis of 
anxiety neurosis. One patient had a follow-up 
diagnosis of schizophrenia and a chart review 
diagnosis of antisocial personality. One patient 
had a follow-up diagnosis of anxiety neurosis 
and alcoholism and a chart review diagnosis of 
alcoholism. One patient had a follow-up 
diagnosis of depression and a chart review 
diagnosis of drug abuse. 


Group 3—Follow-up diagnoses of patients whose charts 
contained insufficient information to make a diagnosis 

Of the 14 patients in this group the diagnoses 
at follow-up were: 6 depression (one patient 
bipolar illness); 4 alcholism, 2 schizophrenia; 
and 2 anxiety neurosis. For ten of these fourteen 
patients an additional review of their charts was 
suggestive of the follow-up diagnosis, і.е. by 
submitting the chart list of symptoms and signs 
to three psychiatrists, the most probable 
diagnosis made was identical with the follow-up 
diagnosis. Of the four remaining patients, one 
patient's chart review included the symptoms 
suggestive of mania and the follow-up diagnosis 
was depression, one had chart symptoms 
suggestive of depressive illness and the follow-up 
diagnosis was alcoholism, one had chart symp- 
toms which were fighting, promiscuity, 
aggressiveness and impulsivity and the follow- 
up diagnosis was manic-depressive bipolar, 


e and one had chart symptoms which were 


3c 


depressed affect, agitation and suspiciousness 
and the follow-up diagnosis was anxiety 
neurosis. 


Group 4—Follow-up diagnoses termed ‘undiagnosed’ 
of patients whose chart met the criteria for a diagnosis 


Of the g patients in this group 2 had a chart 
review diagnosis of probable drug dependency. 
Because the drug abuse had been discontinued 
by the time of follow-up they were undiagnosed. 
One patient had a chart diagnosis of definite 
depression but because during the follow-up 
period, which extended past the age of 30, she 
developed enough symptoms to meet the criteria 
for hysteria and because the symptoms remitted 
completely 10 months before the follow-up she 
was classified undiagnosed. One patient met the 
criteria for definite hysteria for the chart review 
diagnosis but during the four-year follow-up 
she was asymptomatic and considered un- 
diagnosed. Five patients whose follow-up diag- 
nosis was schizoaffective illness were included 
in this group. Their chart review diagnoses were: 
2 schizophrenia; 2 mania, and 1 depression. A 
diagnosis changing from an affective illness or 
schizophrenia to schizoaffective illness was 
placed by us in this group for reasons described 
under ‘Method’. 


Discussion 


As the results show, there is a general agree- 
ment between the longitudinal follow-up diag- 
nosis and the chart review diagnosis. In Groups 
I and 2 79 patients (92 per cent) had the same 
diagnosis at chart review and follow-up, and 
7 patients (8 per cent) had a different diagnosis. 
The agreement between the follow-up and 
chart review diagnoses may be more impressive 
when we analyse the 7 patients in Group 2 and 
notice that although the diagnoses are different 
they are related.*One patient had a follow-up 
diagnosis of schizophrenia and a chart review 
diagnosis 'of antisocial personality; however, 
there is evidence that antisocial behaviour 
precedes the onset of schizophrenia, at least in 
selected groups as patients attending a child 
guidance clinic (Robins, 1966). Another patient 
had a follow-up diagnosis of anxiety neurosis 
and alcoholism and a chart review diagnosis of 
alcoholism. The reason for the difference in 
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diagnosis was that at follow-up the history was 
obtained that the patient during youth in 
military service had anxiety attacks and thus by 
our criteria he was given a primary diagnosis of 
anxiety neurosis and was placed in the ‘different’ 
Group 2. Four patients in this group were given 
a follow-up diagnosis of hysteria and secondary 
depression and a chart review diagnosis of 
depression (3 patients) or anxiety neurosis (1 
patient). Since the time of the initial chart 
review diagnosis of depression and anxiety 
neurosis and over the follow-up period, these 
patients accumulated sufficient somatic com- 
plaints and pseudoneurological symptoms to 
meet the criteria for the diagnosis of hysteria. 
We thought that it was not unexpected for 
patients with hysteria to present with overt 
depression or anxiety, which are the cause for 
admission to hospital as they overshadow the 
symptoms of hysteria initially. The seventh 
patient in this group had a chart diagnosis of 
probable drug abuse because she abused over- 
the-counter sleep preparations, but at the 
follow-up she was found to meet the criteria for 
depression and no longer abused 

Group 3 consisted of patients who had too few 
symptoms to meet the criteria for a psychiatric 
disorder when the charts were reviewed, but 
who had enough symptoms for a diagnosis at 
follow-up. As specified under ‘Results’, 10 of 
the 14 patients in this group had symptoms 
suggestive of the follow-up diagnosis. It should 
be pointed out that this group contained 4 
patients with a follow-up diagnosis of alcoholism ; 
two of these died of liver cirrhosis. The fre- 
quency of alcoholism according to the chart 
information was 2 per cent, which was con- 
sidered a marked underestimate. 

The follow-up study supports the concept 
that the structured interview is superior to the 
conventional narrative history dor establishing a 
diagnosis, as has also been reported by others 
(Meikle, Gerritse, 1970; Saghir, 1671). The 
structured interview made it possible to diagnose 
and confirm the diagnosis of the patients who 
had otherwise been undiagnosed. The struc- 
tured interview also enabled us to suggest 
reasons why the patients were initially un- 
diagnosed. These reasons have been discussed 
in the record study (Welner, Liss, Robins and 
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Richardson, 1972); they were related to the 
young age of onset of the psychiatric illness, to 
the apparent high frequency of delusions and 
hallucinations in the depressed patients, to 


mixed clinical pictures, and to the lack ‘of: 


general agreement for certain psychiatric dis- 
orders, e.g. schizoaffective illness, drug depend- 
ency. 

It should be pointed out, however, that of the 


39 patients whose chart review diagnosis was ' 


‘undiagnosed’ (Group 3 plus 25 of Group 1), 
25 patients (64 per cent) were still undiagnosed 
at the end of the follow-up period. That is to 


say that if, after using rigorous diagnostic" 


criteria, a group of patients cannot meet the 
criteria for a diagnosis, about two-thirds of them 
will remain so after a follow-up period. E 


SUMMARY ° 

One hundred and nine patients initially un- 
diagnosed as in-patients and whose charts were 
reviewed by us were followed up (95 per cent 
follow-up). Using the same rigorous diagnostic 
criteria for research 79 (72 per cent) of the 
patients had the same diagnosis at the follow-up 
study as the chart review diagnosis (Group 1). 
Seven patients (6 per cent) had a different 
follow-up diagnosis than the chart review 
diagnosis (Group 2). Fourteen patients (13 per 
cent) who were undiagnosed when their chart 
was reviewed met the criteria for a diagnosis at 
follow-up (Group 3). Nine patients (8 per cent) 
that by criteria would not have been un- 
diagnosed on chart review were undiagnosed at 
follow-up. 

Of the 86 patients in Groups 1 and 2, in 92 
per cent the diagnosis was the same for both 
chart review and follow-up diagnosis. 

It is concluded that: (1) Using a structured 
interview it has been shown and confirmed that 
a large proportion of undiagnosed patients have 
established and diagnosed psychiatric disorders. 
(2) A structured interview is superior to a 
conventional narrative interview in establishing 
these diagnoses. 
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‘Acute’ and ‘Chronic’ Hysteria* 


By RUSSELL MEARES and THOMAS HORVATH 


INTRODUCTION 


The diagnosis of hysteria has seemed a 
hazardous one since Slater (1965) pronounced 


* it ‘not only a delusion but also a snare’. His 


conclusion was based on the demonstrable 
» fragility of the diagnosis when usually accepted 
criteria are used. Against this, Guze (1967) has 
put forward evidence which suggests that when 
,his criteria are applied the diagnosis is a stable 
one. Lader and Sartorius (1968), in a study of 
10 patients, also seemed to show that those with 
‘conversion hysteria were a single group on the 
criterion of their failure to habituate to 20 
repetitions of a standard stimulus, a disability 
which distinguished them from other neurotic 
groups. Slater, however, in criticizing the Perley 
and Guze (1962) concept, remarked that two 
residual groups, rather than one, remained as 
diagnostically unchanged in his 10-year follow-up. 
These findings suggest two hypotheses, and 
these form the basis of the following investiga- 
tion. They are (i) that Guze, although using 
different parameters, was studying the same 
group as were Lader and Sartorius; and (ii) 
that Lader and Sartorius did not have access 
to a second group of patients who lack the 
psychophysiological stigmata they describe. 


PATIENTS AND METHODS 

Patients 

Patients were referred by physicians from the 
Austin Hospital, The Royal Melbourne Hospi- 
tal, and Repatriation General Hospital, Heidel- 
berg. A conversion symptom was defined as 
either paralysis, anaethesia, aphonia, blindness, 
amnesia, or a coma, for which no neurological 
cause could be found. In practice, only one 
referral was rejected; she was a g-year-old girl 
whose dystonia of the neck was eventually 
shown to be a manifestation of dystonia 
musculorum deformans. 

* This investigation was supported by a grant from the 
N.H. & M.R.C. of Australia. 
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All cases were studied after remission of the 
conversion symptoms. 

No patients were actively involved in claim- 
ing insurance. All underwent neurological and 
psychiatric examination. 


Method 

The subjects sat in a comfortable armchair 
in a quiet room, and silver/silver chloride 
electrodes were attached to their left palm, 
over the sternum, and on their forehead. Skin 
resistance, heart rate, and frontalis electromyo- 
gram were measured via appropriate input 
couplers and recorded on a Beckman 4-channel 
dynograph. After a period of rest and basal 
measurements, a series of 20 sounds (1,000 Hz. 
and 100 db. with 1 sec. duration) were presented, 
the inter-stimulus intervals of which varied from 
30 to 8o sec. All patients also filled out the 
Eysenck Personality Inventory (1964) and 
Taylor Manifest Anxiety Scale (1953). 


Analysis of data 

Skin resistance values were converted to skin 
conductance readings, and changes in skin 
resistance were calculated as change of log skin 
conductance in conformity with standard prac- 
tice (Lader and Wing, 1966). The number of 
skin conductance fluctuations greater than 
0:08 umhos. (usiemens) were counted for four 
minutes before the first stimulus presentation. 

The integrated electromyogram expressed in 
pvolts, and elettromyographic fluctuation ex- 
pressed as spikes per minute, were also measured, 
as was the heart rate. 

The mean change of log skin conductance 
following the auditory stimuli was plotted 
against the log number ofstimuli and a regression 
line was drawn using the method of least- 
squares; and a correlation coefficient and the 
parameters of the regression line were obtained. 

The differences between means were com- 
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Fic. 1.—Shows habituation in groups I (Ш) and II (@).Each point represents mean change in long 
conductance, while bars represent standard errors, 


pared, where appropriate, by Student’s un- 
paired t-test (two-tailed). 


RESULTS 
Clinical 

The patients were easily divisible into two 
groups on clinical grounds. : 

The first group (Т) of six patients had a normal 
medical history and an adequate occupational 
function, and showed no gross sexual disturb- 
ance. In addition, their conversion symptoms 
remitted within a week. They could not, 
however, be regarded as ‘normal’, in'that they 
admitted to symptoms of subjective anxiety 
and also showed a disturbance of mood. This 
was not profound, and was characterized by 
feelings of futility and worthlessness. Only one 
of these patients could have been called a 
‘hysterical personality (Chodoff and Lyons, 
1958). 


They also shared an impairment of verbal 
expression of emotion. For example, one youth 
had two episodes of aphonia which began 
during rows with his father. On recovery, on 
each occasion, he maintained that everything 
in his life was ‘all right’, and could not discuss 
any distressing aspects of his relationship with 
his parents. 

Their average age was 21-0 years (s.c. 2:2), 
and the sexes were evenly represented. The 
mean manifest anxiety score was 26:3 (s.e. 2:3), 
the mean neuroticism score 15:8 (s.e. 1:4), and 
the mean extraversion score 15:6 (s.e. 1:3). 

The second group (IT) of eleven patients had a 
past history of failure to cope in the occupa- 
tional, interpersonal, and sexual spheres of their 
lives, and in addition they had sought treatment 
over an extended period, for symptoms in most 
organ systems. In many cases the symptoms 
were trivial, or else a cause could not be found 
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for them. These patients had suffered from much 
more severe depressive feelings than the first 
group, and these were characteristically accom- 


. panied by suicidal thoughts. The patients 


manner belied their emotional state. The 
duration of disability of this group was much 
longer than the first, and only one recovered in 
less than a month. In addition, the stress which 


_ precipitated the episode, which was severe in all 


cases in the first group (e.g. seeing others injured 
in an accident) was minimal in at least half of 
the second group. 

None of these patients conformed to the 
description of ‘hysterical personality’. 

The average age of the second group was 27:7 


„years (s.e. 4°0), and there were 4 men and 7 


women. The mean manifest anxiety score was 
29:6 (s.e. 2:9), and the mean neuroticism score 
15-5 (s.e. 1:2) and the mean extraversion score 
was 11:5 (s.e. 1:2). 

Thus both groups had neuroticism scores 
comparable with other neurotic groups, and 
with Eysenck's groups of ‘hysterics’ (mean 
neuroticism (N) of 15-2, s.d. 4:4, n = 43) 
(Eysenck and Eysenck, 1964). They also scored 
higher than his normal population (mean N of 
9'1, s.d. 4:8, n = 2,000). The first group 
scored higher than both Eysenck's normals and 
hysterics in terms of extraversion (E) (mean E 
of 12:1, s.d. 4:4, and mean E of 11:7, s.d. 4-4). 

These clinical and biographical data will be 
presented in greater detail elsewhere. 


Physiological 
The patients were also easily divisible into two 
groups on physiological grounds. None of the 
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patients in the second of the two groups which 
were distinguished on biographical grounds, 
habituated to a stimulus which was randomly 
presented 20 times. On the other hand, the first 
of these groups habituated at a rate which was 
similar to normals (Horvath and Meares, 1971). 

The difference in habituation rate is shown in 
the accompanying figure. 

Each point in the graph represents the mean 
of changes in log skin conductance for groups I 
and II for one particular stimulus. The first 
point at which the groups differ statistically is 
at the fourth stimulus. Linear regression was 
calculated between the mean values for the 
psychogalvanic reflexes at each stimulus point 
and the number of stimuli. 

The equation for line I is Y = 0-043 — 
0:047X. (т = —0:0141), and for line II Y = 
0:068 — 0:35X (г = —0-:8371). 

The first, or transiently disabled group also 
had lower mean rates of spontaneous fluctuation 
of skin conductance per minute, lower mean 
skin conductance levels, lower mean heart rate 
at rest, and lower mean frontalis electromyogram 
activity than the second or chronically disabled 
group. 

The table shows the means and the signi- 
ficances of their differences. 


DISCUSSION 


Seventeen patients suffering from conversion 
symptoms could be divided, on psychophysio- 
logical and biographical grounds, into two 
distinct groups, one of which could be charac- 
terized as showing chronic disability, and the 
other acute. 


TABE I 


Comparison between means and standard errors of bsychophysiological measures in two groups of patients with 
conversion hysteria 











Group I II 
Number of patients 6 її 
Disability .. Transient Chronic 
Number that failed to habituate within 20 stimuli o II 
Number of fluctuations of skin conductance per minute at rest 2:01-:6 5:rd7 «025 
Skin conductance in mho E 7'ix2:2 8:9-E2:0 N.S. 
Heart rate at rest per minute 824-8 102-4 <*01 
Frontalis EMG in MV .. озсо! 21415 «05 
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Eleven patients did not habituate after 20 
repetitions of a standard stimulus, and were thus 
similar to those in the study of Lader and 
Sartorius. Such a failure of habituation, which 
represents a severe impairment of coping with 
the ordinary perceived environment, is not 
found in normals and is not characteristic of any 
other neurotic group (Lader, 1967). These 
patients had long medical histories and evidence 
of very inadequate, occupational, sexual, and 
interpersonal function. In this sense they seemed 
similar to one of Slater’s residual groups, that is, 
to those with the polysymptomatic and chronic 
disorder outlined by Guze. 

Another six patients, who seemed like Slater’s 
second residual group, showed an acute and 
transient conversion reaction following stress. 
They could not have been regarded as.‘normal’, 
but they functioned adequately in a social and 
occupational sense, and their biographies were 
quite different from the ‘chronic’ group. They 
also habituated normally. The failure of these 
patients to be represented in Lader’s series may 
be due to their rapid recovery, making referral 
to a sophisticated psychiatric institute in- 
appropriate. 

If these groupings are to have any meaning, 
they should possess diagnostic and prognostic 
stability. In our own study the follow-up is short, 
with a minimum of two years. The diagnoses all 
remain intact. Guze (1967) followed a group 
of 28 who were similar to our chronically 
disabled patients. They suffered from ‘hysteria’ 
as he defines it, that is, a condition occurring in 
a woman, who before the age of 35 has a 
complicated medical history, and who admits 
to having sought treatment for 25 symptoms, 
occurring at some time in her life, in 9 of ro 
symptom groups, one of which roughly describes 
conversion symptoms, another depression, and a 
third sexual difficulties. He found that their 
diagnosis had remained unchanged in до per 
cent of cases after 6-8 years. | 

Carter’s (1949) group of patients can be 
compared with our ‘acute’ group. They had 
attended two English general hospitals during 
the war. There was clear evidence of ‘ргесірі- 
tating factors’ in each case. For example, ‘one 
was a battle casualty who had seen his best 
friend decapitated’. He followed up 73 patients 
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with the ‘classical’ conversion reactions of 
amnesia, aphonia, blindness and paralysis, and 
found go per cent of them well and functioning 
adequately in the community, 4 to 6 years after 
their initial presentation. 

Since our findings are consistent with, and 
make coherent, such disparate studies as Lader’s, 
Carter’s and Guze’s, but are only partially 
consistent with Slater’s, the difference probably 
lies in the definition of conversion hysteria, for 
it seems that in the Queen Square study 
‘psychogenic’ and ‘hysterical’ were often used as 


interchangeable terms. We, however, followed 4 


Janet, and also Brain (1964), who both believed 
that the phenomenon of ‘dissociation’ is an 
essential element of conversion hysteria. Disso- 


ciation must depend upon neurophysiological' 


mechanisms, such as descending or centrifugal 
inhibitory processes. Hernandez-Peon et al? 
(1963) put forward evidence in support of this 
idea, by showing that no cortical evoked 
response occurred when the anaesthetic side of 
a patient with hysterical hemianaesthesia was 
stimulated, although stimulation of the other 
side produced a normal response. However, 
this inhibition seems to fail, like habituation, as 
stimulus intensity increases (Behrman, Levy, 
1970). 

Only disorders which could conceivably have 
arisen on the basis of ‘dissociation’ were 
regarded as ‘conversion’ symptoms for the 
purposes of our study. Such symptoms as pain, 
tremor, ataxia, dystonia, and vomiting were 
therefore excluded. Fits and hallucinations 
were also excluded, as the diagnosis in these 
cases is often a matter of debate. On the other 
hand, many symptoms in Slater’s study were not 
explicable in terms of these hypothetical 
inhibitory mechanisms. 

It seems that when one strays from such a 
confined definition of conversion hysteria, the 
concept, as Slater remarks ‘fragments as we 
touch it’. Apart from the cases already men- 
tioned, Carter followed 17 people with fits, 
tremor, or vomiting. Only g of these were 
well after 4 to 6 years. One had become schizo- 
phrenic, another developed obsessional neurosis, 
and a third showed an illness pattern similar to 
Guze's patients. The initial ‘diagnosis’, there- 
fore, had no stability, or predictive value. 


. 
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The evidence of this and the other studies 
mentioned suggests that two groups of patients 
who present with a conversion symptom can be 
defined with reasonable accuracy, using such 


4 indices as mode of onset, medical history, 


associated affect, occupational adjustment, and 
rate of habituation. 

If the word ‘hysteria’ is to be retained, which 
seems likely, it should continue to designate those 


' disorders traditionally associated with it. The 
* chronic disability which Guze calls ‘hysteria’, 


should perhaps be called ‘chronic hysteria’ to 
, distinguish it from the transient disorder which 
might be called ‘a conversion reaction’ or ‘acute 
hysteria’, 
. SUMMARY 


Seventeen patients with conversion hysteria 
«were investigated. Of these, 11 did not habituate, 
that is they continued to show an alerting 
response after 20 presentations of a standard 
stimulus. In this they showed a greater disability 
than any other neurotic group, and this defect 
was paralleled by a life history of inadequate 
social function. 

The remaining 6, although not ‘normal’, 
habituated normally, recovered quickly, and 
performed adequately within the community. 

The appearance of two such distinct groups is 
discussed in the light of Slater's study of 1965. 
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Post-partum Mood Change in Jamaican Women: 
A Description and Discussion on its Significance 


By J. R. T. DAVIDSON 


Notwithstanding Hamilton’s remark that 
childbirth is responsible for a great deal of 


, neurotic illness, the literature is heavily weighted 


in favour of studies of puerperal psychosis, even 
though this condition occurs in only one in a 
„thousand births. Since the milder forms of illness 
tend to pass unrecognized they are often respon- 
sible for stress in the individual and family; thus 
‘it is right and proper that more attention has 
recently been paid to these. Pitt (1968), for 
example, found an incidence of 10-17 per cent 
of atypical depression and psychosomatic illness 
that persisted for several weeks and in some cases 
for as long as one year following childbirth. 
Between normality and psychotic or neurotic 
illness lies the mild affective disorder that so 
often characterizes pregnancy and the early 
puerperium, but does not amount to an ‘illness’. 
Perhaps because women regard it as an expected 
hazard from which they will recover it has not 
generally been considered to merit serious study. 
Jarrahi-Zadeh et al. (1969) looked at this and 
found that as many as 55 per cent had one or 
more depressive symptoms during pregnancy. 
If anything it was less common post-partum, 
and they furnished evidence for a brain syn- 
drome of mild degree occurring at this time. 
Yalom et al. (1968) have described the post- 
partum blues syndrome as occurring in 66 per 
cent of their subjects and hold it to be a self- 
limiting condition of only a few days duration. 
It is likely that patients with the blues have a 
greater risk of developing a neurotic depression, 
which might reflect upon personality factors, 
but the same cannot be said to hold for post- 
partum psychosis. 

This prospective study describes post-partum 
reactions in a group of Jamaican women, and 
attempts to show the relationship of the blues 
with such variables as levels of anxiety and 
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depression in pregnancy, obstetric, psycho- 
sexual and sociological factors, and with attitude 
towards the pregnancy. Of particular interest 
are the ways in which this population differs 
from the material of other studies. These 
differences include the more passive acceptance 
of childbearing, the large numbers of unplanned 
children and unmarried mothers, and the un- 
usual male-female relationships wherein the 
parents have never lived together but the father 
will continue to provide financial support for 
the child. Other differences include the higher 
incidence of grande multiparity and the exist- 
ence of great unemployment and economic 
hardship in the community. Clarke (1953) 
describes a typical family reaction to pregnancy 
in the rural low income groups. This consists of 
initial rejection resulting in eviction from the 
home; by term, however, this is resolved and 
the girl brought back to her family. While this 
pattern is probably not reproduced exactly in 
Kingston, there is much opposition in families. 
The other difference is that Jamaicans are prone 
to be irregular attenders of clinics, a fact that 
will be important in this study since antenatal 
anaemia, infection etc. will be seen more often. 
The extent to which these differences affect post- 
partum blues will be considered. 


METHOD 

Fifty-five womon referred to the antenatal clinic of 
the University of the West Indies were seen at their 
first visit, between 14-18 weeks. All these subjects 
were resident in Kingston, the majority being of 
Social Classes 3 and 4, as assessed by job. Data were 
obtained for the psychosexual, obstetric, family and 
personal histories, after which the Beck Depression 
Scale (BDI) and Taylor Manifest Anxiety Scale 
(TMAS) were administered. The same tests were 
repeated at 30-34 weeks, and at both sessions patients 
were encouraged to speak about their fears and 
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attitudes towards the pregnancy. It was possible to 
follow through 43 of the group into the post partum 
period. The 12 who dropped out were comprised 
thus: 2 seen at the initial interview were not in fact 
pregnant, 1 left Kingston, 2 had domiciliary deliveries, 
2 were untraced and presumed to have been delivered 
elsewhere, while 5 had their babies in hospital much 
earlier than expected and were unfortunately missed. 
Post-partum interviews were conducted daily. At 
each interview a BDI was filled in, a record made of 
any crying, and in a semi-structured manner ques- 
tions were asked about feelings towards the infant, 
feeding difficulties, doubts about capacity to cope 
as mothers and worries regarding home, money etc. 
Upon discharge, reference was made to the notes for 
obstetric and post-partum information and neonatal 
state, complications and Apgar score. 

A subjectively based rating scale for the blues was 
chosen as follow: 

No blues: no episodes of crying or sad feelings. 

Mild blues: less than 3 cries, or less than 3 sad days 

reported, or a combination of both. 
Severe blues: more than 2 cries, or more than 2 sad 
days or a combination of both. 


RESULTS 


The racial composition of the group was 40 
Negro and 3 Indian. The age distribution was 
from 17 to 38, with a mean of 25:1 years. 
Parity is shown in Table I. 








TABLE І 
Parity I 2-4 59 
Nos I9 IO 14 





The lack of middle range multiparae is due to 
policy of the department in taking all primiparae 
and grande multiparae who seek referral, but 
others only if with a poor obstetric history. 
Table II shows marital status, and it will be 
seen that 25 women maintain a permanent or 
semi-permanent relationship with a man. Of the 
24 multiparae, only 6 had their children by one 
father, and 18 had two baby-fathers; a further 
4 had more than two baby-fathers. The import- 
ance of this is not clear, butit may support Kerr's 
view (Kerr, 1952) that a woman's chance of 
finding a mate are enhanced if fertility is 








Taste П 
Married to father of baby 13 
Living with father of Baby much of the time . 12 
Casual relationship only Pe " m 18 





already proven. This is also a view often 
expressed by the patients themselves. 


The mean length of stay in hospital as 4-2 ° 


days, with a range from 2 to 12 days. 

Altogether 26 out of 49 (60:4 per cent) 
reported one or more episodes of the blues, 
and these were distributed throughout the 11° 
post-partum days as shown in Table III. The 
greatest risk appears to be during the first. 
three days. 











"TABLE ПІ . 
Day .. 12 34 5 6 7 8 gio 
Mild 42440010000 
Severe ‚410 6 8 4 4 3 9 1 1 т 
"Total . IB 12 10 7 4 4 4 3 Y © 1 





Of these, 15 (34:4 per cent) were rated as 
severe blues, and 11 (25-3 per cent) as mild. In 
the severe group 12 women showed a combina- 
tion of crying and sad feelings, while only 3 of 
the mild group did so. 

It was generally assumed in the department 
that crying was a function of pain, and a break- 
down of patients’ own explanations shows this to 
be so: there were 18 reports of this. However, on 
occasion pain was held to be a depressive 
equivalent. As a rule it was deemed justifiable to 
accept reasons advanced at their face value. 
The next most common reason was of the length 
of time spent in hospital and of delay in the date 
of discharge, in 6 cases. Three women expressed 
guilt over their babies, and 4 cried because of 
feelings associated with husbands, e.g. one 
became very upset when, after she had had 
a tubal ligation, her husband changed his mind 
and voiced disapproval. Another cried when 
describing her unhappy marriage, while a third 
missed her spouse. Three could not tolerate 
separation from home and children, and another 
became depressed on hearing that her mongol 
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child at home had regressed. Two had post- 
partum haemorrhage, 2 cried with relief and 2 
thought that they were less physically attractive 
for the loss in weight: it would seem that to be 
` pregnant in this population is thought to confer 
extra beauty. Other reasons proffered include 
undiagnosed twins, the belief that Caesarian 
section led to weaker health, and one instance 
in which the mother complained that she was 
* not being kept informed about the state of her 
infant in the nursery. It was the usual custom 
for babies to be kept with their mothers. 

Table IV outlines the relationships between 
* the blues and factors such as age, marital status, 
antenatal condition, labour, gynaecological 
history, attitude to pregnancy, and post-partum 
‘and neonatal states. In Table V can be seen the 
BDI and TMAS scores in relation to level of 
blues. 




















Taste IV 
No Mild Severe 
blues blues blues 

No. in group 17 11 15 
(a) 
Age zi .. 25'I 29:1 27:1 ns 
Married/cohab. .. 10 7 8 n.s 
(b) 
No. of primips 8 8 3 р <0'05 
Mean no. pregs... 93:2 2:0 4-3 n.$ 
No. miscarriages.. 5 3 8 n.s 
Years since last preg. 2-1. 1:3 2:9 n.s 
Previous preg. distress*2:2 1:6 — 9:0 n.s 
Fear of labour .. 8 3 10 ns 
Nausea and vomit 

antenatally .. 8 7 12 ILS, 
Presence of pain 

antenatally .. 12 6 її n.s 
Antenatal anemia, 

infection etc. .. 8 9 12 n.s 
Analgesia given in 

labour 10 8 6 n.s. 
Length of labour 

in hours . 9:2 16:2 8:1 p «o:05 
Post-partum 

complications .. 4 2 7 n.8 
Neonatal 

complications .. 1 5 5 пз. 
Tubal ligation о о 4 р < 0°05 
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(с) 

















Age of menarche I4*I 13:9 I455 0.8 
Menstrual дуз. 6 4 7 n.8 
Dysmennhorea 8 6 12 n.s 
Dislike of sex 7 6 7 п.8 
(d) 
Hostility/ambivalence 

inearly pregnancy 5 2 о р<0:025 
Hostility/ambivalence 

inlate pregnancy 2 2 7 пз, 
Family history of 

psychiatric illness 11 6 5 0.8. 
(е) 
Opposition in family 5 4 7 n.8. 





ist BDI score and BDI score 























Opposition in family 174 14°5 
No opposition in family 10:0 8.8 
P< 0°05 n.s 
*This was rated on -point scale. 
n.s.=not significant. 
Taste V 
No Mild Severe 
blues blues blues 
ISt TMAS score.. 13:5 14:0 I9:9 p «0'05 
and TMAS score 11:9 16:2 18-1 0.8. 
ist BDI score 10(6 9:9 16-6 n.s. 
and BDI score 7:0 11:9 I5:1 р< 0:05 
Mean daily BDI 
score post-partum 2:9 51 8:7 p<o-o! 
: Discussion 


The syndrome of crying and sadness has been 
shown to occur in this population of Jamaican 
women, but to what extent is this reaction the 
result of childbirth? It is recognized that such 
reactions are often the sequel to other events in 
hospital, for example surgery. In addition, 
admission to hospital will itself act as a stressor, 
as will separation from family. Yalom et al. 
(1968) produce evidence that such a reaction is 
specific to childbirth, and it is also recognized 
that women who have domiciliary deliveries are 
not immune from developing post-partum blues. 


662 


It may also be incomplete to regard post- 
partum mental disturbance as consisting of an 
affective component alone: as already men- 
tioned, there is a suggestion of cognitive altera- 
tion, but for reasons of time, and also because 
patients often received analgesia for pain, it 
was not feasible to examine this aspect. 

A further criticism of this and other studies is 
that the degree of upset is not compared with 
mood change during a non-pregnant phase of the 
patient's life. It is likely that if this syndrome is 
different to other ‘blues’ syndromes, the essential 
changes will be endocrine, and so far these have 
not been demonstrated. In this particular group 
there was much iron deficiency anaemia, and 
this could have been a contributor; the same 
could be said for folate lack in a population where 
malnutrition is widespread. 

Nevertheless, the results provide a possible 
explanation of the meaning of the blues in this 
group. There are two separate classes: the 
severe blues comprising one, and the mild blues 
and no blues the other. The only significant 
difference in the mild group is the presence of a 
longer labour, which is probably due to the 
greater number of primiparae in this group. 
Crying and sadness are accompanied by a 
significantly higher BDI score and could there- 
fore be regarded as a manifestation of a more 
generalized depressive reaction. Highest de- 
pressive scores were associated with feelings of 
guilt about the baby. 

The variables with which the blues bear a 
statistically significant relationship are: greater 
incidence of multiparity, frequency of tubal 
ligation, the presence of ambivalent or hostile 
feelings in early pregnancy towards the baby, 
higher TMAS scores in the first trimester, and 
the BDI score post-partum. In addition the 
mean number of pregnancies was higher for the 
blues group, although the difference did not 
achieve significance. Other obstetric factors, 
post-partum complications, neonatal state (none 
of the babies had any severe congenital abnor- 
malities), breast feeding problems, desired sex of 
child, showed no significant relationship to the 
blues. Age, marital status and family history and 
past history in the patient of psychiatric illness 
did not associate with the syndrome. 

The meaning of ambivalent feelings towards 
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the pregnancy and of high anxiety levels needs 
defining. The first possibility is of a long-standing 
maladaptation to motherhood, perhaps the 
result of personality traits. This would seem | 
unlikely, not only because of the subjects’ high t 
parity but because these women show no greater 
incidence of dysmenorrhoea, dysfunctional men- 
strual bleeding, dislike of sex, or early menarche, 
all of which are regarded by Yalom (1968) as . 
relating to poor acceptance of the maternal role. ' 
A socio-economic explanation is more likely. * 
The custom in low income groups in Jamaica is 
still to have large families, and it may be that the, 
blues group have more children than they 
either want or can cope with. Together with this 
is the drive to implement family planning in the, 
community, which comes into conflict with such 
traditional beliefs as that the number of children 
is predetermined. Thus both economic stress 
and the social attitude change may place high 
parity mothers in a conflict, which in turn leads 
to ambivalence and anxiety in early pregnancy. 
For the same reasons, such women will more 
readily undergo tubal ligation. In only one case 
could ligation itself have been held as a possible 
cause of the blues. Such a conflict is particularly 
likely to lead to depressive sequelae, if Lerner’s 
hypothesis (Lerner, 1970) is right, namely that 
economically depressed Negro women use pro- 
creation as а self-esteem booster and are 
resistant to contraception. This interpretation 
of the meaning of the blues syndrome receives 
added support from the observation that very 
rarely did women give voice to doubts about 
their ability to cope as mothers, and when there 
were difficulties over breast feeding these were 
taken philosophically. Mothering seemed to be 
carried out on a more ‘biological’ level, and 
willingness to breast-feed in public or when 
being interviewed bears testimony to this. The 
worry that was most often described concerned 
decreased earning potential if the mother could 
not go out to work or the problem of who would 
look after the baby if she did. Amongst the 
young unmarried girls, the discontinuing of 
education proved stressful. 

There was a consistent trend for depression 
scores to decrease from early pregnancy through 
to the puerperium in all three groups. That 
pregnancy depressive change is commoner than 
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post-partum change has been shown by Jarrahi- 
Zadeh et al. (1969). This paper does not answer 
the question whether pregnancy and puerperal 


. depressive changes occur in the same people; 


it is possible that they do not, as Dalton (1971) 
describes a number of puerperal depressives 
who reported anxiety in early pregnancy 
followed by euphoria later. She ascribes these 
changes to hormonal factors. It is certain 


' that endocrine and catecholamine levels are 


* of importance in understanding why gesta- 


tion is so much associated with affective disturb- 
„ апсе, but there are strikingly little laboratory 
data to support this hypothesis. The one positive 
finding made by Treadway et al. (1969) is a 
„correlation between pregnancy depression and 
low levels of urinary norepinephrine. The part 
layed by oestrogen and progesterone in relation 
to catecholamines in the CONS has been demon- 
strated by Meyerson (1964, 1964), but the 
relative importance of each of the female sex 
hormones to post-partum depression remains to 
be shown. That low folate levels occur more 
often in depressive illness has been shown by 
Reynolds (Reynolds, 1970), and, as mentioned, 
this may well contribute to pregnancy mood 
change. It seems most likely that this syndrome 
occurs where endocrine changes of sufficient 
degree impinge upon current stress and/or 
susceptible personality. 


SUMMARY 


Forty-three Jamaican women were followed 
up through pregnancy into the early puerperium. 
Highest depression scores were obtained in 
pregnancy, but 60:4 per cent were found to 
experience some emotional upset during the 
first 11 days post-partum, mostly on days 1-3. 
In form the blues do not differ from the condi- 
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tion reported in other cultures, but it was felt 
that they have a different meaning in this 
population, being a function of higher parity. 
Underlying social and economic factors are 
considered, and the concept 'post-partum blues 
syndrome! is discussed. 
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A Taxonomy of Depressive Phenomena and its Relationships 
| to the Reactive-Endogenous Dichotomy 


By J. J. KEAR-COLWELL 


This study has arisen out of the work of the 
Newcastle group (Kiloh and Garside, 1963; 
Kay et al., 1969) and that of the London group 

• (Kendell, 1968) on the forms of depressive 
illness. In the present investigation, unlike those 
mentioned, a subjective approach was em- 
sployed; that is, what the patients actually 
reported about themselves rather than a 
«psychiatric appraisal of the patient was used 
as the data. A similar approach was employed 
by Pilowsky, Levine and Boulton (1969) in 
their taxonomic study of depression. The object 
of this paper is firstly, to investigate the syste- 
matics and the taxonomy of depressive pheno- 
mena; secondly to look at this taxonomy in 
depressive illness and non-depressive illness 
patients; and thirdly to investigate the psychi- 
atrist’s notion of the endogenous-reactive dicho- 
tomy within this taxonomy. Essentially the 
question is whether there is a continuum of 
depression, at one pole being reactive de- 
pression and at the other pole endogenous 
depression or whether these two classical 
diagnoses represent separate empirical entities. 
The former view is taken by the London workers 
and the latter by the Newcastle workers. In a 
recent review article, Eysenck (1970) favoured 
the binary or separate entity model, although he 
suggests that both views of depressive illness are 
over simplistic in their formulations. 


PROCEDURE 

The questionnaire-cum-interview was deve- 
loped partially from the Symptom Sign In- 
ventory (S.5.I.) a priori depression scales 
(Foulds, 1962; Foulds and Hope, 1968), from 
text books of psychiatry and from clinical 
experience. Fifty-four items were finally in- 
cluded to cover a range as wide as possible of 
depressive phenomena and antecedents. The 54 
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items were administered verbally as a stan- 
dardized interview following the instructions of 
Foulds and Hope (1968) for the S.S.I. Conse- 
quently some objectivity was sacrificed in obtain- 
ing information from the subjects, but it was 
hoped that by the verbal administration of the 
inventory more accuracy could be obtained in 
the description of the subjects’ phenomenology. 
In particular it might be possible at least to 
control some of the effects of the repression- 
sensitization continuum (Byrne, 1961, 1964) in 
the self-reported symptomatology of the patient. 
Repression or sensitization can greatly influence 
patients’ self-reports of their psychological 
environment and their symptoms. 

The patient’s own responses were taken as 
the answers to the questions; no attempt was 
made to verify clinically the response to the 
item. The interviews were carried out by psycho- 
logists who were all familiar with the interview 
technique required. 


SAMPLES 

The main sample of the study consisted of 203 
consecutive admissions to the acute admission 
units of a mental hospital. There were 114 
women and 89 men in the sample. Within the 
sample it was probable that the base rates for the 
prevalence of the most important psychiatric 
disorders were well represented. Turland and 
Steinhard (1969), discuss the importance of base 
rate representation with reference to the validity 
of psychemetric instruments in the clinical 
setting. The total sample consisted of 102 
patients who had been diagnosed by psychiatrists 
as having definite depressive illness, i.e. reactive 
depression (42), endogenous depression (49) or 
manic-depressive psychosis-depression (11). The 
other 101 patients had various diagnostic labels, 
but some were reported as having definite 
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depressive symptoms. This diagnostic informa- 
tion was not obtained from medical records until 
after the factor analysis of the questionnaire- 
interview data had been carried out. 

The pattern of diagnosis in the male and 
female patient sub-samples was very similar 
with rho = o'gr (p < oor). Patients were 
assigned to the depressive illness groups if the 
diagnosis of a definite depressive illness was used 
as either a primary or a коншу diagnosis 
by the psychiatrist. 

A small sample of 36 ‘normal’ subjects who 
had no previous psychiatric history were also 
interviewed. The data collected from these 
subjects were not included in the factor analysis. 
This sample consisted of 20 women and 16 men. 


METHOD 


The item responses on the depression enquiry 
in the 203 psychiatric patients were inter- 
correlated using ф, and were factor analysed by 
the principal component's method with unities 
in the principal diagonal. The resultant factor 
matrix was rotated to oblique simple structure 
by the method of Jennrich and Sampson (1966). 

Also included in the data for the factor 
analysis were age (dichotomized at 40), social 
class (dichotomized as manual vs. non-manual 
occupations) and sex; these three variables 
have been mentioned in the literature as having 
some significance in depression (e.g. Slater and 
Roth, 1970). 

The number of significant factors was investi- 
gated using the Kaiser-Guttman criterion 
(Guttman, 1954) and the scree test (Cattell, 
1966). Only significant factors were included in 
the rotations. 

The factor scores of the various diagnostic 
proups were investigated to determine the 
relationship of the present interview technique 
to the clinical depressive syndromes. 


FinpInGs 
The 54 items were investigated and some of 
their basic characteristics determined. The 
results suggested good validity at the concurrent 
level, as 49 (90-7 per cent) of the items had their 
highest mean scores in the definite depressive 
illness group, and 44 (81:5 per cent) of the 
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items had a progression of mean scores from 
the ‘normal’ group through the non-depressive 
illness patients to the depressive illness patients. 
This latter finding was highly significant with . 
x? = 21:43 (ф = 0:63, df 1, p < 0:001) and ‹ 
gave an indication of the overall item validity 
in relation to depression. 

The principal components analysis with the 
Kaiser-Guttman criterion indicated 19 signi- | 
ficant factors, but the scree test indicated a 


maximum of six factors. It was decided to rotate ° 


the six factor solution, but also a two, a three 
and a four factor solution were rotated to see, 
which best fitted the data. The two, three and 
four factor solutions failed to make coherent 
psychological sense, so they were rejected. The, 
six factor solution made psychological sense and 
has been accepted for the basis of the rest of the, 
study and the calculation of factor scores. 

For the interpretation of the factors a salient 
loading was taken as 0°35 and note was taken 
of loadings above 0-25. The six factors, that is 
symptom clusters or types were: 


Factor I: Loss of appetite, feeling tired, difficulties 
in concentration and decisions, loss of interest 
and energy, lack of pleasure in things, retardation 
and poor subjective experience of taste. 

(17 items) 

Factor IT; Guilt, self-depreciation, agitation, distress 
and feelings of alienation. 

(12 items) 

Factor ПІ: Bereavement, loss of weight, concern 
about physical health, feeling low in spirits, 
crying, feeling worse in the evenings. 

(9 items) 

Factor IV: This factor proved to be a very difficult 
one to interpret and is not really clear in its 
meaning. 

At one pole the factor is marked by retardation, 

feeling worse in the morning, a family history of 

depression and at the other pole by a denial of 
feelings of alienation from people. 
(6 items) 
The factor requires better definition in the 
item sample as this would appear to be one 
reason for the difficulty in interpretation. 


Factor V: Sleep disturbance both morning and 
. evening, environmental precipitants, derealiza- 
tion, high social class and age. 
(9 items) 
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Factor VI: Suicidal ideation, unhappy thoughts, no 
physical illness in previous year and feelings of 
self-depreciation. 

(8 items) 


In the factor correlation matrix, Factor I had 
significant correlations with Factors II, III, 
V and VI although the highest correlation was 
only 0:28 (p < o-oor). Factor II correlated 
`. significantly with Factors III and VI; no other 

correlations were significant. A second order 
factor analysis was carried out on this correlation 
matrix and it gave rise to two significantly inter- 
• correlated factors A and B (г = 0:14, p < 0:05). 

Factor A loaded on first order Factors I 
(0:66), II (0-78), III (0-42) and VI (0-49); 
eand Factor B loaded on first order Factors IV 
(0:78) and V (0:59) with a small negative 
doading (—0:27) on first order Factor II. The 
significance of this second order analysis will be 
returned to later in the paper. 

The basic factor scores derived from the first 
order analysis were converted to sten scores 
with a mean of 5:50, a standard deviation of 
2:00 and a range from 1 to то. These sten scores 
were used in subsequent calculations. 

The depressive illness sub-sample (IN = 102) 
was compared to the non-depressive illness sub- 
sample (N == 101): the results are displayed in 
Table I. The depressive illness patients were 
significantly higher on Factors I, II, ПІ, V and 
VI. On Factor IV there was no significant 
difference between the two sub-samples. 

Bi-serial correlations were calculated for all 
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six factors, as validity co-efficients, for the 
relationship between the test factor scales 
(symptom clusters) and the psychiatrist's deci- 
sion as to the designation of a patient as having a 
depressive illness or not. This is a difficult 
problem for the questionnaire-interview to 
tackle, as many of the non-depressive illness 
patients have depressive symptoms, and the 
scales are quantitative rather than qualitative, 
as is the psychiatrist's decision. It is quite possible 
that some of the non-depressive illness patients 
wil have very high levels of depression in a 
quantitative sense, although they may not fall 
within a depressive illness syndrome. For 
Factor I the rbi was 0:47 (t = 7:57, p < 
0-0001), for Factor II the rbi was 0:29 (t = 
4°31, p < 0'001), for Factor III the rbi was 
0°31 (t = 4:69, p < 0:001), for Factor IV the 
value of rbi was 0-04 (N.S.), for Factor V the 
value of rbi was 0:23 (t = 3:30, p < 0:01) and 
for Factor VI the value of rbi was o: 18 (t = 
2°55, p < 0°05). Five of the above correlations 
were significant and indicate that higher scores 
are generally associated with more depression, 
but all the values are comparatively small. In 
the above calculations only each individual 
factor scale was considered, whereas a more 
realistic validity co-efficient would be a multiple 
correlation of the six factor scales against the 
criterion of depressive illness. The multiple 
correlation co-efficient was 0-564 (F = 15-25, 
р < 0:001) and would indicate a very reason- 
able level of concurrent validity for this psycho- 


Taste I 
Profiles of depressive illness patients and non-depressive illness patients in Sten 


























N I I IT IV V VI 

Depressive Mean бә 6-25 5:97 6:00 5:57 5:86 5:58 
illness S.D. ї'91 2:18 1:95 1°93 2:09 2:08 
"nece ioc db Con К о ү ЭЖ ш 
Mean diff. — 1°50 0-92 1-00 0'14 0:72 0:57 

t (201) 5:73 9:37 3'69 0:59 2:63 2:06 

p< — O0*000I 0.001 0'001 n.s. 0:01 0°05 








Sten have a mean of 5:50 and S.D. of 2-00, range 1 to 10. 
. Correlation between matrices, rho = 0:331, n.s. 
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metric instrument for the measurement of 
depression. 

Reliability is a difficult problem with an 
instrument measuring the extent of symp- 
tomatology, as many symptoms are unstable 
and at times changes in symptomatology can be 
very rapid. Reliability, over time, of the factor 
scales was not investigated in the present study. 
However, internal consistency was investigated 
using Cronbach’s Alpha co-efficient (Nunnally, 
1967). The reliabilities found were: Factor 
scale I (17 items), a == 0:88; Factor scale II 
(11 items), а = 0:77; Factor scale III (9 
items), « — 0:59; Factor scale IV (6 items), 
а == 0:48; Factor scale V (7 items), a = 0-69 
and Factor scale VI (8 items), a = o-6r. 
The values associated with Factor scales I, II 
and V are acceptable and those for Factors 
scales III and VI somewhat less so. The low 
reliability of Factor IV confirms that this factor 
is poorly defined in the items of this enquiry. 
Age, sex and social class were not included in 
these calculations. The reliability of Factor 
scales III to VI could all be improved by 
increasing the number of items on these scales. 

The next step in the study was to investigate 
the differences, if any, between endogenous and 
reactive depression as diagnosed by psychiatrists 
in everyday practice. There were 49 endogenous 
and 42 reactive depressions in the sample. The 
mean scores for each factor scale for each of the 
two groups were compared and the results are 
displayed in Table II. There were no significant 
differences between the groups on Factor scales 
I, II, III and VI, whereas on Factor scales IV 
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and V the reactive depressions had significantly 
higher mean scores than the endogenous de- 
pressions. Factor scale IV would indicate that 
in the endogenous depressions there is retarda- , 
tion, a positive family history of depression and 
diurnal mood variation but the patients do not 
admit to feelings of alienation. The reactive 
depressions tend not to admit to having this 
type of symptomatology. On Factor scale V . 
the reactive depressions more frequently report 
sleep disturbance, environmental precipitants 
and derealization compared to the endogenous 
depressions. On two out of the six symptom, 
clusters there were symptomatic differences 
between the two 'classical? types of depression. 

When the factor score distributions on the, 
six factor scales were investigated there was no 
real evidence of any truly bimodal distributions., 
Even on Factor scale V where the biggest 
differences occurred (Kolmogrov-Smirnov, d — 
0:36, x? = 11:53, p < o-or), the mode for the 
endogenous depressions was 4 sten and for 
the reactive depressions it was 6 sten, whereas the 
mode was 6 sten for the whole depressive illness 
sub-sample. However, the overall distribution 
was unimodal although an absolutely normal 
distribution was not found (x? = 13:33, df = 
5, p < 0:05). 

The inter-factor scale correlation matrices for 
the two depressive diagnostic categories were 
looked at in detail (see Table TII). It can be 
concluded from these data that the two correla- 
tion matrices were quite unrelated. In the endo- 
genous depressions there was a tendency for the 
factor scales to be significantly positively inter- 























А 'TAsLE П 
Profiles of reactive depression and endogenous depression in Sten 
N I II III IV V VI 
Reactive Mean * 6 6-98 6-07 6:05 6:81 6:00 
S.D. 42 2-11 2°43 1:96 I1'gI 1:94 2-21 
Endogenous .. Mean 6-30 5:85 6-05 5:20 5:22 5:67 
S.D. 49 1:80 2:06 1°87 1:94 1°87 1°99 
Mean diff — 0-02 0°43 0-02 0:85 1*59 0°33 
t (89) 0:03 0:90 0:03 2:08 3°94 0-74 
р < bem n.s 0.8. n.8. 0°05 O0'001 n.s. 
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Tase ПІ 
Comparison of first order factor scale correlation matrix 
Sor reactive depressions and endogenous depressions 











Correlation RD matrix ED matrix Z 
Туз. Il .. 0:290 0:259 n.s 
ПІ ..  —o':sg8i* 07221  2-872** 
IV 0:054. 0*319* n.s, 
0:166 —0'142 n.s 
VI —0:031 0-082 n.s 
* TI vs. III —0'121 0:217 n.s 
IV —0:337* 0-246  2:761** 
V —о0.08ї —0:064 n.s 
VI 0-030 0:310* n.s 
gil vs. IV 0:033 0:188 п.8 
У 0:029 —0:167 n.$ 
VI 0:130 —0: 100 ns 
IV vs. V 0-010 0-028 n.s 
К VI 0-043 —0:018 0.8 
У vs. VI —0:087 0-076 n.s 
Mean r —0:023 0:099** 2-226* 
Correlation between matrices, rho = —0-117 n.s. 


* p < 0:05. **p < 0:01. 


correlated, but this was not true of the reactive 
depressions. 

If Table II is inspected it can be seen that on 
five out of six factor scales the variance of the 
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reactive sub-sample is larger than that of the 
endogenous depression sub-sample; the excep- 
tion is Factor scale IV. As reported above, the 
correlation matrix of the reactive depressions 
tends to have no particular mean direction, 
Le.--]- or —, but where significant correlations 
do occur they are negative in this group. The 
evidence available strongly suggests that endo- 
genous depression is a reasonably defined and 
consistent cluster of types of symptom or a 
syndrome, as found by Pilowsky, Levine and 
Boulton (1969), and also by Paykel (1971), 
whereas reactive depression would appear to 
be very much more variable and loosely orga- 
nized; although the overall level of depression is 
as high as, if not higher than, that in endogenous 
depression. 


In the total sample there were 9 patients 
with a diagnosis of mania, and these were 
compared with both the endogenous and the 
reactive depressions using Student's t. The 
endogenous depressions had higher scores on all 
factor scales (see Table ТУ), but the differences 
were only significant on Factor scales I (t = 
6-10, p < 0-001), П (t = 3:39, p < o-or) and 











Taste IV 
Mean scores of diagnostic groups on factor scales in Sten (ranked in order of first factor mean score) 

Diagnosis Rank N I п Ш IV V VI 
Schizophrenics I 7 7:23 6:06 7:29 6-94 T2] 7°20 
with depression (1:14) (2-09) (2-10) (1:96) (2:54) (1°65) 
R. depressions 2 42 6:32 6:28 6:07 6-05 6-81 6:00 
(2-11) — (2:48) — (199 — (r9)  (r99 — (220 

E. depressions 3 49 6-30 5:85 6-0 5:20 5:22 5:67 
L (1:80) (2-06) (1:87 (то) (1:87) (1:99) 
MD—depressions 4 11 5°72 5°92 5°58 5:42 5°13 5°47 
i (1-52) (1-29) (2-16) (1-48) (2-18) (1-80) 
Dysthymics 5 12 5:46 5:96 5:78 4°55 5:64 5:45 
r (1:75 (1:68) (из) (2:39) (1-43) (1:45) 
Schizophrenics 6 28 5:08 5:40 4:81 ‚ 49 4°64 5:29 
, (1-88) (1:87) (1-43) ° (2:34) (1-64) (2:00) 
Alcoholics 7 21 4'41 :48 *12 6:12 5'15 4°02 
‚ ; (1:70 — (1:14 (138) (1-79) (742) (755 
Other? .. 8 14 4'04 4°34 5°95 5:59 5:54 4°61 
. (1:28) — (1-95) (2:37) (1510) (1-76) (1°45) 
Manias .. 9 9 3:87 415 -68 4°59 4°68 5°45 
; (0-86) (1+ 14) (1-29) (1:55) (1°47) (1-29) 
Personality 10 10 3°74 5:25 8:76 5:92 4°25 4 
disorders (0:80) (0-98) (0-53) (1:48) (1:8) — (1:49) 





Figures in parenthesis are standard deviations. 
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III (t = 2:59, p < 0:05). The reactive de- 
pressions were also higher than the manias on 
all six scales, but with this group there were five 
significant differences (I, t = 5:47, p < 0:001; 
IL t = 3:85, p < o-oor; III, t = 2:52, 
р < 0:02; IV, t = 2:34, p < 0:05; V, t = 
3°56, p < 0'001), only Factor VI failing to 
reach significance. The number of manias was 
small but the profile was one with only small 
standard deviations, suggesting it was stable and 
consistent. The manias’ factor score profile was 
negatively related to the reactive and the endo- 
genous depression factor scales profiles (RD, rho 
= —0'54; ED, rho = —o-31). These findings 
again suggested a degree of validity for this 
‘subjective’ taxonomy, as the manias were 
quantitatively very different from both types of 
depressive illness. 


Discussion 

Six meaningful factors were obtained in the 
present study to describe the taxonomy or 
symptom clustering of depressive phenomena 
and antecedents. The validity of the factors as 
measures of depression was established, if one 
accepts that the more depressive symptoms or 
signs that a person complains of the more 
depressed they are. However, the validity of this 
questionnaire-interview as a diagnostic tool is in 
some doubt from the evidence provided. This 
could, however, be due to either the instrument 
itself or the qualitative nature of the criterion of 
psychiatric diagnosis. 

In the investigation of reactive and endo- 
genous depression a number of interesting 
findings appeared. The factor structure of the 
present questionnaire-interview was in no way 
determined by psychiatric diagnosis, yet empi- 
rically Factor scales IV and V differentiated 
between these two diagnostic categories. How- 
ever, it was also found in the second order 
factor analysis that Factor scales IV and V were 
factorially separate from Factor scales I, II, III 
and VI. This may suggest a general depression 
factor (A) and a reactive-endogenous factor (B). 
At one pole of second order Factor B, endogenous 
depression is marked by retardation, diurnal 
mood variation, positive history of depression 
(Factor scale IV), a lack of environmental pre- 
cipitants, a lack of sleep disturbance and a lack 
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of derealization (Factor scale V). At the other * 
pole of second order Factor B, reactive depression 
has the inverse characteristics. This second order 
factorial system in relation to Factors IV and V 
looks amazingly like the traditional psychiatric’, 
diagnostic split, though it was found without 
reference to the psychiatric diagnosis. These 
findings would lend support to Eysenck’s (1970) 
views that the evidence to date suggests two . 
types of depressive disorder. The unimodal 
factor score distributions would support ae 
dimensional model of depressive illness rather 
than the categorical model, and the factor 
structure indicates a binary as opposed to 2 
unitary model for depressive illness. 

However, as well as these symptomatic 
differences, there is evidence of structural 
differences between the two types of depression; 
endogenous depression being a struc 
organized syndrome, whereas reactive de- 
pression displays a lack of consistent structure. 
In the mean profile of the latter there was higher 
variance, and negative correlations predomi- 
nated in the factor scale correlation matrix. 
These findings are in line with those of Everitt, 
Gourlay and Kendell (1971), who failed to 
isolate any patient clusters corresponding to 
reactive depression, although they obtained a 
cluster corresponding to endogenous depression. 
There was no evidence in the present study of a 
quantitative difference in the general level of 
depression between psychotic or endogenous 
and neurotic or reactive depression. 


SUMMARY 

A questionnaire of 54 items was verbally 
administered to 203 patients. The content of the 
items was concerned with depressive phenomena 
and antecedents. The data from the question- 
naire were analysed by the principal components 
method and the factor matrix rotated to oblique 
simple structure. Six significant factors were 
found in the data. These resolved into two 
second order factors, one of general depression 
and the other appeared to represent a reactive 
vs. endogenous depression factor. 

On this questionnaire-interview there were 
significant differences between depressive-illness 
patients and non-depressive-illness patients and 
also systematic differences between those patients _ 
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who had been diagnosed as reactive depressions 
and those who had been diagnosed as endo- 
genous depressions. However, there did not 
appear to be any important differences between 
these latter two groups in the general level of 
depression. 
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ABSTRACT 


Schizophrenics with Delusions of Poisoning 


By J. VARSAMIS, J. D. ADAMSON and W. F. SIGURDSON 


Delusions of poisoning often dominate the 

' clinical picture in schizophrenia. In an earlier 

publication (6) we have suggested that these 

cases may be phenomenologically distinct from 

other schizophrenics. Patients who believed they 

* were poisoned or gassed reported more somatic 

symptoms, headaches, decreased visual acuity 
and disturbances of taste and smell. 

The present study focuses on the pheno- 
menological differences between schizophrenics 
with delusions of poisoning and those who do 
not have such delusions. 


METHOD AND SAMPLE 


We have described details of the method else- 
where (6). Briefly, this is a clinical study of 60 
unselected schizophrenics recently admitted to 
hospital (29 females, 31 males). The mean age 
of patients was 32:4 years—range 16-62 years. 

Initially only patients admitted for the first 
time for schizophrenia were included. Also, all 
initial interviews were tape-recorded and then 
transcribed. Later a few acutely ill readmissions 
were studied, and the tape-recorder was not 
used; instead, detailed notes were made in 
every case. 

Patients were included in the study only when 
two of the investigators agreed with the diag- 
nosis. All cases in which the diagnosis might 
have been manic-depressive disease were ex- 
cluded, as were cases with a history of alcoholism, 
drug dependence, epilepsy or organic brain 
disease. 

The patients were divided into two groups: 
(a) ‘Poisoned’ group (N = 16): delusions of 
poisoning dominated the picture, and (b) Con- 
trol group (N == 44). Using Fisher’s exact test, 
or in 2 x 3 tables the contingency chi-square, 
the two groups were compared as regards the 
general characteristics of patients, the incidence 
of somatic symptoms, auditory, gustatory and 
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olfactory hallucinations, visual disturbances, 
and prepsychotic schizoid personality. 


Somatic symptoms 


Symptoms of tiredness and easy fatiguability 
(which were experienced by almost all patients), 
as well as disturbances of the special senses were 
not considered here. The remaining somatic 
symptoms were classified in four ways: 

(a) Number of symptoms per patient; 

(b) Bizarre symptoms versus other symptoms; 

(c) Autonomic symptoms such as palpitations, 
flushing, profuse sweating and frequency of 
micturition were tabulated; 

(d) According to the part of the body affected. 


Voices 

These were rated on a three point scale (0 = 
absent; 1 — transient or only thought echoing; 
2 — marked). 


Schizoid personality 

Patients were considered as having been 
schizoid before the onset of their illness if they 
were described by the next of kin as ‘shy’, 
‘quiet’, ‘loners’, or ‘sensitive’, ‘suspicious’, ‘odd’, 
‘eccentric’. 


FINDINGS AND Discussion (TABLE I) 


Patients with delusions of poisoning had the 
following distinguishing characteristics: 

(a) T'hey were married, or had been married 
in the past; 

(b) They had numerous somatic symptoms, 
which were mostly referred to the head and 
trunk; 

(c) They had numerous autonomic symptoms; 

(d) Hallucinatory voices were either absent or 
transient, or only of.the nature of thought- 
echoing; 
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(e) Hallucinations of taste and smell were 
common; 

(£) Blurring of vision was common; 

(g) The premorbid personality was not 
schizoid. This finding may account for the high 
incidence of married or separated patients in 
this group. 


TABLE I 


Poisoned Control 








patients patients 
(N = 16) (N = 44) 
А. Mean age .. 34°9 31°9 
В, Sex 
Female .. $a pa 8 21 
Male .. iu pu 8 23 
C. First admissions .. e 14 38 
Readmissions - " 2 6 
D. Marital status 
Married 15 is 8 10) gx 
Separated or ae is 18 
Divorced we E 3 7 
Widowed о I 
Single .. 5 26 
E. Somatic symptoms 
Three or more symptoms 14 Ig ** 
Bizarre symptoms .. “IO 21 
Autonomic symptoms.. 13 12  ** 
Symptoms referred to 
thehead — .. ox ° ЧО 14 ** 
Symptoms referred to 
the trunk... 2.014 290 * 
Symptoms referred to 
the extremceties E 5 17 
F. Auditory hallucinations 
Absent .. du ее 7 " 7 
Present be > 8 23 „#% 
Marked з І 14 
G. Gustatory hallucinations .. 8 т R 
H. Olfactory hallucinations 7 3 * 
Y. Visual disturbances | 
Blurring only 8 5 ** 
Other .. x n" 5 19 
J. Premorbid personality 4 28 ** 
Schizoid 
k p «I. 


** p < -05. 


SCHIZOPHRENICS WITH DELUSIONS OF POISONING 


Eleven patients believed that ‘the poison’ was 
ingested only; two patients that it was inhaled 
only; the remaining three patients received it 
by ingestion, inhalation and injection. Fifty per 
cent of cases thought that the poison was in coffee. 

It was our impression that in the poisoned 
group there was increased preoccupation with 
sex. Seven patients had increased interest in 
sex, two other cases suddenly lost their sexual 
appetite. The poison was usually blamed fcr the 
change in the sexual drive. Four patients referred 
to it specifically as a sex drug or a sex hormone. 

On the basis of the above evidence, one cannot 
say whether this syndrome is aetiologically 
distinct from other schizophrenias or a different 
expression of the same underlying disorder. 

Huber's ‘coenasthetische Schizophrenie’ (2) ' 
seems to represent a similar group of patients. 
His patients were chronic schizophrenics who* 
had numerous somatic symptoms and among 
whom gustatory hallucinations were common. 
Air encephalography showed dilatation of the 
third ventricle, suggesting some form of diencep- 
halopathy. 

Connolly and Gittleson (1) found an associa- 
tion between delusions of sexual change and 
olfactory and gustatory hallucinations in schizo- 
phrenia. T'he increased preoccupation with sex 
of patients with delusions of poisoning reported 
here has already been noted. Only one patient 
however had delusions of gender change. A 
similar association between somatic passivity, 
haptic and olfactory hallucinations is also 
reported by Mellor (5). 

The content of delusions may be influenced by 
cultural (3) and social (4) factors. However, the 
above studies, as well as the findings of our own 
study, would suggest that the association of 
numerous somatic symptoms with olfactory and 
gustatory hallucinations, increased preoccupa- 
tion with sex and relative lack of auditory hallu- 
cinations does constitute a phenomenologically 
distinct syndrome. It would seem that the 
sensory perceptual symptoms determine the 
nature of the delusion. 
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Synopses of Papers Awaiting Publication 


Doctors! Attitudes 
Рнпір A. Morris. 


The article deals with the results from a question- 


to Homosexuality. By 


- maire survey, sent to 150 general practitioners and 


150 psychiatrists, on their opinions as to the nature 

of homosexuality, its aetiology and its management. 

Most doctors reject the concept of its being a disease 

and under half would make any attempt to change the 

basic homosexuality, though most would offer 

support with adjustment, and treatment for secondary 

symptoms. 'The reasons for the variations between the 

results of the two groups of doctors are discussed. 

Philip A. Morris, M.R.C.S., L.R.G.P., M.R.C.Psych., 
D.M.j., 

Consultant Psychiatrist, 

Kingsway Hospital, 

Derby, DE3 3LZ. 


Concurrent Schizophrenia-like Psychosis in 
Monozygous Twins Suffering from CNS 
Disorder. By ALBERT West. 

The concordance rate for schizophrenia in twins 
and the relationship between schizophrenia-like 
psychosis and cerebral dysfunction have long 
interested the psychiatrist. 

This case report describes the occurrence of a 
schizophrenia-like psychosis in a pair of previously 
psychiatrically normal adult monozygous twins, who 
before the illness were also suffering from a degene- 
rative basal ganglia disorder. It is suggested that 
psychological stress may, by disturbing an already 
disturbed neurophysiology, have precipitated the 
psychosis. 

Albert West, M.B., Ch.B., M.R.C.Psych., 

Consultant Psychiatrist, 

St. Crispin Hospital, Duston, Northampton, N.N5 GU.N 


The Consequence of Unplanned Repatriation. 
By Accrey W. Вовки. 

A study is made of 16 patients admitted to the only 
mental hospital in Jamaica. All had a history of 
previous admission to hospital in England and had 
been repatriated because of mental illness. There were 
nine female and seven male patients, representing 
oneinsevenreadmissions during aseven-month period. 

Comparison of diagnoses made in England and 
Jamaica shows a tendency to overdiagnose paranoid 
schizophrenia in England. It is argued that previous 


literature on migrant pathology might have led to 
the optimistic view that repatriation would be 
therapeutic. Evidence is presented to show that severe 
rapport problems probably contributed to this view. 
Though reactive features were noted, the major 
finding was of underlying endogenous features in all 
the patients. It is concluded that the 'repatriate 
syndrome' of an apathetic, chronically ill, depressed, 
unemployed patient is the outcome. 

Aggrey W. Burke, BSc., M.B., Ch.B., D.P.M., 

Hill End Hospital, 

St. Albans, 

Herts. 


A Double-blind Trial of Phenelzine and Ami- 
triptyline in Depressed Out-Patients. A 
Possible Differential Effect of the Drugs on 
Symptoms. By D. W. K. Kay, R. F. GAnsIDE 
and Tom J. FAuv. 


In a double-blind trial, 62 depressed out-patients 
were given cither phenelzine or amitriptyline. The 
groups were compared in respect of: (1) the drop-out 
rate during one month; (2) the anti-depressant effect 
at one month, measured by the change in scores on 
the Hamilton, Beck and Lubin scales in patients 
remaining on the drugs; (3) the differential associa- 
tion of individual features with response to treatment 
as measured by these scales. The Eysenck Personality 
Inventory (EPI) was also given to measure ‘neuro- 
ticism’ and ‘extraversion’ before and after treatment. 

The drop-out rate was significantly higher (P < 
*05) in patients receiving amitriptyline than in those 
receiving phenelzine, mainly due to side effects. At 
one month, there was a trend on all three scales for 
patients still taking amitriptyline to have improved 
more than those still taking phenelzine, and the 
difference on the Beck scale was significant (P < -02) 
though it ceased*to be so when a difference in the 
initial scores was taken into account. The change in 
EPI N stores, however, was significantly greater 
(P < ої) in patients receiving amitriptyline even 
after allowing for the difference in initial scores, 
suggesting that the effect of this drug, in depressed 
out-patients, is due to an improvement in neurotic 
features as well as in depressive symptoms. Evidence 
was found that, in the doses used, the response to the 
two drugs was related to a differential effect on 
individual features. 
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D. W. К. Kay, D.M., F.R.C.P., F.R.C.Psych., 
Depariment of Psychological Medicine, 

Royal Victoria Infirmary, 

Newcastle upon Tyne, МЕТ 4LP. 


Stereotactic Limbic Leucotomy: Neurophysiv- 
logical Aspects and Operative Technique. 
By Desmonp KELLY, ALAN RICHARDSON AND 
Nira Мітаниіл-Нкосз. 


A stereotactic operation for the relief of intractable 
psychiatric illness is described. The object of the 
procedure is to interrupt connections between the 
frontal cortex and the limbic system, and in addition 
to make lesions in one of the main limbic circuits, in 
the anterior cingulate gyrus. To achieve the first 
objective the target area is in the lower medial 
quadrant of the frontal lobe. The choice of this site 
was based on neurophysiological considerations, 
which are reviewed, and on personal experience of 
more extensive operations in this area. To aid selec- 
tion of the most appropriate target site, electrical 
stimulation is employed during continuous physio- 
logical monitoring. Small lesions, approximately 
8 mm. in diameter, are made in relation to physio- 
logically active points. The lesions are placed by a 
stereotactic technique, and are made with a cryogenic 
probe which freezes a small discrete area, The post- 
operative course and psychiatric rehabilitation are 
described, and the results, which have been assessed 
clinically, physiologically and psychologically, are the 
subject of an accompanying paper. 


Stereotactic Limbic Leucotomy—A Preliminary 
Report on 40 Patients. By D. Кешу, A. 
RICHARDSON, N. MrrongLr-Hzaos, J. GREENUP, 
C. Снем and R. J. Harner. 


In this prospective study, forty patients who had 
undergone stereotactic limbic leucotomies were 
assessed clinically, psychologically and physiologically 
before and six weeks after operation. The patients 
were all suffering from severe, long-standing illnesses 
and had failed to respond to a great deal of previous 
therapy, including, in nine cases, previous leucotomy 
operations of a more traditional type. 

The overall improvement was 67 per cent, with 76 
per cent improvement in obsessional neurosis, 80 per 
cent in depression, 55 per cent in chronic anxiety 
and 66 per cent in schizophrenia. There were signi- 
ficant changes on psychometric scales measuring 
Neuroticism (Maudsley Personality Inventory), 
Anxiety (Taylor and Hamilton Scales, and Middle- 
sex Hospital Questionnaire), Depression (Beck and 
Hamilton Scales, and M.H.Q.), Phobias, Obsessions, 
and Somatic Complaints (M.H.Q.). Self and 
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observer ratings of depression were also significantly 
reduced, as were observer ratings of anxiety. 

The patients were physiologically less aroused 
following limbic leucotomy, as evidenced by signi- 
ficant reductions in mean ‘basal’ forearm blood flow, 
heart rate, systolic and diastolic blood pressures. 

There was no fall-off in intelligence after limbic 
leucotomy, as shown by a mean increase (probably 
due to practice effects) on the verbal, performance and 
full-scale scores on the Wechsler Adult Intelligence 
Scale, and no significant reductions in any of the 
sub-scales. No other adverse effects of limbic leuco- 
tomy were seen at six weeks. 

Surgically, limbic leucotomy has the advantage of 
causing a minimum of tissue damage, far less than 
that in modified pre-frontal and rostral operations. It 
will, however, require further detailed assessment, 
and a follow-up study is in progress, 

Dr. Desmond Kelly, M.D., M.R.C.P., M.R.C.Psych., 
Consultant Psychiatrist, 

St. George’s Hospital Medical School, 

Atkinson Morley’s Hospital, 

London, S.W.20. 


The School-Age Siblings of Mongol Children. 
By Ann САтн. 

A comparison has been made between siblings of 
mongol children and control children from the same 
school class on the basis of behavioural rating scales 
completed by parents and teachers. 

Significantly more index children were rated as 
deviant than were control children. This difference 
could be accounted for by the increase in antisocial 
disorder in girls in the siblings of mongol children. 
Amongst the siblings of mongols, the children most 
at risk were those whose mother was over 40 at the 
birth of her mongol baby, those from large families, 
and those from social classes IV and V. The results 
are discussed. 


Ann Gath, M.A., B.M., B.Ch., M.R.C.Psych., D.C.H., 
Research Psychiatrist, 

Department of Psychiatry, 

Park and Warneford Hospitals, 

Oxford. 


Assessing Punitiveness with the Hostility and 
Direction of Hostility Questionnaire 
(HDHO). By Ausram E. Pur. 

Punitiveness, as one manifestation of egocentricity, 
has been used by Foulds and others as a measure of 
an individual's capacity to engage in mature relations 
with others. In devising a questionnaire to measure 
punitiveness the relevant actions and attitudes were 
conceptualized as being directed either outward on to 
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other people (extrapunitiveness) or inward on to the 
self (intropunitiveness). 

The Manual of the HDHQ derives largely from the 
work of Hope, who, following a principal components 
analysis of the test, conceptualized punitiveness in 
terms of Total Hostility and Direction of Hostility. 
It is argued that while such a solution is mathematic- 
ally satisfying, there is an oblique factorial solution 
which is closer to Foulds’ concepts. The results of 
several obliquely-rotated factor analyses concur in 
yielding two factors which closely resemble the 
dimensions conceived by Foulds and which account 
more readily than Hope’s solution for the results of 
various studies. 

The normative data in the Manual are inadequate, 
and so norms have been provided for those who wish 
to use these new factorial dimensions. The effects of 
age and sex on these scores have also been 
examined. 

Alistair E. Philip, M.A., Ph.D., Dip. Clin. Psychol., 
Principal Psychologist, 

Bangour Village Hospital, 

Broxburn, 

West Lothian. 


An Epidemiological Survey of Parasuicide 
(‘Attempted Suicide’) in General Practice. 
By PETER KENNEDY and NORMAN KREITMAN. 

Hospital-treated parasuicides (syn. attempted 
suicides) have been studied intensively in recent 
years. This survey, based on general practice, was 
carried out to determine to what extent findings in 
the hospital population are contaminated by factors 
influencing referral, and thus to examine whether 
aetiological explanations of this behaviour and 
endeavours in prevention have been misled by hospital 
studies. 

The study was largely successful in achieving its 
aims. Doctors in 30 out of a random sample of 32 
Edinburgh general practices collaborated, and the 
information they provided was found to be reliable. 
The methods used are described in detail. 

The main findings were: 

I. Hospital studies in Edinburgh underestimate 
the frequency of parasuicide by at least 30 per 
cent. 

2. Hospital sampling of parasuicides in Edinburgh 
has not misled attempts to understand this behaviour: 
persons sampled in the hospital during 1970 were no 
different from others detected in general practice on 
the demographic, social and psychiatric variables 
which feature prominently in explanations of para- 
suicide. However, hospital sampling of individual 
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episodes of parasuicide was biased on variables 
relating to previous psychiatric contact and earlier 
episodes, which may be important in understanding 
and predicting further suicidal behaviour. 

Norman Kreitman, M.D., M.R.C.P.(Ed.), M.R.C.Psych., 
MIRC Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh ЕНто 5HF. 


Iprindole and Imipramine in Non-Psychotic 
Depressed Out-patients. By KARL RICKELS, 
Hack R. Cruna, Irma CsANALOs, LESTER 
SanLosky, and ЈозеРН Н. 5імом. 


Iprindole, one of the new tricyclic antidepressants, 
was compared against imipramine, a standard tri- 
cyclic agent, in тоо depressed and mixed anxious- 
depressed clinic and general practice out-patients. 
The two drugs could not be differentiated in terms 
of overall clinical efficacy, and data on side effects 
and attrition did not clearly favour either drug. More 
side effects, particularly of an autonomic nervous 
system or sedative nature, were reported on imipra- 
mine than on iprindole, but more general practice 
patients dropped out on iprindole than imipramine. 
No differences in efficacy. between the two agents 
were observed as a function of population, diagnostic 
grouping (depressed versus anxious-depressed), or 
initial level of depression. 

Level of initial anxiety had a marked effect on 
drug response, low anxious patients responding 
particularly well to iprindole, and high anxious 
patients reporting more improvement on imipramine. 
It was felt that high anxious patients might have 
disliked the dizziness and weakness often reported 
with iprindole, or missed the drowsiness often 
produced by imipramine, more than low anxious 
patients.  * d 

Both iprindole and imipramine were shown to have 
a relatively fast onset of action, producing marked 
improvement even at two weeks. Both agents were 
also demonstrated to effect high levels of clinical 
improvement over the six week study period, with 
symptomatology in most patients being reduced from 
moderately severe to mild or very mild levels of 
distress. 

Karl Rickels, M.D., 

Depariment of Psychiatry, 

Hospital of the University of Pennsylvania, 
203 Piersol Building, 

3400 Spruce Street, 

Philadelphia, Pa. 19104, U.S.A. 
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The Origins of Analgesic Nephropathy. By 
Ковш M. Murray. 

Analgesic abuse is a common cause of renal failure 
in Western Scotland. Fifty-one such patients attend- 
ing a renal unit were studied over a three-year period. 
Their mean age was 52°2 years, and women out- 
numbered men 4:1 to т. *Askit and compound 
codeine were the main drugs abused, and the 
average amount taken was 6 preparations daily for 
20 years. The cause of the abuse was dependence on 
the psychotropic effects of caffeine, phenacetin, 
codeine and more rarely bromide. At least twenty 
patients continued taking the drugs against medical 
advice and seven of these died in uraemia. 

When compared with matched controls, the 
patients were more likely to have a family history of 
analgesic abuse, alcoholism and psychiatric disorder. 
Almost all showed evidence of personality disorder or 
neurosis, and 25 had had previous psychiatric treat- 
ment. They were also prone to abuse other drugs, to 
take daily purgatives and to smoke excessively. 
Robin M. Murray, M.B., M.R.C.P., 

Maudsley Hospital, 
Denmark Hil, 
London SE5 8AQ. 


A Psychiatric Approach to the Diagnosis of 
Suicide and its Effect upon the Edinburgh 
Statistics. By Irene M. К. OvENSTONE. 

The study was undertaken to assess the extent to 
which suicide is under-reported in Edinburgh, and 
the way in which this affects the suicide statistics. 

All deaths notified to the Crown Office from the 
City of Edinburgh (apart from those found due to 
natural causes) were screened over a period of 
eighteen months. In accordance with defined criteria, 
these deaths were classified as suicide, ‘undetermined’ 
and accidental death. The sample consisted of 66 
‘suicides’, diagnosed by both the Crown Counsel and 
the researcher and 40 ‘misclassified suicides’ addi- 
tionally diagnosed by the researcher, together with 
12 ‘undetermined’ and 96 accidental deaths. 

Comparisons were made between the researcher’s 
classification of these deaths and that of the Crown 
Counsel. For the period 1970, eomparisons were 
made between the researcher’s classification and the 
Scottish Registrar General’s classification of the same 
deaths. Further comparisons were made between the 
‘suicides’ and the ‘misclassified suicides’. 

Compared with a psychiatric approach the legal 
procedure for ascertainment led to the Crown Counsel 


SYNOPSES OF PAPERS AWAITING PUBLICATION 


under-reporting suicide by 37:7 per cent and the 
Registrar General by 32-8 per cent. 

The findings suggest that unidentified suicides 
occur among ‘undetermined’ deaths but not among 
accidental deaths. ` 

In general, the suicides diagnosed by Grown 
Council gave a representative picture of the charac- 
teristics of the suicide population, apart from some 
bias towards under-reporting cases in the older age 
groups, particularly females, and suicides due to drug 
overdoses. 

Irene M. K. Ovenstone, M.D., D.P.H., D.P.M., 
M.R.C. Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh ЕНто 5HF. 


A Follow-up Study of Psychiatric Disturbance 
in a Cape Coloured Community. By L. 5. 
Gag and С. STONE. 

A previous epidemiological survey of a random 
sample of a Cape Coloured population of approxi- 
mately a quarter of a million persons (500 subjects) 
revealed groups of persons who were definitely or 
probably psychiatrically disturbed. These were re- 
interviewed and revaluated by the same techniques 
six years later, and compared with a control group of 
subjects who were not psychiatrically disturbed in 
1963. The findings were that 81 per cent of the latter 
(42 subjects) were still not disturbed, and of the 
remainder only two showed any serious degree of 
psychiatric disorder. Of those who were originally 
disturbed (46 subjects), 56+5 per cent were unchanged 
and 43:5 per cent had improved, but of these only 
six subjects were free of symptoms. Of the 49 subjects 
who were probably disturbed 43 per cent were un- 
changed, 44°8 per cent improved and 12-2 per cent 
were worse. Similar findings were found with regard 
to psychiatric impairment and subjective psychiatric 
symptoms. Most of those who were previously free of 
psychiatric symptoms were physically healthy on 
follow-up (75 per cent), whilst 81 per cent of those 
who were definitely psychiatrically disturbed showed 
signs of poor physical health. 

L. S. Gillis, M.D., F.R.C.Psych., 

Professor of Psychiatry, 

University of Caps Town, 

Groote Schuur Hospital, 

Cape Town, South Africa. 
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ERRATUM 
It is regretted that there was an error in the notice about the Membership Examination 
and Preliminary Test of the Royal College of Psychiatrists published in the October 
issue, pp. 459 and 460. The paragraph on p. 460, headed Preliminary Test, should read: 


All candidates in possession of a D.P.M. (or a qualification judged to be 
equivalent thereto by the Court of Electors) and who can show that they have 
had one year’s approved experience in psychiatry may claim exemption from 
the Preliminary Test provided that they have fulfilled these conditions before 
16 June 1973 (not 1 February 1973, as stated). 
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